'4^, t>- 


'>■•  • 


LIBRARY  OF  THE 

«M.LEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


■>,  / 


' v; 

. '.'fiV/v  V 


■>■ 


le 

‘ fj.- 


n 


i-v'  >• 


X: 


■?TV 


'Mm  -Mm 


1 fc' 


I 'H  ' 

y* ^ A « 


. V •'’  '4  , 


.A' 


\ 


>-  ■ ' -.  'I 


U'*o, 


,i^rr>»n! 
r.'l  ■'  fi 


'^..  T.V 


nV  t;  '■ 


'VX  J.'  |:-3  " ■ .. 


k'  . - 

' ■ iW,  ' 


ir-’ 


>1 . i"*' ; V, 


‘ »:  ’-,  f' 


A ■'■  ■*■ 


I ft 


'.'W 


"A)  I ' < • i ' • 


■W4 


:;i 


V 


?5* 


■«4v* 


V 

1 . < 

!*.',  ' '{*’kL  '►  * ' . •,  ■4.  ^ 

■ ' • ’ Jl  ■ * -k  ■ ••-□ 


in: 


> :4R:  .V  JviW  1 


f .h« 


i'-'  . 


■",  V 


^4^,  T'i,  P'X?"  jAj 


'Sf.'VX  .'v 


■A' 


k'llMl 


Northwest  Medicine 


PORTLAND,  ORE. 


<>  <>  <> 


Owned  and  Published  by  the 
STATE  MEDICAL  ASSOCIATIONS  OF 
OREGON,  WASHINGTON  and  IDAHO 


Edited  Under  the  Direction  of  the  Board  of  Trustees 


VOLUME  36,  JANUARY-DECEMBER,  1937 


❖ 


Issued  by  Northwest  Medical  Publishing  Association 
SEATTLE,  WASH. 


BOISE,  IDAHO 


INDEX  TO  VOLUME  36 


ii 


Acute  Lowei-  Abdomen  in  the  Female,  334. 

Adams,  A.  0.,  Treatment  of  Acute  Osteomye- 
litis, 22. 

Alkalosis,  Importance  of  Kidney  Function  in, 
125. 

Allergy  in  Western  Washington,  Atmospheric 
Causes  of,  14. 

Amputation  through  Femur  at  the  Knee,  49. 

-4nal  Fissure,  Diagnosis  and  Treatment  of,  24. 

Aneurysm,  Femoral  Arteriovenous,  248. 

-■Vntisyphilitic  Treatment  in  a Public  Clinic, 
307. 

Arteriovenous  Fistula,  149. 

Asthenia  and  Some  of  its  Less  Obvious  Causes, 
195. 

.\twood,  H.  S.,  Spinal  Anesthesia  with  Special 
Kcference  to  Dosage,  350. 

Auricular  Fibrilation  and  Auricular  Flutter, 
Treatment  of,  79. 

Balyeat,  R.  M.,  Intratracheal  Use  of  Iodized  Oil, 
9. 

Behneman,  H.  M.,  One  Hundred  Years  of 
Progiess  in  Medicine,  33,  170. 

Berger,  E.  H.,  Importance  of  Kidney  Function 
in  .-Ukalosis.  125. 

Bilderback,  J.  B.,  Congenital  Malformation  of 
Bile  Ducts.  111. 

Bile  Ducts,  Congenital  Malformation  of.  111. 

Biopsy  in  Diagnosis,  Rule  of,  114. 

Book  Reviews: 

Albce  and  Preston:  Injuries  and  Diseases  of 
the  Hip,  370. 

.411en:  Aids  to  the  Dagnosis  and  Treatment 
of  Disease,  257. 

American  Medicine,  254. 

.4tkin.son : The  Ocular  Fundus  in  Diagnosis 
and  Treatment,  184;  E.vternal  Diseases  of 
the  Eye,  452. 

Bailey’s  Te.xtbook  of  Histologj-,  36. 

Balyeat:  Allergic  Diseases,  35. 

Bastedo:  Materia  Medica,  Pharmacology, 

Therapeutics  and  Prescription  Writing, 

452. 

Bauer  and  Hull:  Health  Education  of  the 
Public,  291. 

Best  and  Ta.\'lor:  The  Physical  Basis  of 
Medical  Practice,  14  0. 

Bick:  Source  Book  of  Orthopedics,  292. 
Biggart:  Pathology  of  the  Nervous  System, 
38. 

Bigger:  Handbook  of  Hygiene.  413. 

Birch:  Hemophilia;  Clinical  and  Genetic 
Aspects,  257. 

Blum:  .\pplied  Dietetics.  14  8. 

Bovd:  An  Introduction  to  Medical  Science, 
14  6. 

Brahdy  and  Kahn:  Trauma  and  Disease,  22  2. 
Brande:  The  Principles  and  Practice  of 
Clinical  Psychiatry,  410. 

Brock:  The  Basis  of  Clinical  Neurology,  368. 
Brook:  Experimental  and  Clinical  Stuiiies  of 
the  Spine  of  the  Dog.  186. 

Brookes:  A Textbook  of  Surgical  Nursing, 
332. 

Butterfield:  Sex  Life  in  Marriage,  370, 

Cecil:  A Te.xtbook  of  Medicine,  412. 
Chalmers:  The  Intimate  Side  of  a Woman’s 
Life.  257. 

Clark:  Emotional  Adjustment  in  Marriage, 

453. 

Cole:  Textbook  of  General  Surgery,  36. 
Collected  Papers  of  The  Mayo  Clinic  and 
Mayo  Foundation,  332. 

Conybeare:  Textbook  of  Medicine.  110. 
Cramp:  Nostrums  and  Quackery  and  Pseudo- 
Medicine.  224. 

Crossen  and  Crossen : Svnopsis  of  Gvnecolog.v, 
292. 

Davis  and  Ralmonsen:  The  Pneumonokoni- 
oses,  410. 

de  Cholnoky:  Short-wave  Diathermy,  330. 
DeLee  and  Carmon:  Obstetrics  for  Nurses, 
413. 

Di.xon:  A Manual  of  Pharmacolog.v,  70. 
Dodson:  Synopsis  of  Genitourinary  Diseases, 
412. 

Dryerre:  Aids  to  Physiolog.v,  337. 

Eagle:  The  Laboratory  Diagnosis  of  Syphilis, 
368. 

Eastwood:  A Handbook  for  Students  and 
Teachers,  70. 

Eddy  and  Dalldorf:  The  Avitaminoses,  256. 
Emerson:  A Textbook  of  Medicine,  69. 

Evans:  Latent  Syphilis,  413. 

Falls  and  McLaughlin:  Obstetric  and  Gyne- 
cologic Nursing,  33  2. 

Farber:  The  Postmortem  Ex,amination,  452. 
Fishbein:  S\'philis.  413;  Your  Diet  and 
Your  Health,  370. 

Fi.sher:  Senile  Cataract,  392. 


INDEX  TO  VOLUME  36 


Ford:  Diseases  of  the  Nervous  System  in 
Infancy,  Childhood  and  Adolescence,  368. 

Friedman:  'Textbook  of  Diagnostic 
Roentgenology,  331. 

Galloway:  Anatomy  and  Physiology  of 
Physical  Training,  412. 

Gantt:  Russian  Medicine,  370. 

Gifford:  A Handbook  of  Ocular  Therapeutics, 
186. 

Griffith  and  Mitchell:  'The  Diseases  of  Infants 
and  Children,  183. 

Grinker:  Neurolog.v,  412. 

Gonzales,  Vance  and  Heepern:  Legal  Medi- 
cine and  Toxicology,  256. 

Hall:  Diseases  of  the  Nose,  Throat  and  Ear, 
331. 

Harvey  Lectures,  72,  370. 

Hertzler:  Surgical  Pathology  of  the  Thyroid 
Gland,  331;  The  'Technic  of  Local  Anes- 
thesia, 292. 

Hinsie;  Concepts  and  Problems  of  Psycho- 
therapy, 369. 

Hirschman:  Synopsis  of  Ano-Rectal  Diseases, 
146. 

Hoffman:  Cancer  and  Diet,  222. 

Hollander:  Physical  Therapy  Methods  in 
Otolarjiigology,  110. 

Horsle.v  and  Bigger:  Operative  Surgery,  14  6. 

Humphries  and  Williams:  Emanotherapv, 
369. 

Hutton:  The  Single  Woman  and  Her  Emo- 
tional Problems,  36;  Woman’s  Prime  of 
Life,  291. 

International  Clinics:  Series  46,  Vol.  IV,  38; 
Series  47,  Vol.  I,  186;  Vol.  H,  294;  Vol. 
Ill,  370. 

International  Medical  Annual,  292. 

Jackson  and  Jackson:  Diseases  of  the  Air 
and  Food  Passages  of  Foreign  Body  Origin, 
69;  The  Larnyx  and  Its  Diseases,  369. 

Jacoby:  Physician,  Pastor  and  Patient,  3 5. 

Joslin:  A Diabetic  Manual  for  the  Mutual 
Use  of  Doctor  and  Patient,  413;  The 
Treatment  of  Diabetes  Mellitus,  290. 

Kantor:  Synopsis  of  Digestive  Diseases,  331. 

Key  and  Conwell:  Management  of  Fractures. 
452. 

Kilduffe:  Clinical  Urinalysis  and  Its  Inter- 
pretation. 370. 

Knyweton:  The  Diary  of  a Surgeon  in  the 
Year  1751-1752.  453. 

Koll;  Medical  Urology,  224. 

Knimbhaar:  Pathology,  412. 

Krusen:  Light  Therapy,  148. 

Krusen:  Physical  Therapy  in  Arthritis,  453. 

Kuntz:  Neuro-.4natomy,  36. 

Kurzrok:  The  Endocrines  in  Obstetrics  and 
Gynecology,  291. 

Langdon,  Brown  and  Hilton:  Physiological 
Principles  in  Treatment,  69. 

Lees:  The  Common  Neuroses;  Their  Treat- 
ment by  Ps.ychotherap.v,  290. 

LeFleming:  An  Introduction  to  General 
Practice,  224. 

Loewenberg:  Clinical  Endocrinology,  331. 

Lund:  Greek  Medicine,  38. 

Mackee  and  Cipollaro:  Skin  Diseases  of 
Children,  14  8. 

Maher:  Electrocardiography,  29  4. 

Maingot:  Post-Graduate  Surgery,  Vol.  HI. 
451. 

Major:  Physical  Diagnosis,  14  8. 

Mansfield:  Materia  Medica,  Toxicology  and 
Pharmacognosy,  186. 

Margolis:  Clinical  Reviews  of  the  Pittsburgh 
Diagnostic  Clinic,  292. 

Martin  and  Fantus:  Dextrose  Therap.v  in 
Everyday  Practice,  367. 

Mason:  Why  We  Do  It.  256. 

Mason:  Preoperative  and  Postoperative 
Treatment,  222. 

May:  Manual  of  Diseases  of  the  Eye,  332. 

McGregor}':  A Synopsis  of  Surgical 
Anatomy.  70. 

Meakins:  'The  Practice  of  Medicine,  35. 

Means:  The  Thyroid  and  Its  Diseases,  411. 

Menninger:  Juvenile  Paresis.  110. 

Mitchener  et  al.:  Surgery  for  Dental 
Students,  38. 

Newcomer:  Bewildered  Patient,  38, 

Nystrom:  Lectures  on  Embolism  and  Other 
Surgical  Subjects,  224. 

Ormsby : A Practical  Treatise  on  Diseases  of 
the  Skin,  452. 

Osgood  and  .Vshx.Qrtli : Atlas  o/  Hematologv, 
367.  . . ; ; 

Pqultou  ht  Ul.:'  Tiylo'r’s  Piiaetice  of‘lJedic4nq 
i,24.,  . ' ■ 

Purves-Stewart:  The  .TJiapnosis  of  NerW>u^ 
Diseases,  454.  ; . . 

Rice:  Injection  Treatmefjt  /if  Hernia,  368. 


Rongy:  Childbirth;  Yesterday  and  Today, 

369. 

Ross:  The  Common  Neuroses;  'Their  Treat- 
ment by  Psychotheraiiy,  290. 

Rowe;  Clinical  Allergy  due  to  Foods,  Inhal- 
ants, Contactants,  Fungi,  Bacteria  and 
Other  Causes,  255. 

Rowlands  and  Turner : The  Operations  of 
Surgery,  222. 

Sachs:  Keeping  Your  Child  Normal,  35. 
Sadler;  Psychiatric  Nm-sing,  413. 

Saphir:  Autopsy  Diagnosis  and  Technic,  10  8. 
Savin : A System  of  Clinical  Medicine,  70. 
Saxl:  Pediatric  Dietetics,  255. 

Shands:  Handbook  of  Orthopedic  Surgery, 
184. 

Sindoni:  Diabetes,  A Modern  Manual,  186. 
Smith:  Elements  of  Orthopedic  Surgery,  291. 
Sollnian;  A Manual  of  Pharmacology,  30. 
Spiers:  A Brief  Outline  of  the  Modern 
Treatment  of  Fractures,  369. 

Starling:  Principles  of  Human  Physiology, 
38. 

Stern:  Applied  Dietetics,  110. 

Stone:  Sexual  Power,  224. 

Stone;  Bright’s  Disease  and  Arterial  Hyper- 
tension, 69. 

Sure:  The  Little  Things  of  Life,  294. 

Sutton:  Physical  Diagnosis,  369. 

Sutton  and  Sutton:  An  Introduction  to 
Dermatology,  411. 

Tchaperoff : A Manual  of  Radiologic  Diag- 
nosis for  Students  and  General  Practition- 
ers, 222. 

Thomson  and  Negus:  Diseases  of  the  Nose 
and  Throat,  290. 

Titus:  The  Management  of  Obstetrical 
Difficulties,  108. 

Topley  and  Wilson:  Principles  of  Bacteriol- 
ogy and  Immunity,  110. 

Tredgold:  A Textbook  of  Mental  Deficiency 
(Amentia),  291. 

Troncoso:  Internal  Diseases  of  the  Eye  and 
Atlas  of  Ophthalmology,  411. 

Trumper:  Memoranda  of  Toxicology,  256. 
'Tuft;  Clinical  Allergy,  330. 

Turner:  Personal  Hygiene,  292. 

Vaughan:  Safe  Childbirth,  184. 
Wangensteen:  The  Therapeutic  Problem  in 
Bowel  Obstruction,  410. 

Warbasse  and  Smyth:  Surgical  ’Treatment, 
Three  Volumes,  289. 

Warren:  On  Your  Guard,  70. 

Weinzirl : General  Hygiene  and  Preventive 
Medicine,  4 51. 

Weiss:  Practical  Talks  on  Kidney  Disease, 

370. 

Weiss  and  Isaacs:  Manual  of  Clinical  and 
Laboratory  Technic,  453. 

Wiggers:  Physiology  in  Health  and 
Disease,  291. 

Williamson;  A Handbook  on  Diseases  of 
Children,  255. 

Wiprud:  The  Business  Side  of  Medical 
Practice,  413. 

Wokes:  A 'Textbook  of  Applied  Biochemistry, 
292. 

A’ear  Book  of  Dermatology  and  S.vphilis.  256. 
Year  Book  of  Eye,  Ear,  Nose  and  Throat.  186, 
Year  Book  of  General  Medicine,  72. 

Year  Book  of  General  Surgery,  110. 

Year  Book  of  General  Therapeutics,  14  8. 

Year  Book  of  Obstetrics  and  Gynecology, 
148. 

Year  Book  of  Pediatrics,  14  8. 

Year  Book  of  Radiology,  70. 

Year  Book  of  Urology,  184. 

Zabriskie  et  al, : Tumors  of  the  Nervous 
System,  410. 

Zahorsky:  Sy-nopsis  of  Pediatrics,  184. 

Bridgeman,  N.  L.,  Measles  Prevention  and 
.\ttenuation,  266. 

Brill,  I.  C..  Treatment  of  Auricular  Fibrillation 
and  Auricular  Flutter,  79. 

Brown,  T.  R.,  Controversial  Triad  of  the  Diges- 
tive Field:  Gallbladder  Disease,  Peptic  Ul- 
cer, Colitis,  200. 

Bueermann,  W.  H..  Congenital  Malformation 
of  Bile  Ducts,  111. 

Burns  Complicated  by  Appendicitis,  Severe, 
113. 

Callander,  C.  L.,  New  Amputation  Through 
Fumur  at  the  Knee,  49. 

Cancer  in  General  Practice,  162. 

Cancer  of  the  Breast  in  the  Young,  301. 

Carcinoma  of  the  Breast  with  Multiple 
Metastases,  26. 

Carcinoma  of  the  Cervix  Uteri,  Early 
• Diagnosis  of,  93. 

ilarcinoma  of  Colon  and  Rectum,  83. 


Carcinoma,  Multiple  Liver-Cell,  3S3. 

Carcinoma  of  the  Pancreas,  304. 

Cardiovascular  Disease  Due  to  S.vphilis,  192. 
Carlson,  C.  C.,  Female  Sex  Hormone  in 
Involution  Melancholia,  60. 

Caverhill,  M.  R.,  Coronary  Sclerosis,  73. 
Cheetham.  J.  G.,  Recent  Advances  in  Treat- 
ment of  Gonorrhea  and  Its  Complications, 
371. 

Circumcision  without  Use  of  Sutures,  Simpli- 
fied Technic  For,  246. 

Clark,  W.  D.,  Infection  Treated  with 
Sulfanilamide,  349. 

Clein,  N.  \V.,  Epilepsy  of  Allergic  Origin,  378. 
Clerf.  L.  II.,  Suppurative  Diseases  of  the  Lung; 

Their  Diagnosis  and  Treatment,  20. 

Coronary  Sclerosis,  7 3 . 

Controversial  Triad  of  the  Digestive  Field: 
Gallbladder  Disease,  Peptic  Ulcer,  Colitis, 
200. 

Correspondence: 

Prostatic  Treatment,  365. 

Unauthorized  Use  of  Name  as  Endorsement, 
289. 

Oreswell,  S.  M.,  Antisyphilitic  Treatment  in  a 
Public  Clinic,  307 

Crookall,  A.  C.,  Future  Medical  Demands,  295. 

Davis,  A.  M.,  Cardiovascular  Diseases  Due  to 
Syphilis,  192. 

Dayton,  D.  M.,  Progress  in  Pediatrics,  338. 
Desensitization  by  Oral  Administration  of 
Pollen  E.xtracts,  166. 

Dodds,  G.  A.,  Oxygen  and  Carbon  Dioxide 
Therapy,  345,  398. 

Drainage  of  Abdominal  Cavity,  428. 

Duerfeldt,  T.  H.,  Nasal  Asthma,  60. 

Eclamptogenic  Toxemia,  Management  of,  1. 
Ectopic  Pregnancy,  Diagnosis  of,  118. 

Eczema,  415. 

Editorials: 

Outlook  for  the  New  Year,  28. 

Washington  Commissioner  of  Health,  28. 
Watch  Out  for  This  Swindler,  29. 

Sectional  Meeting  of  American  College  of 
Surgeons,  29. 

Editorial  Changes,  29. 

Need  of  Public  Medical  Education,  63. 
American  College  of  Surgeons  Meeting,  63. 
Tacoma  Surgical  Club  Meeting,  6 3 . 
Washington  Medical  Aid  Bills,  64. 

British  Columbia  Health  Insurance 
Postponed,  100. 

Features  of  State  Medicine,  101. 

Unrestrained  Contraception,  102. 

Seattle  Meeting  of  College  of  Surgeons,  103. 
Meeting  of  Tacoma  Surgical  Club,  103. 

New  Surgical  Journal,  104. 

Our  Legislative  Sessions,  104. 

Legislative  Medical  Acts,  136. 

Federal  Government  and  Practice  of 
Medicine,  139. 

The  Subscription  Imposter,  140. 

Pacific  Northwest  Annual  Meeting,  140. 
Control  of  Syphilis,  177. 

Coronary  Sclerosis  Among  Physicians,  17  7. 
Postgraduate  Instruction,  178. 

The  Editor  Enjoys  a Vacation,  216. 

.American  Board  of  Surgery,  216. 

St.  Louis  Meeting  of  American  College  of 
Physicians,  216. 

Great  Falls  Meeting  of  the  Pacific 
Northwest  Association,  217. 

The  Seattle  Meeting,  217. 

Program  of  Washington  .State  Medical 
Association  Meeting,  217. 

Program  of  Graduate  Course,  University  of 
Washington,  218. 

Atlantic  City  Meeting,  249. 

The  American  Foundation  and  Its  Study  of 
Medicine,  250. 

Medical  Intolerance,  283. 

Idaho  State  Meeting,  283. 

Postgraduate  Lectures  and  the  State 
Medical  Association,  284. 

Pacific  Northwest  Medical  Association 
Meeting  at  Great  Falls,  284. 

Suspension  of  Pacific  Northwest  Medical 
Meeting,  285. 

Nonsurgical  Prostatic  Treatment,  320. 
Consultation  Clinic  for  Syphilis  a Success, 
321. 

Northwest  Medicine  Organization,  321. 
Oregon  Annual  Meeting,  322. 

Poorly  Prepared  Legislative  Acts,  356. 
Exemption  of  Medical  Expenses,  357. 

Boise  Annual  Meeting,  357. 

Oregon  Preliminary  Program,  357. 

Reports  of  Meetings,  360. 


INDEX  TO  VOLUME  36 


iii 


Our  Presidents,  402. 

Dramatized  Medical  Publicity,  402. 

Notable  Medical  Meeting,  404. 

Rocky  Mountain  Medical  Journal,  405. 

Threat  of  State  Medicine,  4 3 4. 

Tuberculosis  Christmas  Seals,  434. 

Electrocardiogram  with  Special  Reference  to 
Coronary  Thrombosis,  Interpretation  of,  394. 

Epilepsy  of  Allergic  Origin,  378. 

External  Ear,  Total  Reconstruction  of,  172. 

Falls,  F.  H.,  Early  Diagnosis  of  Carcinoma  of 
the  Cervix  Uteri,  93;  Management  of 
Eclamptogenic  Toxemia,  1 ; Relationship 
between  Fibroids  and  Carcinoma  of  the 
Uterus,  225. 

Fibroids  and  Carcinoma  of  the  Uterus, 
Relationship  between,  225. 

Flexor  Tendons  of  the  Fingers,  Repair  of,  259. 

Flothow,  P.  G.,  Observations  of  Treatment  of 
Head  Injuries,  159. 

Forbes,  R.  D.,  Care  of  Prostectomy  Wounds,  88. 

Foster  R.  T.,  Interpretation  of  Electrocardio- 
gram with  Special  Reference  to  Coronary 
Thrombosis,  394. 

Frochlich’s  Syndrome,  312. 

Fuller,  M.  F.,  Diagnosis  of  Estopic  Pregnancy, 
118. 

Giardiasis,  Clinical.  187. 

Gocher,  T.  E.  P.,  Blood  in  Lead  Poisoning,  98. 

Goiter,  Iodine  in  the  Prevention  and  Treatment 
of,  211. 

Gonorrhea  and  Its  Complications,  Recent 
.Advances  in  Treatment  of,  371. 

Goodnight,  S.  H.,  Congenital  Malformation  of 
Bile  Ducts,  111. 

Goss,  C.  C.,  Clinical  Giardiasis,  187. 

Hand,  J.  R.,  Surgical  Lesions  of  the  Kidney- 
Requiring  Nephrectomy,  430. 

Hayes,  M.  G.,  Tuberculosis  at  University  of 
Oregon,  48. 

Head  Injuries,  Observations  in  Treatment  of, 
159. 

Hein,  G.  E.,  Modern  Aspects  of  the  Pneumo- 
coniosis Problem  as  Related  to  Industry,  89. 

Hemingway,  M.  W.,  and  Hemingway,  R.  W., 
Hemolytic  Blood  Transfusion  Reaction,  Re- 
port of  Fatal  Case,  53. 

Hemolytic  Blood  Transfusion  Reaction,  Report 
of  Fatal  Case,  53. 

Herrmann,  S.  F.,  Carcinoma  of  the  Pancreas, 
304. 

Hilton,  J.  M.,  Roentgen  ray  in  the  Treatment 
of  Nonmalignant  Conditions,  229. 

Hobson.  Lucy,  Suction  Pressure  Treatments  in 
Impaired  Circulation  of  the  Extremities, 
342. 

Hollister,  Guy,  Densitization  by  Oral  Adminis- 
tration of  Pollen  Extracts,  166. 

Howard,  M.  -V.,  Drainage  of  -Abdominal  Cavitv, 
428. 

Howard,  W.  F.,  Cancer  in  General  Practice, 

162. 

Hunt,  L.  W.,  Factors  Effecting  the 
Utilization  of  Food,  205. 

Hydrochloric  Acid  Therapy,  96. 

Hyperemesis  Gravidarum  with  Water-Soluble 
E.xtract  of  Whole  Ovary,  Treatment  of,  391. 

Ileitis,  Regional,  311. 

Infirmaries  in  State  Educational  Institutions, 
174. 

Internal  Saphenous  Vein,  Ligation  of,  3 52. 

Intrathoracle  Perinural  Fibroblastoma,  18. 

Intratracheal  Use  of  Iodized  Oil,  9. 

Jacobs,  J.  B.,  Simplified  Technic  for  Circum- 
cision without  Use  of  Sutures,  24  7. 

Jaundice  Following  Cardiovascular  Disease, 

277. 

Jensen,  C.  D.  F.,  Subjunctival  Injection  of 
Pregl’s  Iodine  in  Ocular  Infections,  247. 

Jensen,  C.  R.,  Role  of  the  Biopsy  in  Diagnosis, 
114:  Oxygen  and  Carbon  Dioxide  Therapy, 
345,  398. 

Jones,  A.  C.,  Technic  and  Dangers  of  Short- 
Wave  Radiathermy,  377. 

Joyce,  T.  M.,  Introthoracic  Perineural 
Fibroblastoma,  18. 

Kindschi,  J.  D.,  Control  of  Pregnancy  Toxemias 
by  Adequate  Prenatal  Care,  121. 

Larson,  C.  P.,  Carcinoma  of  the  Breast  with 
Multiple  Metastases,  26;  Multiple  Liver- 
Cell  Carcinomata,  388. 

Lead  Poisoning,  Blood  in,  98. 

Leiomyoma,  Gastric,  42. 

Lcmere,  Frederick.  Insulin  Shock  Treatment 
of  Schizophrenia,  269. 

Lindquist,  J.  L..  Gastric  Leiomyoma,  42. 

1 -1S8('3 


Lymphogranuloma  Inguinale,  Virus  of,  39. 

Lynch,  F.  W.,  Eczema,  415. 

Maddison,  F.  R.,  The  Streptococcus  Hemolyt- 
icus,  428. 

Mason,  David,  Jaundice  Following 
Cardiovascular  Disease,  277. 

Maternal  Birth  Traumata,  263. 

Measles  Prevention  and  Attenuation,  266. 

Medical  Demands,  Future,  295. 

Medical  Notes,  30,  64,  104,  140,  178,  218, 
251,  286,  323,  405,  435. 

Menne,  F.  R.,  Jaundice  Following 
Cardiovascular  Disease,  277. 

Miller,  F.  N.,  Tuberculosis  at  University  of 
Oregon,  4 8. 

Miller,  N.  F.,  Acute  Lower  Abdomen  in  the 
Female,  334;  Birth  Traumata,  263;  The 
Bloody  Complications  of  Obstetrics,  422. 

Miller,  V.  W.,  Cerebrospinal  Syphilis,  154. 

Mock,  II.  E.,  Gastric  Leiomyoma,  4 2. 

Mounsey,  J.  W.,  Diagnosis  and  Treatment  of 
Anal  Fissure,  24. 

Mullen,  B.  P.,  Chronic  Undermining,  Burrow- 
ing Ulcer  of  the  Abdominal  Wall,  232. 

Nasal  Asthma,  60. 

Nattinger,  J.  K.,  Total  Reconstruction  of 
External  Ear,  172. 

Neglected  Professional  Duties,  333. 

Niethammer,  W.  A.,  Iodine  in  the  Prevention 
and  Treatment  of  Goiter,  211. 

Nixon,  E.  A.,  Ligation  of  Internal  Saphenous 
Vein,  352. 

Nunn,  L.  L.,  Cancer  of  the  Breast  in  the 
Young,  301. 


Obituaries; 

Baker,  A.  E.,  219. 
Baumgamer,  C.  S., 
106. 

Betts,  Arthur,  407. 
Bickford,  F.  J.,  324. 
Bowers,  L.  G.,  407. 
Bridgewater,  J.  E., 
220. 

Carter,  F.  M.,  436. 
Churchill,  F.  A., 

142. 

Cole,  W.  G.,  324. 
Conway,  M.  W.,  219. 
Cramer,  J.  H.,  220. 
Darby,  J.  A.,  66. 
Doherty,  F.  J.,  180. 
Doland,  C.  M.,  14  2. 
Elwood,  J.  L.,  180. 
Fitzgerald,  P.  H., 
407. 

Fry,  E.  E.,  105. 
Gaignard,  George, 
407. 

Gaul,  A.  C.  A.,  220. 
Goodheart,  J.  W.,  31. 
Harlow,  F.  A.,  30. 
Henry-,  B.  D.,  31. 
Howe,  G.  E.,  31. 
Huse,  G.  W.,  31. 
Ingersoll,  E.  L.,  105. 
Johnson,  L.  A.,  252. 
Keyes,  D.  E.,  30. 
Keylor,  H.  R.,  180. 
Lambert.  S.  E.,  324. 
Laubaugh,  E.  E..  65. 
MacKinnon,  Goff, 
436. 

Mahone,  P.  I.,  287. 


Mathey,  B.  W„  66. 
Mauzey,  H.  G.,  105. 
Meissner,  C.  H.,  407. 
McCoy,  J.  N.,  220. 
McCracken,  A.  R., 
180. 

Mingus,  Everett, 

219, 

Monroe,  W.  A.,  417. 
Morrow,  E.  V.,  105. 
Myers,  H.  B.,  141. 
Parker,  E.  O.,  106. 
Peterkin,  G.  S.,  324. 
Plummer,  R.  C.,  65. 
Post,  F.  S.,  287. 
Raaf,  J.  J.,  180. 
Rains,  J.  L,,  407. 
Robinson,  F.  C.,  287, 
Short,  J.  M.,  220. 
Smith,  C.  B.,  40  7. 
Sparling,  G.  H.,  66. 
Springer,  J.  S.,  407. 
Stone,  A.  B„  180. 
Stryker,  R.  ,S.,  252. 
Summers,  J.  W.,  407, 
Taggart,  E.  J.,  66. 
Thomas,  C.  W.,  436. 
Thompson,  J.  H.,  30. 
Thomson,  R.  L.,  31. 
Watts,  T.  W.,  180. 
Weaver,  C.  D.,  66. 
Webster.  D.  0.,  66. 
Wetherbee,  Charles, 
105. 

Wheeler,  H.  R.,  66. 
Wolf,  0.  K.,  220. 
Worcester,  J.  F.,  31. 
Yearont,  C.  E.,  220. 


Obstetrics,  The  Bloody  Complications  of,  422. 
Osten,  A.  M.,  Unbilieal  Hernia  Containing  a 
Strangulated  Lobe  of  the  Liver,  210. 
Osteom.velitis,  Treatment  of  Acute,  24. 

Oxygen  and  Carbon  Dioxide  Therapy,  34  5, 
398. 


Peacock,  A.  H.,  Religion  of  Medicine,  315. 
Pediatrics,  Progress  in,  33  8. 

Pierce,  E.  A.,  Froehlich’s  S.vndrome,  312. 
Pneumoconiosis  Problems  as  Related  to 
Industry,  Modern  Aspects  of,  89. 

Porro,  T.  J.,  Antis.vphilitic  Treatment  in  a 
Public  Clinic.  307. 

Post,  Eileen,  Studies  in  I'rinary  Secretion  and 
Ascorbic  (Cevitamic)  Acid,  381. 

Potter,  E.  B.,  Arteriovenous  Fistula,  149. 
Pregnancy  Toxemias  by  Adequate  Prenatal 
Care,  Control  of,  121. 

Progress  in  Medicine,  One  Hundred  Years  of, 
133,  170. 

Querna,  M.  II.,  Regional  Ileitis,  311. 

Rabies  Control.  Public  Health  .\spects  of,  432. 
Ray,  D.  C.,  Neglected  Professional  Duties,  333. 


t 1 A nnft 


IV 


INDEX  TO  VOLUME  36 


Read,  J.  W.,  Hyperplastic  Tuberculosis  of  tlie 
Colon,  45. 

Religion  of  Medicine,  315. 

Rheumatic  Fever,  Chronicity  of,  2 7 2. 

Rliodes,  G.  K.,  Carcinoma  of  Colon  and 
Rectum,  83. 

Rodda,  F.  C.,  Management  of  the  Vomiting 
Child,  298. 

Roemer,  T.  J.,  Recent  Advances  in  Treatment 
of  Gonorrhea  and  Its  Complications,  3 71. 
Roentgenray  in  Treatment  of  Nonmalignant 
Conditions,  229. 

Rosenblatt,  M.  S.,  Faulty  Rotation  of  the 
Intestines,  425. 

Ross,  II.  W.,  Severe  Burns  Complicated  liy 
Appendicitis,  113. 

Ross,  W.  L.,  I'rinary  Obstruction,  129. 
Rotation  of  the  Intestines,  Faulty,  425. 

Salem,  Attractions  of,  354. 

Schiz.ophrenia,  Insulin  Treatment  of,  269. 
Schonwald,  Philipp,  Atmospheric  Causes  of 
Allergy  in  Western  Washington,  14. 

Scott,  J.  F.,  Femoral  Arteriovenous 
Aneurysm,  248. 

Se.x  Hormone  in  Involution  Melancholia, 
Female,  55. 

Sherwood,  K.  K.,  Chronicity  of  Rheumatic 
Fever,  272;  Vitamin  B,  and  Neuritis,  385. 
Short-Wave  Radiothermy,  Technic  and  Dangers 
of,  37  7. 

Smith,  C.  A.,  Infirmaries  in  State  Educational 
Institutions,  17  4. 

Smith,  G.  K.,  Intrathoracic  Perineural 
Fibrol)lastoma,  18. 

Society  Meetings,  Reports  of: 

Central  Willamette  Society,  31,  66,  181, 
220,  364. 

Clallam  County  Society,  142. 

Clark  County  Society,  142,  181. 

Coulee  Dam  Society,  31,  106. 

Cowlitz  County  Society,  31,  67,  106,  181, 
220,  365,  449. 

Eastern  Oregon  Society,  364. 

Grays  Harbor  Society,  142,  181,  252,  365. 
Idaho  Falls  Society,  182. 

Idaho  State  Me<iical  Association,  363. 
Jackson  County  Society,  106. 

King  County  Society,  32,  67,  106,  142, 
181,  220",  305,  4‘49. 

Kitsap  County  Society,  106. 

Klamath  and  Lake  Counties  Society,  106, 

142. 


Kootenai  County  Society,  182,  365. 

Lane  County  Society,  66,  181,  364. 

Lincoln  County  Society,  181. 

Multnomah  County  Society,  66,  4 49. 

North  Idaho  Society,  143,  252,  450. 
Okanogan  County  Society,  67,  142. 

Oregon  State  Medical  Society,  437. 

Pierce  County  Society,  32,  67,  142,  221, 

252,  449. 

Pocatello  Society,  450. 

Polk-Yamhill-Marion  Counties  Society,  106. 
Skagit  County  Society,  143,  181,  221,  449. 
Snohomish  County  Society,  32,  67,  10  7, 

143,  221,  449. 

Southern  Oregon  Society,  220. 

South  Side  Society,  221,  450. 

Southwest  Idaho  Society,  221. 

Spokane  County  Society,  3 2,  6 7,  181. 
Spokane  Surgical  Society,  143. 

Stevens  County  Society,  182. 

Thurston-Mason  Counties  Society,  143,  449. 
Walla  Walla  Valley  Society,  32,  67,  143. 
Washington  State  Medical  Association,  325. 
Yakima  County  Society,  32,  107. 

Spinal  Anesthesia  with  Special  Reference  to 
Dosage,  350. 

State  Departments: 

Oregon  Council  and  Other  News,  33. 

Our  E.xhilarating  Washington  Auxiliary,  33. 
Social  Security  in  Oregon,  68. 

Washington  Public  Relations  Publicitj',  6 8. 
Idaho  Campaign  for  Control  of  Cancer,  68. 
Portland  Lecture  Programs,  10  7. 

Progress  of  Washington  Legislation,  108. 
Retirement  of  President  Watts  (Oregon), 

144. 

Washington  Department  of  Social  Securitv, 

144. 

Washington  Woman’s  Auxiliary,  14  5. 

Care  of  Patients  on  Relief,  Oregon,  182. 
Washington  State  Obstetrical  Association, 
182. 

Washington  Woman’s  Auxiliary,  183. 

Oregon  Council  Meeting,  221. 

Medical  Care  for  Clients  of  Resettlement 
.Administration,  Oregon,  253. 

Rabies  Control  in  King  County,  Washington, 

253. 

Elimination  of  Contract  Practice  in  Oregon, 
288. 

Hygeia  Experiment  in  Oregon,  329. 
Washington  Health  Officers,  329. 
Washin^on  Woman’s  Au.\iliary,  330. 

Oregon  State  Society  Meeting,  366. 


.Adams,  A.  0.,  Spokane,  Wash.,  22. 

Atwood,  H.  S.,  Yakima,  Wash.,  350. 
Balyeat,  R.  M.,  Oklahoma  City.  Okla..  9. 
Behneman,  H.  M.  F.,  San  Francisco,  Calif., 
133,  170. 

Berger,  E.  H.,  Portland,  Oi'e.,  125. 
Bilderback,  J.  B.,  Portland,  Ore.,  111. 
Bridgeman,  M.  L.,  Portland,  Ore.,  266. 
Brill,  J.  C.,  Portland,  Ore.,  79. 

Brown,  T.  R.,  Baltimore,  Md.,  200,  237. 
Bueermann,  W.  H..  Portland,  Ore.,  111. 
Callander,  C.  L.,  San  Francisco,  Calif.,  49. 
Carlson,  C.  C.,  Topeka,  Kan.,  55. 

Caverhill,  M.  R.,  Vancouver,  B.  C.,73. 
Cheetham,  J.  G.,  Portland,  Ore.,  371. 
Clark,  M.  D.,  Battleground,  Wash.,  349. 
Clein,  N.  W.,  Seattle,  Wash.,  378. 

Clerf,  L.  II.,  Philadelphia,  Pa.,  20. 
Creswell,  S.  M.,  Tacoma,  Wash.,  307. 
Crookall,  A.  S.,  Seattle,  Wash.,  295. 

Davis,  A.  M.,  Portland,  Ore.,  192. 

Davis,  B.,  Seattle,  Wash.,  234. 

Dayton,  A.  M.,  Tacoma,  Wash.,  338. 
Dodds,  G.  A.,  Seattle,  Wash.,  345,  398. 
Duerfeldt,  T.  H.,  Tacoma,  Wash.,  60. 
Duncan,  John,  Seattle,  Wash.,  88. 

Falls,  F.  H.,  Chicago,  111.,  1,  93,  225. 
Flothow,  P.  G.,  Seattle,  Wash.,  159. 
Forbes,  R.  D„  Seattle,AVash.,  88. 

Foster,  R.  T.,  Seattle,  Wash.,  394. 

Fuller,  M.  F.,  Aberdeen,  Wash.,  118. 
Gocher,  T.  E.  P.,  San  Francisco,  Calif.,  98. 
Goodnight,  S.  H.,  Portland,  Ore.  111. 


CONTRIBUTORS  TO  VOLUME  36 


Goss,  C.  C., Seattle,  Wash.,  187. 

Hand,  J.  R.,  Portland,  Ore.,  430. 

Hayes,  M.  G.,  Eugene,  Ore.,  48. 

Hein,  G.  E.,  San  Francisco,  Calif.,  89. 
Hemingway,  M.  W.,  Bend,  Ore.,  53. 
Hemingway,  R.  W.,  Bend,  Ore.,  53. 
Herrmann,  S.  T.,  Tacoma,  Wash.,  304. 

Hilton,  J,  M.,  Klamath  Falls,  Ore.,  229. 
Hobson,  Lucy,  New  York,  N.  Y.,  342. 
Hollister,  Guy,  Spokane,  Wash.,  16  6. 

Howard,  M.  A.,  Portland,  Ore.,  4 28. 

Howard,  W.  P.,  Pocatello,  Idaho,  162. 

Hunt,  L.  W.,  Pullman,  Wash.,  205. 

Jacobs,  J.  B.,  Seattle,  Wash.,  246. 

Jensen,  C.  D.  F.,  Seattle,  Wash.,  247. 

Jensen,  C.  R.,  Seattle,  Wash.,  114,  345,  398. 
Jones,  A.C.,  Portland,Ore.,  377. 

Joyce,  T.  M.,  Portland,  Ore.,  18. 

Kindschi,  J.  D.,  Portland,  Ore.,  121. 

Larson,  C.  S.,  Tacoma,  Wash.,  26,  388. 
Lemere,  Frederick,  Seattle,  Wash.,  269. 
Lindquist,  J.  L.,  Chicago,  Ill^j  42. 

Lynch,  F.  W.,  St.  Paul,  Minn.,  415. 
Maddison,  F.  R.,  Tacoma,  Wash.,  418. 
Mason,  David,  Poi-tland,  Ore.,  277. 

Menne,  F.  R.,  Portland,  Ore.,  27  7. 

Miller,  F.  N.,  Eugene,  Ore.,  48. 

Miller,  N.  P.,  Ann  Arbor,  Mich.,  263,  334. 
Miller,  V.  W.,  Salem,  Ore.,  154. 

Mock,  II.  E.,  Chicago,  111.,  42. 

Mounsey,  J.  W.,  Spokane,  Wash.,  24. 

-Mullen,  B.  P.,  Seattle,  Wash.,  232. 


Letter  from  Washington  President,  366. 

Board  of  Trustees  Meeting,  366. 

Letter  from  Idaho  President,  367. 

Death  of  President-Elect,  409. 

Washington  Woman’s  Auxiliary,  409. 

Oregon — Principles  and  Proposals,  Exploi- 
tation in  Newspapers,  Birth  of  a Baby, 
Woman’s  Auxiliary,  450. 

Washington — Woman’s  Auxiliary,  4 51. 

•Stier,  R.  F.  E.,  Desensitization  by  Oral 
Administration  of  Pollen  Extracts,  106. 
Streptococcus  Hemolyticus,  418. 

Strong,  G.  F.,  Coronary  Sclerosis,  73. 

Suction  Pressure  Treatments  in  Impaired 
Circulation  of  the  Extremities,  342. 
Sulfanilamide,  Infections  Treated  with,  349. 
Subconjunctival  Injection  of  Pregl’s  Iodine  in 
Ocular  Infections,  247. 

Suppurative  Diseases  of  the  Lungs;  Their 
Diagnosis  and  Treatment,  20. 

Syphilis,  Cerebrospinal,  154. 

Tamura,  J.  T.,  Virus  of  Lymphogranuloma 
Inguinale,  39. 

Thatcher,  H.  v.  H.,  Repair  of  Flexor  Tendons 
of  the  Fingers,  259. 

Todhunter,  E.  N.,  Studies  in  Urinary  Secretion 
and  Ascorbic  (Cevitamic)  Acid,  381. 
Trichomonas  Vaginitis,  New  Treatment  of,  7. 
Tuberculosis  at  University  of  Oregon,  4 8. 
Tuberculosis  of  Colon,  Hyperplastic,  45. 

Ulcer  of  the  Abdominal  Wall,  Chronic, 
Undermining,  Burrowing,  232. 

Umbilical  Hernia  Containing  a Strangulated 
Lobe  of  the  Liver,  210. 

Ureteral  Transplantation,  Bilateral,  275. 
Urinary  Obstruction,  129. 

LTrinary  Secretion  and  Ascorbic  (Cevitamic) 
Acid,  Studies  in,  381. 

Utilization  of  Food,  Factors  Affecting  the,  205. 

Vehrs,  G.  R.,  Bilateral  Ureteral  Transplanta- 
tion, 275. 

Vitamin  B.  and  Neuritis,  385. 

Vomiting  Child,  Management  of  the,  298. 

Weinzirl,  Adolph,  Public  Health  Aspects  of 
Rabies  Control,  432. 

Winslow,  Kenelm,  Asthenia  and  Some  of  the 
Less  Obvious  Causes,  195. 

Wood,  F.  L.,  Hydrochloric  Acid  Therapy,  96. 
Zener,  F.  B.,  New  Treatment  for  Trichomonas 
Vaginitis,  7 ; Treatment  of  Hyperemesis 
Gravidarum  with  Water-Soluble  Extract  of 
Whole  Ovary,  391. 


Nattinger,  J.  K.,  Seattle,  Wash.,  172. 
Niethammer,  W.  A.,  Tacoma,  Wash.,  211. 
Nixon,  E.  A.,  Seattle,  Wash.,  352. 

Nunn,  L.  L.,  Vancouver,  Wash.,  301. 

Osten,  A.  M.,  Seattle,  Wash.,  210. 

Peacock,  A.  H.,  Seattle,  Wash.,  315, 

Pierce,  E.  A.,  Portland,  Ore., 312. 

Porro,  T.  J.,  Tacoma,  Wash.,  307. 

Post,  Eileen,  Pullman,  Wash.,  381. 

Potter,  E.  A.,  Seattle,  Wash.,  149. 

Querna,  M.  H.,  Spokane,  Wash..  311. 

Ray,  D.  C.,  Pocatello,  Idaho,  333. 

Read,  J.  W.,  Tacoma,  Wash.,  45. 

Rhodes,  G.  K.,  San  Francisco,Calif.,  83. 
Rodda,  F.  C.,  Minneapolis,  Minn.,  298. 
Roemer,  T.  J.,  Portland,  Ore.,  371. 

Rose,  H.  W.,  Seattle,  Wash.,  113. 

Rosenblatt,  M.  S.,  Portland,  Ore.,  425. 
Schonwald,  Philipp,  Seattle,  Wash.,  14. 

Scott,  J.  F.,  Yakima,  Wash.,  248. 

Sherwood,  K.  K.,  Kirkland,  Wash.,  272,  385. 
Smith,  C.  A.,  Seattle,  Wash.,  174. 

Smith,  G.  K.,  Portland,  Ore.  IS. 

Stier,  F.  E.,  Spokane,  Wash.,  166. 

Strong,  G.  F.,  Vancouver,  B.  C.,  73. 

Tamura,  J.  C.,  Cincinnati,  Ohio,  39. 
Thatcher,  II.  H.,  Portland,  Ore.,  259. 
Todhunter,  E.  N.,  Pullman,  Wash.,  381. 
Vehrs,  G.  R.,  Salem,  Ore.,  275. 

Weinzirl,  Adolph,  Portland,  Ore.,  432. 
Winslow,  Kenelm,  Seattle,  Wash.,  195. 

Wood,  F.  L.,  Lynden,  Wash.,  96. 

Zener,  F.  B.,  Portland,  Ore.,  7,  391. 


Northwest  Medicine 

THE  JOURNAL  OF  THE  STATE  MEDICAL  ASSOCIATIONS  OF  OREGON,  WASHINGTON,  IDAHO 
AND  PACIFIC  NORTHWEST  MEDICAL  ASSOCIATION 


ISSUED  MONTHLY 
Office 


A.  G.  BETTMAN,  M.D. 
Portland.  Ore. 

G.  C.  SCHAUFFLER.  M.D. 

Portland,  Ore. 

K.  H.  MARTZLOFF,  M.D. 
Portland,  Ore. 


CLARENCE  A.  SMITH,  M.D. 
Editor-in-Chief 
Seattle,  Wash. 


BY  NORTHWEST  MEDICAL  PUBLISHING  ASSOCIATION 
of  Publication,  543  Stimson  Building,  Seattle,  Wash. 


BLAIR  HOLCOMB,  M.D. 
Portland,  Ore. 

C.  E.  HUNT,  M.D. 
Eugene,  Ore. 


M.  L.  BRIDGEMAN,  M.D. 
Portland,  Ore. 


BOARD  OF  TRUSTEES 

H.  G.  WILLARD,  M.D. 

Tacoma.  Wash. 

J.  M.  BOWERS,  M.D. 
Seattle.  Wash. 

R.  N.  HAMBLEN,  M.D. 
Spokane,  Wash. 

EDITORIAL  STAFF 


ASSOCIATE  EDITORS 
H.  E.  COE,  M.D. 

Seattle,  Wash. 

O.  M.  ROTT,  M.D 
Spokane,  Wash. 

ASSISTANT  EDITORS 
V.  W.  SPICKARD,  M.D. 
Seattle,  Wash. 


J.  T.  WOOD,  M.D. 
Coeur  d’Alene,  Ida. 
J.  L.  STEWART,  M.D 
Boise,  Ida. 

C.  M.  CLINE,  M.D. 
Idaho  Falls,  Ida. 


HERBERT  L.  HARTLEY,  M.D. 
Assistant  to  the  Editor 
Seattle,  Wash. 


W.  F.  PASSER,  M.D. 
Twin  Palls,  Ida. 
ALEXANDER  BARCLAY, 
Coeur  d’Alene,  Ida. 


H.  W.  STONE,  M.D. 
Boise,  Ida. 


& c 

a ^ 
o 


Entered  Mar.  14,  1903,  at  Post  Office,  Seattle,  Wn.,  as  Second  Class  Matter,  under  Act"  of  Congress  of  Mar.  9,  1879. 
■Acceptance  for  mail  at  special  rate  of  Postage  provided  in  Sec.  1103,  Act  of  Oct.  3,  1917,  authorized  July  31,  1918. 


Vol.  36 

M.-^NAGEMENT  OF  ECLAMPTOGENIC 
TOXEMIA* 

Frederick  H.  Falls,  M.D. 

Professor  and  Head  of  the  Department  of  Obstetrics  and 

Gynecology,  College  of  Medicine,  University  of  Illinois. 
CHICAGO,  ILL. 

Eclamptogenic  toxemia  is  one  of  the  major  causes 
of  maternal  mortality  in  the  United  States.  It  is 
a disease  which  is  almost  entirely  preventable  by 
proper  medical  management,  as  shown  by  the  re- 
markable drop  in  mortality  figures  published  by 
clinics  all  over  the  world,  where  proper  and  ade- 
quate prenatal  care  is  given  to  pregnant  women. 
The  management  of  these  toxemias  has,  we  feel, 
been  handicapped  by  the  fact  that  there  was  no 
agreement  among  authorities  as  to  the  nature  of 
the  toxemia. 

I wish  to  present  the  results  obtained  in  handling 
seven  hundred  patients  of  eclamptogenic  toxemia, 
^ who  have  been  cared  for  in  my  clinics  at  the  Uni- 
versity of  Iowa  and  the  University  of  Illinois,  in 
- the  past  fifteen  years.  These  patients  were  all  char- 
ity patients  in  a state  teaching  hospital.  The  fig- 
ures have  been  slowly  accumulated  under  one  sys- 
tem of  treatment  which  has  not  been  deviated  from 
appreciably  from  year  to  year.  The  management 
■ of  practically  the  entire  series  of  patients  has  been 
under  my  personal  supervision.  iUmost  all  of  the 
It  cesarean  sections  have  been  done  by  me.  Forceps 
B deliveries,  versions  and  bag  inductions  of  labor 
f have  been  done  by  me  or  my  residents. 

That  part  of  the  clinical  material  gathered  in 
the  University  of  Iowa  was  composed  for  the  most 
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part  of  young,  illegitimately  pregnant  girls  who 
were  sent  in  from  the  surrounding  country  about 
the  twenty-eighth  week  to  stay  in  our  prenatal 
home  until  confinement.  They  were  under  the  close 
supervision  of  a nurse  housekeeper  who  followed 
instructions  as  to  their  diet  and  exercise.  They  were 
seen  twice  a week  routinely  by  students  and  in- 
terne; the  blood  pressure  readings  were  taken  and 
the  urine  specimens  were  examined.  All  patients 
showing  even  moderate  grades  of  toxemia  were  sent 
into  the  hospital. 

The  Illinois  group  were  all  charity  cases  from 
the  slums  of  Chicago.  Most  of  them  were  ignorant 
women,  many  difficult  to  instruct  because  of  their 
limited  knowledge  of  English.  They  were  seen  rou- 
tinely in  our  prenatal  clinic  by  my  associates  who 
sent  into  the  hospital  all  patients  showing  evi- 
dences of  toxemia  which  did  not  yield  readily  to 
home  management  in  a few  days. 

All  cases  were  ward  patients,  none  had  private 
nursing  care  or  any  special  attention  beyond  what 
would  be  ordinarily  given  a sick  patient  in  an  ob- 
stetric ward.  It  is  obvious,  therefore,  that  no  spe- 
cially favorable  factors  entered  into  the  care  of 
these  patients  to  account  for  our  results.  Those  pa- 
tients who  delivered  spontaneously  or  by  breech 
extraction  were  delivered  by  the  internes  or  resi- 
dent physician,  in  most  cases  without  the  presence 
of  a member  of  the  teaching  staff. 

Our  conception  of  eclamptogenic  toxemia^  is  a 
metabolic  disturbance  due  to  overproduction  of 
protein-split  products,  or  to  decreased  detoxifica- 
tion of  the  same  or  both.  These  toxins  circulating 

1.  Falls,  F.  H. : Eclamptogenic  Toxemia;  its  Manage- 
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in  the  blood  act  first  and  most  powerfully  on  the 
highly  specialized  cells  of  the  body,  especially  those 
which  have  to  do  with  their  detoxification  and  ex- 
cretion, the  liver  and  kidney.  Damage  to  these 
organs  completes  the  vicious  circle  and  the  level 
of  the  toxins  in  the  blood  rises  unless  the  produc- 
tion of  the  toxins  is  curtailed  or  the  reserve  power 
of  the  kidney  and  liver  are  sufficient  to  overcome 
the  difficulty  by  elimination  of  the  toxins  or  by 
neutralizing  them. 

This  view  has  much  in  it  comparable  to  that  ex- 
pressed by  Solomons,-  although  he  feels  that  reduc- 
tion in  proteolytic  ferment  content  of  the  blood 
may  be  an  important  factor.  Our  work-*  on  the 
Abderhalden  test  in  1914  seemed  to  show  the  fer- 
ment content  of  the  blood  increased  in  eclamp- 
togenic  toxemia. 

The  brain,  the  heart  muscle  and  the  retina  are 
also  secondarily  affected  by  the  intoxication  which 
results  in  decrease  in  their  functional  efficiency. 
We  believe  nephritic  toxemia  to  be  an  eclampto- 
genic  toxemia  fostered  by  the  inability  of  the  kid- 
ney to  eliminate  at  the  usual  rate  the  normal 
amount  of  toxins  produced  by  a normal  pregnant 
woman. 

We  feel  that  it  is  a mistake  to  confuse  the  issue 
by  splitting  up  the  cases  of  eclamptogenic  toxemia 
into  low  reserve  kidney  (Stander),  eclampsism,  pre- 
eclampsia and  eclampsia.  It  would  be  equally 
logical  to  divide  lobar  pneumonia  into  one  lobe 
pneumonia  or  two  lobe  pneumonia,  or  to  speak  of 
one  kind  of  typhoid  fever  with  perforation  or  hem- 
orrhage and  another  kind  without.  If  a patient  has 
chronic  nephritis  and  develops  diabetes,  it  may 
alter  the  course  and  symptoms  of  the  diabetes,  but 
the  fundamental  cause  and  effect  of  the  diabetes 
remain  the  same. 

Hofbauer*  has  a very  similar  conception  of  the 
etiologic  factors  concerned  in  the  disease.  He 
stresses  the  importance  of  the  posterior  pituitary 
hormone  as  a contributing  factor,  producing  angio- 
spasm which  results  in  tissue  anoxemia,  especially 
in  liver,  kidney,  heart  muscle  and  brain. 

The  sources  of  toxins  are  three  in  number:  (1) 
the  fetus  and  placenta,  (2)  the  exogenous  protein 
metabolic  products,  and  (3)  the  products  of  en- 
dogenous protein  metabolism.  The  control  of  these 
sources  of  intoxication  is  only  partially  possible. 
In  our  opinion  little  if  anything  can  be  done  to 
regulate  the  toxins  produced  by  the  fetus  and  pla- 

2.  Solomons,  B. : .Some  Phases  of  Toxemias  of  Preg- 
nancy. Am.  J.  Obst.  & Gynec.,  25:172-186,  Feb.,  1933. 

3.  Falls,  F.  H. : Present  Status  of  Abderhalden  Test. 
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4.  Hofbauer,  J. : Recent  Advances  in  Study  of  Etiology 
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& Gynec.,  26:311-323,  Sept.,  1933. 


centa.  Hemorrhages  into  the  placenta,  producing 
infarcts  and  interfering  with  the  normal  placental 
function,  are  important  contributing  factors  in  pro- 
ducing toxins  from  this  source. 

The  exogenous  protein  metabolism  can  be  con- 
trolled by  the  nature  and  amount  of  food  intake. 
The  endogenous  protein  metabolism  can  be  reduced 
significantly  by  restricting  bodily  activity,  thus  re- 
ducing the  protein  split  products  from  this  source. 
The  level  of  toxins  in  the  blood  from  all  of  these 
sources  can  be  minimized  by  stimulating  bowel 
activity  with  magnesium  sulphate,  by  promoting 
diuresis  and  by  venesection. 

PROCEDURE 

The  patients  as  they  enter  our  clinic  are  imme- 
diately put  at  bed  rest  and  given  nothing  but  milk 
by  mouth.  They  may  have  a quart  or  more  a day. 
.\n  ounce  of  magnesium  sulphate  is  given  night 
and  morning  until  watery  stools  are  obtained,  after 
which  it  is  given  only  in  the  morning.  A phenolsul- 
phonephthalein  test  is  run  according  to  the  original 
Gerrhety  and  Roundtree  technic  of  intramuscular 
injection.  I find  that  nearly  every  interne  has  his 
own  ideas  as  to  how  the  test  should  be  performed, 
and  only  by  insisting  can  one  expect  to  have  it 
done  properly  and  thus  have  the  results  compar- 
able with  other  cases. 

catheterized  specimen  of  urine  is  examined. 
A blood  pressure  reading  is  taken  and  recorded 
night  and  morning,  in  all  cases  where  it  is  above 
140  mm.  When  the  pressure  drops  and  the  albumin 
disappears,  fruits  and  vegetables  are  added  to  the 
diet,  and  the  patient  is  permitted  room  exercises. 
If  the  symptoms  do  not  reappear  and  the  patient 
is  not  at  term,  she  is  sent  back  to  the  outpatient 
service  for  biweekly  prenatal  observation. 

If  she  does  not  respond  thus  favorably,  labor  is 
induced  by  quinine  and  castor  oil,  or  if  this  fails, 
bag  induction  is  used.  In  some  cases,  especially  in 
elderly  primiparas,  it  has  been  our  practice  to  re- 
sort to  cesarean  section  under  these  circumstances 
because  of  the  uncertainty  of  our  induction  meth- 
ods, and  since  we  favor  taking  a slight  additional 
maternal  risk  for  the  sake  of  the  baby  in  these 
patients. 

With  a rapidly  advancing  toxemia  there  may 
not  be  time  to  try  out  the  conservative  manage- 
ment. In  these  cases  we  start  the  eliminative  treat- 
ment as  usual,  and  at  the  same  time  start  the  in- 
duction of  labor.  Bag  induction  is  used  in  most 
cases.  If  there  is  a significant  pelvic  contraction, 
an  organic  heart  lesion,  or  other  conditions  which 
might  become  a serious  complicating  factor  in  at- 
tempting to  deliver  from  below,  we  do  a cesarean 
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section.  In  the  fulminating  cases  which  go  on  to 
convulsions  within  a few  hours  after  the  premoni- 
tory symptoms,  we  do  a cesarean  section  imme- 
diately. 

Patients  admitted  in  labor  showing  severe  symp- 
toms or  in  convulsions  are  treated  palliatively  with 
morphine  and  chloral  hydrate  per  rectum  until  com- 
plete dilatation  of  the  cervix  results.  If  the  second 
stage  lasts  more  than  half  an  hour,  labor  is  termi- 
nated by  forceps  or  version,  depending  upon  wheth- 
er the  head  is  or  is  not  engaged. 

Postdelivery,  all  except  the  patients  with  very 
mild  eclamptogenic  toxemias,  are  treated  as  if  we 
expected  them  to  develop  convulsions.  They  are 
kept  on  a milk  diet  until  the  albuminuria  decreases, 
and  the  blood  pressure  declines.  It  is  difficult  to 
convince  the  internes  and  resident  physicians  that 
all  danger  is  not  past  as  soon  as  the  baby  is  born. 
Continued  management,  however,  prevents  post- 
partum convulsions  in  most  cases,  or  if  they  occur, 
it  lessens  their  severity. 

CLINICAL  OBSERVATIONS 

The  patients  were  found  to  be  young  for  the 
most  part.  Twenty  per  cent  were  under  twenty 
years  of  age,  about  50  per  cent  were  between  twen- 
ty and  thirty,  and  30  per  cent  between  thirty  and 
forty.  This  agrees  well  with  the  fact  that  50  per 
cent  occurred  in  primiparas,  13  per  cent  in  para-II, 
11  per  cent  in  para-III,  8 per  cent  in  para-IV,  and 
18  per  cent  in  para-V  or  over. 

These  figures  compare  with  those  of  practically 
all  writers  on  eclampsia  and  require  an  explanation. 
No  very  satisfactory  explanation  of  this  point  ap- 
pears in  the  literature.  It  is  difficult  to  see  why 
women  when  young  and  vigorous  before  they  have 
had  a chance  to  develop  serious  degenerative  lesions 
in  the  kidney,  liver,  heart  and  brain  should  be  less 
resistant  to  any  toxic  state  than  older  women. 
Paramore^  believes  that  increase  in  intraabdominal 
pressure  in  these  women  is  the  important  feature. 
Alvarez®  thinks  that  increased  intraabdominal  pres- 
sure leads  to  increased  permeability  of  the  bowel 
wall  to  incompletely  broken-down  end-products  of 
digestion  caused  by  vascular  stasis  in  the  bowel. 

The  explanation  lies,  we  believe,  in  the  fact  that 
the  pregnant  state  fundamentally  requires  a marked 
change  in  the  activities  of  the  glands  of  internal 
secretion.  The  changes  are  reflected  in  marked  al- 
terations in  metabolism.  For  the  primipara  under- 
going this  experience  for  the  first  time,  the  fluctua- 
tions may  be  more  marked  and  the  compensatory 
mechanism  less  well  adjusted  than  in  the  woman 

5.  Paramore,  R.  H. : Introduction  to  Mechanistic  Con- 
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6.  Alvarez,  W.  C. : Intestinal  Autointoxication.  Physio- 
logical Rev.,  4:352-393,  July,  1924. 


who  has  undergone  the  experience  several  times. 
-\s  a result  an  apparent  immunity  is  developed  in 
the  multipara  which,  however,  should  not  be  con- 
fused with  immunologic  reaction  in  the  ordinary 
sense. 

Headache,  severe  enough  to  be  noted  as  an  im- 
portant complaint,  was  noted  in  343  of  these 
women. 

Pitting  edema  was  found  in  422  patients  and  all 
cases  were  excluded  from  consideration  which  seem 
to  be  on  other  than  a toxic  basis.  We  could  not 
confirm  the  observation  of  Williams^  that  lack  of 
edema  in  eclamptic  patients  seems  to  be  associated 
with  the  more  toxic  cases. 

Visual  disturbances  were  noted  in  156  patients. 
They  varied  from  a slight  blurring  to  inability  to 
count  fingers  at  a few  feet  distance.  None  of  the 
patients  showed  complete  blindness  even  for  a short 
time.  This  frequent  functional  impairment  was  in 
marked  contrast  to  the  paucity  of  cases  showing 
changes  in  the  eye-grounds. 

Epigastric  pain  was  complained  of  in  200  cases 
and  was  associated  with  vomiting  in  281  cases. 
These  symptoms  we  feel  are  due  to  the  irritation  of 
the  abdominal  and  pelvic  sympathetic  ganglia  by 
the  toxins. 

Forty  of  the  seven  hundred  patients  developed 
convulsions  in  spite  of  our  management.  Of  these 
only  thirteen  developed  convulsions  antepartum. 
We  feel  that  our  conservative  management  in  most 
cases,  and  our  prompt  intervention  in  those  cases 
not  yielding  to  conservative  management  resulted 
in  reducing  the  number  of  patients  having  convul- 
sions, as  well  as  the  number  and  severity  of  con- 
vulsions in  each  case. 

Sedatives  were  not  given  to  control  convulsions 
in  any  patient  until  after  the  uterus  was  emptied; 
even  the  usual  preoperative  gr.  of  morphine  sul- 
phate was  omitted  in  patients  requiring  cesarean 
section.  On  the  other  hand,  morphine  and  other 
sedatives  were  used  freely  following  delivery  in 
all  patients  in  whom  convulsions  had  occurred  and 
in  many  patients  in  whom  it  seemed  probable  that 
convulsions  were  imminent.  Oxygen  in  convulsive 
cases  seemed  to  be  of  marked  benefit  in  a few  cases 
where  it  was  indicated. 

Magnesium  sulphate  intravenous  injections  were 
used  in  doses  of  20  cc.  of  a 10  per  cent  solution  in 
a few  of  the  milder  cases  where  the  patients  had 
convulsions.  Since  intravenous  magnesium  sulphate 
was  withheld  purposely  in  all  but  a few  of  the 
cases,  it  is  evident  that  it  is  not  essential  to  the 
management.  Treatment  by  intravenous  glucose 

7.  Williams.  .1.  W. : Obstetrics,  p.  668.  D.  Appleton  & 
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injections  as  recommended  by  Titus^  was  withheld 
for  the  same  reason. 

Albuminuria  in  the  form  of  a trace  of  albumin 
was  present  in  most  of  the  cases;  marked  albumin 
was  present  in  only  318  cases,  which  would  indicate 
that  the  kidney  was  seriously  damaged  in  only 
about  45  per  cent  of  the  cases. 

The  phenolsulphonephthalein  test  was  run  in  306 
of  these  cases,  and  was  found  to  he  a rather  reliable 
index  of  the  severity  of  the  toxemia.  A phenolsul- 
phonephthalein reading  of  20  per  cent  or  less  ex- 
cretion in  two  hours  gave  cause  for  careful  observa- 
tion of  the  case.  If  over  20  per  cent,  there  is  rela- 
tively little  danger  of  convulsions  occurring;  if  not 
over  5 per  cent,  convulsions  are  almost  sure  to  de- 
velop, and  pregnancy  is  terminated  within  a few 
hours. 

Early  in  the  series  the  eyegrounds  were  studied 
in  twenty-three  cases.  All  of  the  observations  were 
made  by  ophthalmologists.  Of  these  patients,  one 
presented  a mild  arteriosclerosis,  two  a slight  edema 
and  sclerosis,  and  the  rest  showed  no  lesion  char- 
acteristic of  serious  intoxication.  Most  of  the  nega- 
tive eyegrounds  occurred  in  patients  with  serious 
intoxication,  in  whom  it  was  hoped  the  findings 
might  help  to  differentiate  between  the  nephritic 
and  preeclamptic  toxemia  or  might  furnish  an  in- 
dication for  radical  intervention.  The  results  were 
so  disappointing  that  further  study  was  discon- 
tinued. 

INTERFERENCE 

Induction  of  labor  was  undertaken  in  two  groups 
of  cases:  (1)  patients  under  treatment  who  failed 
to  respond  to  medical  management,  (2)  those  who 
entered  the  clinic  in  such  serious  condition  and 
with  a history  of  such  a sudden  onset  of  symptoms 
that  conservative  measures  seemed  contraindicated. 
Labor  was  induced  by  quinine  and  castor  oil  in 
eighty  patients.  Bag  induction  was  used  in  seventy- 
three  cases.  The  membranes  were  ruptured  artifi- 
cially in  155  cases.  In  some  patients  all  three  of 
these  procedures  had  to  be  applied  to  bring  about 
labor.  In  general,  it  was  noted  that  bag  inductions 
or  rupture  of  the  membranes  was  necessary  in  all 
except  those  patients  who  were  at  or  near  term  or 
in  whom  it  was  evident  that  an  unusual  irritability 
of  the  uterus  made  premature  labor  probable. 

For  this  reason  in  primiparas  and  especially  in 
elderly  primiparas  who  were  not  within  two  weeks 
of  term,  cesarean  section  was  frequently  the  method 
chosen  for  delivery  to  avoid  the  uncertainties  of 
induction,  especially  in  rapidly  advancing  toxemias. 

8.  Titus,  P. : Fluctuation  in  Blood  Sugar  During 
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Rupture  of  membranes  was  especially  practiced  in 
multiparous  patients  at  term  or  in  the  early  stages 
of  labor.  This  procedure  was  never  used  when 
cesarean  section  was  considered  as  even  a remote 
possibility  as  the  method  of  delivery.  There  was 
no  more  morbidity  than  would  be  expected  from 
an  equal  number  of  nontoxic  patients  delivered  in 
the  same  way.  This  speaks  against  the  view  of  Wil- 
liams,^ DeLee,^®  and  others  that  the  eclamptogenic 
woman  is  especially  liable  to  infection. 

Of  these  700  patients,  591  were  delivered  spon- 
taneously which  I believe  speaks  for  itself,  as  to 
the  conservative  attitude  toward  these  cases  in 
our  clinic.  Forceps  were  used  in  forty-two  cases, 
all  of  which  were  midforceps  or  low  forceps.  Ver- 
sion and  extraction  were  done  nineteen  times.  The 
indications  for  these  operations  were  mixed.  Only 
a small  percentage  were  done  for  the  sole  indication 
of  toxemia  of  pregnancy.  In  most  cases  an  impor- 
tant contributing  indication  was  present,  such  as  a 
long  second  stage,  rigid  perineal  muscles,  contracted 
pelvis,  cardiac  lesions  or  evidence  of  maternal  or 
fetal  exhaustion. 

Cesarean  section  was  done  in  twenty-five  cases. 
In  practically  all  of  these  the  most  serious  types  of 
toxemia  that  were  seen  in  the  entire  series  were 
present.  We  use  this  method  of  delivery  especially 
in  the  patient  with  a sudden  attack  of  toxemia  who 
is  clinically  normal  in  the  morning  and  who  may  be 
dead  if  not  treated  by  night,  with  all  the  signs  and 
symptoms  and  postmortem  findings  of  eclampsia. 

Our  conception  of  the  pathogenesis  in  these  cases 
is  that  the  fetus  and  placenta  are  nearly  always 
responsible.  A sudden  release  of  toxin  overwhelms 
the  defense  mechanism.  This  may  be  due  to  infarcts 
in  the  placenta  as  Young^^  thinks.  Many  patients 
showing  placentas  with  very  extensive  infarct  form- 
ation show  absolutely  no  signs  of  eclamptogenic 
toxemia.  There  may,  however,  be  differences  in  the 
kind  of  infarct  or  in  the  speed  with  which  they  de- 
velop histologic  changes  to  account  for  the  appear- 
ance of  toxic  symptoms. 

In  these  patients  with  a fulminating  toxemia  we 
do  a cesarean  section  as  soon  as  the  necessary 
preparations  can  be  made.  Striking  directly  in  this 
way  at  the  source  of  the  toxins  would  seem  to  be 
the  logical  method  of  approach  when  proper  facili- 
ties are  available. 

An  important  factor  in  this  connection  is  a 
prompt  decision  as  to  what  should  be  done  and 
rapid  execution  of  the  plan.  Delay  and  temporary 

9.  Williams,  J.  W. : Obstetrics,  D.  Appleton  & Co.,  New 
York,  1933. 

10.  DeLee,  J.  B. : Principles  and  Practice  of  Obstetrics, 
p.  378.  W.  B.  Saunders  Co.,  Philadelphia,  1920. 

11.  Young,  J. : Recurrent  Pregnancy  Toxemia.  J.  Obst. 
& Gynec.  Brit.  Emp.,  34:131-134,  Aug.,  1927. 
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conservatism  to  see  whether  the  convulsions  be- 
come more  frequent  or  stronger  and  whether  or 
not  they  may  be  controlled  by  medical  manage- 
ment, while  successful  in  many  cases,  will  not  give 
as  good  results  in  the  long  run. 

The  other  group  of  patients  who  were  delivered 
by  cesarean  section  were  the  more  slowly  advanc- 
ing toxemias  who  in  spite  of  adequate  medical  man- 
agement continue  to  grow  worse  and  in  whom  in- 
duction of  labor  from  below  seems  to  be  contra- 
indicated. Cesarean  section  is  never  the  operation 
of  choice  in  the  delivery  of  a patient  with  eclamp- 
togenic  toxemia,  but  it  may  very  well  be  the  lesser 
of  two  evils  when  the  dangers  to  both  mother  and 
child  from  further  continuance  of  the  pregnancy 
or  a delivery  from  below  are  considered. 

Local  anesthesia  or  a combination  of  local  and 
ethylene  anesthesia  was  used  in  all  cesarean  opera- 
tions. 

One  of  the  patients  who  had  a cesarean  section 
died  of  a general  peritonitis  following  a classic  op- 
eration. She  had  had  no  convulsions.  The  operative 
mortality,  therefore,  would  be  4 per  cent  in  this 
series  of  cesarean  operations. 

The  babies  of  eclamptogenic  toxemia  patients 
were  found  to  be,  as  a rule,  less  well  developed  and 
less  vigorous  than  those  from  normal  women.  The 
toxic  state  of  the  mother  reflects  itself  on  the  child, 
if  present  for  a long  time  before  the  birth  of  the 
baby  or  if  it  is  of  very  severe  grade.  Therefore, 
the  greatest  attention  should  be  paid  to  the  proper 
conduct  of  the  labor  to  prevent  undue  pressure  on 
the  baby’s  head  and  to  protect  it  from  shock  and 
exposure  as  soon  as  it  is  born. 

Frequently  the  attention  of  the  doctor  and  nurs- 
ing personnel  is  so  focused  on  the  condition  of  the 
mother  that  as  a result  the  welfare  of  the  baby  may 
be  neglected  immediately  after  birth,  much  to  its 
detriment.  We  prepare  in  each  case  for  the  recep- 
tion of  an  undernourished,  asphyxiated  baby  that 
is  toxic  and  in  some  shock.  If  there  is  considerable 
prematurity,  we  dilate  the  perineum  manually  and 
do  a lateral  episiotomy  to  prevent  undue  pressure. 
The  use  of  local  anesthesia  to  block  the  perineal 
nerves  is  of  value,  since  it  serves  to  relax  the 
perineal  muscles  and  decreases  pressure  on  the  fetal 
head.  Furthermore,  it  reduces  painful  stimuli  from 
the  stretching  perineum,  and  cuts  down  very  ma- 
terially the  amount  of  inhalation  anesthesia  neces- 
sary for  obstetric  analgesia  or  replaces  it  entirely. 

Careful  attention  to  the  premature  infant,  who 
should  be  placed  in  an  incubator  for  at  least  twen- 
ty-four hours,  is  very  important.  Oxygen  is  used 
for  blue  spells,  and  the  trachea  is  kept  clear  of 


mucus  by  gentle  suction  with  the  tracheal  catheter 
when  necessary.  Food  is  a secondary  consideration 
until  respiration  is  satisfactorily  established,  after 
which  we  give  small  amounts  of  mother’s  milk 
diluted  to  half  strength  and  fed  by  a medicine  drop- 
per or  gavage  as  the  strength  and  aptitude  for  feed- 
ing of  the  infant  seems  to  indicate.  Failure  to  rec- 
ognize the  precarious  condition  of  these  toxic  pre- 
mature babies  has,  we  feel,  resulted  in  the  unnec- 
essary loss  of  a considerable  number  of  lives. 

There  were  ninety  fetal  deaths  in  the  series.  All 
babies  who  went  home  with  their  mothers  were  in 
good  condition  on  leaving  the  hospital. 

Of  the  thirty-seven  babies  who  were  born  alive 
and  died  before  leaving  the  hospital,  twenty-five 
were  under  2,000  gm.,  and,  therefore,  the  cause 
of  death  was  a combination  of  prematurity  and 
toxemia.  Whereas  twelve  were  over  2,000  gms.,  and 
supposedly  prematurity  did  not  enter  seriously  into 
the  cause  of  death.  The  cause  of  death  in  one  other 
case  was  cord  hemorrhage  and  syphilis.  Of  the 
babies  born  dead  thirty-one  were  stillborn  without 
maceration,  twenty-two  were  macerated,  seventeen 
were  under  2,000  gm.,  two  presented  marked  de- 
formities or  monstrosities.  There  was  a gross  fetal 
mortality  of  13  per  cent.  The  corrected  fetal  mor- 
tality in  babies  over  2,000  gm.,  who  died  from  no 
other  obvious  cause  than  toxemia,  was  1.2  per  cent. 

Of  the  700  cases  of  eclamptogenic  toxemia,  603 
were  preeclamptic  according  to  the  Williams  classi- 
fication, twenty-nine  were  eclamptic  and  sixty-eight 
were  nephritic.  We  recognize  the  pitfalls  in  attempt- 
ing to  classify  cases  in  this  manner  from  clinical 
evidence,  but  the  classification  was  made  only  after 
careful  prenatal  history  and  postnatal  observation. 
It  was  found  impossible  with  the  facilities  at  our 
command  to  follow  up  each  case  over  a period  of 
months  and  years  to  help  determine  the  classifica- 
tion to  which  it  should  belong. 

Two  of  the  women  in  this  series  died.  Neither 
of  these  patients  had  gone  on  to  the  convulsive 
stage.  Viewing  the  cases  in  retrospect,  it  would 
seem  that  those  deaths  occurred  from  failure  to 
adhere  rigidly  to  the  scheme  of  treatment  herein 
outlined. 

FATALITIES 

Case  1.  M.  C.,  a thirty-three  year  old,  colored,  para-x, 
was  in  the  hospital  from  Feb.  3,  until  Mar.  4,  1931.  She 
entered  with  a blood  pressure  of  190/115.  Because  of  the 
borderline  viability  of  the  baby  she  was  treated  conserva- 
tively for  twenty-five  days  when,  because  of  increasing 
epigastric  pain,  headache  and  edema,  a classic  cesarean 
section  was  done  and  sterilization  performed.  The  operation 
lasted  forty-seven  minutes,  the  postoperative  condition  was 
good.  She  had  no  postoperative  convulsions. 

Postmortem  examination  revealed  generalized  peritonitis, 
extreme  fatty  degeneration  of  the  liver  with  no  areas  of 
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focal  necrosis;  early  arteriosclerosis  and  arteriosclerosis  of 
the  kidney  with  marked  fatty  degeneration,  and  early  bron- 
chopneumonia. 

Case  2.  A white  primipara,  thirty-four  years  of  age,  was 
sent  into  the  hospital  for  observation  Oct.  4,  and  delivered 
Oct.  18,  1933.  She  was  first  seen  in  the  dispensary  Sept.  5, 
and  had  no  albuminuria  or  elevation  of  the  blood  pres- 
sure; on  Sept.  18  she  had  a blood  pressure  of  152/102  and 
was  advised  as  to  diet  and  rest  at  home.  .At  this  time  the 
urine  showed  a faint  trace  of  albumin. 

On  admission  she  was  found  to  have  a blood  pressure 
of  166/104  and  came  into  the  hospital.  On  Oct.  7 the  blood 
chemistry  showed  nonprotein  nitrogen  32,  creatinine  nor- 
mal, and  COo  combining  power  48. 

Following  spontaneous  labor  and  delivery  she  was  ap- 
parently normal  in  every  way.  Three  hours  later  she  had  a 
severe  postpartum  hemorrhage  and  went  into  shock.  Stim- 
ulants were  ordered,  1,500  cc.  of  5 per  cent  glucose  and 
normal  saline  hypodermically  caused  a temporary  improve- 
ment. She  died  in  shock  about  fourteen  hours  after  de- 
livery. 

The  postmortem  examination  showed  anemia  of  the 
parenchymatous  organs,  hemorrhage  into  the  trachea  and 
bronchi,  petechial  hemorrhages  into  the  renal  pelvis,  gen- 
eralized arteriosclerosis,  fibrous  adhesions  of  the  pleura, 
and  adenoma  of  the  pancreas. 

Microscopically  the  kidney  findings  were  those  of  a 
toxic  nephritis. 

The  liver  findings  showed  no  areas  of  thrombosis  or 
necrosis. 

Since  similar  cases  clinically  have  shown  hypoglycemia, 
blood  was  taken  at  autopsy  which  showed  a glucose  read- 
ing of  140  mg.  per  100  cc. 

SUMMARY 

The  analysis  of  these  cases  serves  to  bring  out 
certain  points  for  consideration  in  connection  with 
the  etiology  and  treatment  of . this  disease.  Solo- 
mons has  rightly  said  that,  if  theories  are  to  be  of 
any  use,  they  must  assist  in  determining  suitable 
clinical  treatment.  We  might  go  further  and  say 
that,  if  a treatment  based  on  a theory  results  in 
the  marked  reduction  of  the  incidence,  mortality 
and  morbidity  of  the  disease,  it  helps  to  prove  the 
correctness  of  the  theory. 

It  is  a significant  fact  that  in  Chicago  in  the 
same  general  grade  of  patient,  with  about  the  same 
type  of  hospital  care,  the  mortality  in  Cook  County 
Hospital  is  between  16  and  20  per  cent  in  the  con- 
vulsive group,  and  in  the  Research  and  Educa- 
tional Hospital  across  the  street  in  the  same  block, 
there  is  no  mortality  in  the  same  group.  This  is 
not  due  to  superior  knowledge  or  skill  of  the  at- 
tending staffs  of  the  two  institutions,  but  to  the 
smaller  number  of  cases  affording  closer  supervi- 
sion and  more  attention  to  detail  of  management 
in  the  second  institution,  both  before  and  after 
entry  into  the  hospital.  That  the  mortality  in  a 
group  of  toxic  women  by  careful  handling  can  be 
brought  down  to  the  figure  for  pregnant  women  in 
general  in  well-conducted  clinics  is  thought-pro- 
voking. 

The  fact  that  a disease  which  has  for  years  held 


a mortality  of  from  20  to  30  per  cent  can  be  so 
controlled  that  there  are  not  enough  cases  of  the 
convulsive  type  in  from  twelve  to  fourteen  hundred 
patients  a year  to  demonstrate  to  the  student  con- 
vulsions or  patients  who  have  had  convulsions,  is 
important,  especially  when  we  remember  that  this 
type  of  intoxication  is  one  of  the  most  important 
of  the  causes  of  maternal  mortality  in  the  United 
States  today. 

Finally,  it  is  important  to  note  that  this  reduc- 
tion in  mortality  and  in  the  incidence  of  the  con- 
vulsive stage  of  the  disease  is  decreasing  not  only 
in  one  clinic  but  all  over  the  country  where  ade- 
quate prenatal  care  is  given.  There  is,  therefore,  no 
excuse  for  the  development  of  serious  eclampto- 
genic  toxemia  except  the  ignorance  or  slothfulness 
of  the  physician  and  patient  in  applying  what  is 
already  known  to  the  control  of  the  disease. 

CONCLUSIONS 

1.  Eclamptogenic  toxemia  can  be  controlled  in 
most  cases  by  reducing  the  amount  of  protein-split 
products  in  the  blood  and  increasing  elimination  by 
the  bowel. 

2.  When  the  symptoms  do  not  yield  to  conserva- 
tive management,  the  uterus  must  be  emptied. 

3.  Cesarean  section  is  indicated  in  patients  with 
fulminating  toxemia  or  in  any  patient  when  induc- 
tion of  labor  or  delivery  from  below  is  contraindi- 
cated. 

4.  Eyeground  examination  is  of  little  value  as  an 
aid  in  determining  the  severity  of  a given  case. 

5.  The  phenolsulphonephthalein  test  is  of  value 
prognostically. 

6.  Treatment  should  be  continued  postpartum 
until  the  symptoms  have  definitely  improved  to  re- 
duce the  incidence  and  severity  of  postpartum  con- 
vulsions. 

7.  Sedatives,  intravenous  magnesium  sulphate 
injections  and  intravenous  glucose  injections,  while 
rational  and  in  some  cases  helpful,  are  not  essen- 
tial as  part  of  the  antepartum  treatment. 

8.  Patients  first  seen  in  labor  are  usually  best 
delivered  from  below. 

9.  Elderly  primiparas  near  term  but  not  in  labor 
are  best  delivered  by  cesarean  section  because  of 
the  danger  and  uncertainty  of  delivery  by  induc- 
tion of  labor. 

10.  There  is  no  advantage  in  dividing  these  cases 
into  eclampsia,  low  reserve  kidney,  preeclampsia 
and  eclampsism. 

11.  Because  of  the  prematurity  and  toxic  con- 
dition of  the  babies  in  these  cases,  extra  precautions 
must  be  taken  to  insure  their  safety  during  labor 
and  in  the  first  days  thereafter. 
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NEW  TREATMENT  FOR  TRICHOMONAS 
VAGINITIS 

PRELIMINARY  REPORT* 

F.  B.  Zener,  M.D. 

PORTLAND,  ORE. 

The  incidence  of  trichomonas  infestation  in  the 
female  is  much  greater  than  commonly  realized. 
It  has  been  variously  reported  by  different  authors 
as  being  present  in  as  high  as  50  per  cent  of  all 
nongravid  and  40  per  cent  of  gravid  women.  It 
has  been  reported  as  being  present  in  70  per  cent 
of  all  leukorrheas.^’^’*’^’®’®  It  is  believed  to  be 
more  prevalent  in  private  practice  than  gonor- 
rhea,^-® and  the  cause  of  most  nongonorrheal  leu- 
korrheas.^  In  our  private  practice,  during  the  first 
nine  months  of  1936,  we  have  demonstrated  it  in 
32  per  cent  of  all  patients. 

Trichomonas  vaginalis  infestation  has  been  found 
in  females  from  three  months  to  eighty-five  years 
of  age.  It  is  more  prevalent  during  the  years  of 
sexual  activity.  Eighty  per  cent  of  the  women  with 
this  disease  in  our  private  practice  were  between 
the  ages  of  twenty  and  forty.  At  least  ninety  per 
cent  of  the  women  had  indulged  in  sex  relation- 
ship. 

The  presence  of  trichomonas  infestation  may  be 
suspected  from  the  history  alone.  Vaginal  exam- 
ination offers  further  evidence,  but  the  actual  diag- 
nosis is  based  on  the  demonstration  microscopically 
of  the  parasite  in  a specimen  of  the  vaginal  secre- 
tion or  the  urine. 

Symptoms  usually  complained  of  are  an  irritat- 
ing vaginal  discharge  with  more  or  less  pruritu.'  of 
the  vagina,  vulva  or  the  apposed  surfaces  of  the 
thighs.  Some  patients  complain  of  pain  on  inter- 
course and  pelvic  discomfort.  Many  patients  com- 
plain of  urinary  symptoms,  due  to  the  bacteria  as- 
sociated with  trichomonas  vaginitis.  Because  of  the 
variation  in  symptoms,  we  routinely  examine  a 
catheterized  specimen  of  urine,  as  well  as  the  va- 
ginal secretion,  in  all  patients,  regardless  of  symp- 
toms or  the  reasons  prompting  them  to  seek  ad- 
vice. 

For  examination  the  patient  is  placed  in  the 
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lithotomy  position.  A glass  catheter  is  used  to  with- 
draw the  urine  into  a sterile  centrifuge  tube.  The 
specimen  is  immediately  centrifuged  for  two  or 
three  minutes  at  a slow  rate  of  speed.  The  sedi- 
ment is  examined  by  the  wet  slide  method.  If  the 
organisms  are  not  found  at  this  time,  the  specimen 
is  incubated  at  38°  C.  for  two  to  three  hours,  and 
then  reexamined. 

A bivalve  speculum  is  introduced  into  the  vagina 
without  the  use  of  lubricant.  The  vaginal  vault 
is  washed  down  with  warm  normal  saline  solution, 
paying  particular  attention  to  the  fornices.  A spe- 
cial bulb  syringe  is  used  for  this  purpose.  The  wash- 
ings are  examined  in  the  same  manner  as  was  the 
urine  specimen. 

Examination  of  a typical  case  of  trichomonas 
vaginitis  reveals  more  or  less  reddening  of  the  labia 
and  external  genitalis.  In  severe  cases  there  may 
be  actual  excoriation  of  the  skin  of  the  apposed 
thighs.  The  vaginal  vault  may  be  reddened,  or  it 
may  present  the  appearance  which  has  been  vari- 
ously described  as  “salt-and-pepper”  or  “straw- 
berry” vagina,  due  to  petechial  spots.  Ulcerative 
and  bleeding  areas  may  be  present.  These  bleed 
very  freely  on  the  slightest  trauma.  Usually  there 
are  erosions  or  other  evidence  of  cervical  infec- 
tion, particularly  if  the  condition  is  of  long  stand- 
ing. It  must  be  remembered  that  individual  resist- 
ance to  the  infestation,  and  possibly  varying  strains 
of  organisms,  modify  the  symptoms,  findings  and 
course  of  the  disease. 

A multitude  of  treatments  have  been  recom- 
mended for  trichomonas  vaginitis.  In  general,  they 
are  of  two  types,  namely,  wet  and  dry.  Lately, 
however,  Adair  and  Hesseltine^®  have  devised  an- 
other, biochemical  in  principle,  which  has  been 
used  successfully. 

The  “wet”  method  consists  of  scrubbing  the 
vagina  with  tincture  of  green  soap.  It  is  then 
flushed  with  tap  water.  (We  use  a strong  salt  solu- 
tion, as  recommended  by  Rosen thal.“)  The  vagina 
is  dried  with  cotton.  The  process  is  sometimes  fin- 
ished with  an  electric  hot  air  blower.  The  final 
step  involves  the  use  of  one  or  more  of  a tremen- 
dous list  of  substances.  This  list  includes  glycerin, 
boroglyceride,  glycerin  with  sodium  bicarbonate  of 
borate,  methylene  blue,  mercurochrome,  analine 
dyes,  acriflavine  hydrochloride,  tincture  of  iodine, 
hexylresorcinol,  lead  acetate,  Lassar’s  paste,  neoars- 
phenamine,  mercury  bichloride  and  scores  of  other 

10.  Adair,  F.  L.  and  Hesseltine,  H.  C. : Histopathology 
and  Treatment  of  Vaginitis.  Am.  J.  Obst.  & Gynec..  32  ■ 
1-21,  July,  1936. 

11.  Rosenthal,  L.,  Schwarts,  L.  S.  and  Kaldor,  J. : 
Treatment  of  Trichomonas  Vaginitis  with  Concentrated 
it  Solution.  J.  A.  M.  A.,  106:105-106,  July  13,  1935 
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substances.  In  the  past  we  have  used  tampons  sat- 
urated with  glycerin,  containing  either  merthiolate, 
mercarbolide  or  hexylresorcinol  in  concentration  of 
1:5000.  This  type  of  treatment  is  usually  followed 
by  douches  of  lactic  or  acetic  acid,  sodium  bicar- 
bonate or  salt. 

Those  using  the  “dry”  method  wipe  the  vagina 
with  cotton  until  it  is  thoroughly  dry.  Powders  of 
various  sorts  are  then  instilled  into  the  vagina, 
either  singly  or  in  combination.  Among  those  in 
common  use  are  kaolin,  cornstarch,  quinine  sul- 
phate, sodium  bicarbonate  or  borate  phenol  in  boric 
acid,  stovarsol,  powdered  sulphur,  carbosone  and 
devegan  tablets.  Silver  picrate  has  been  widely  used 
in  the  past  year.  Ruble^^  used  suppositories  contain- 
ing magnesium  sulphate  to  obtain  the  dehydrating 
action  desired  by  Rosenthal  and  coworkers  who 
used  25  per  cent  salt  solution. 

We  have  tried  many  of  the  treatments  recom- 
mended with  but  indifferent  results.  About  five 
years  ago,  Leake^^  and  his  coworkers  reported  ex- 
cellent results  in  the  treatment  of  amebiasis  with 
iodochlorhydroxyquinoline  (vioform,  N.  N.  R.).  At 
that  time  it  occurred  to  us  that  an  amebacide  should 
give  good  results  in  the  treatment  of  trichomonia- 
sis. This  was  based  on  the  close  biologic  relation- 
ship between  endameba  histolytica,  E.  coli  and 
trichomonas  vaginalis. 

A short  time  ago  the  work  of  Huffman^^  was 
brought  to  our  attention.  He  used  a 6.6  per  cent 
suspension  of  vioform  in  glycerin  as  a vaginal  in- 
stillation. His  results  were  excellent.  He  stated, 
however,  that  there  were  two  disadvantages  to  the 
method;  first,  the  solution  would  rapidly  run  out  of 
the  vagina;  second,  the  patients  objected  to  the 
“messiness”  of  the  treatment. 

We  came  to  the  conclusion  that  an  ointment  con- 
taining vioform  in  the  same  concentration  as  the 
suspension  might  solve  the  problem.  It  was  found 
by  experimentation  and  direct  observation,  that  an 
ointment  with  a melting  point  slightly  above  body 
temperature  (103°-105°  F.)  would  spread  over  the 
entire  vaginal  mucosa.  Traces  in  very  appreciable 
amounts  were  present  in  the  vagina  after  seventy- 
two  hours.  The  ointment  used  is  hygroscopic  in 
action.  We  have  not  yet  found  the  ideal  base  for 
this  ointment  but  a commercial  laboratory  is  now 
working  on  the  problem. 

12.  Ruble,  W.  K. : Trichomonas  Vaginalis.  Northwest 
Med.,  33:14-16,  Jan.,  1934. 

13.  David,  N.  A.,  Johnstone,  H.  G.,  Reed,  A.  C.  and 
De"ke,  C.  D. : Treatment  of  Amebiasis  with  lodochlorhy- 
droxyquinoline  (Vioform,  N.  N.  R.).  J.  A.  M.  A.,  100: 
1658-1661,  May  27.  1933. 

14.  Huffman.  J.  W. : Trichomonas  Vaginalis  Vaginitis; 
Treatment  with  Iodochlorhydroxyquinoline.  Am.  J.  Surg., 
30:312-313,  Nov.,  1935. 


As  Davis^®  stated,  leukorrhea  due  to  trichomonas 
vaginitis  may  be  cured  with  many  methods.  To  do 
so,  the  entire  vaginal  mucosa  must  be  reached.  The 
process  is  repeated  at  frequent  intervals  until  the 
parasites  have  all  been  killed,  and  the  vaginal  mu- 
cosa healed.  We  feel  that  this  method  will  do  this. 
If  a potent  drug  can  be  kept  in  contact  with  the 
parasites  continuously,  the  problem  is  greatly  sim- 
plified. 

We  treat  the  patients  on  alternate  days.  No 
treatments  are  given  during  the  menses,  but  the 
patient  is  instructed  to  douche  twice  daily  with 
two  quarts  of  warm  25  per  cent  salt  solution. 

The  patient  is  placed  in  the  lithotomy  position, 
and  a vaginal  speculum  introduced.  The  vagina  is 
thoroughly  but  gently  scrubbed  out  with  tincture 
of  green  soap  to  remove  debris  and  discharge.  The 
vagina  is  then  flushed  with  25  per  cent  salt  solu- 
tion, the  excess  solution  being  removed  by  suction. 
The  vagina  is  thoroughly  dried  with  cotton  pledgets. 
The  vaginal  speculum  is  removed,  and  one-half 
ounce  of  the  ointment,  containing  0.75  gm.  of  vio- 
form, is  instilled  high  in  the  vaginal  vault.  A large 
glass  syringe  with  a long  nozzle  is  used  for  this 
purpose.  The  patient  is  instructed  not  to  take 
douches,  except  as  directed  during  her  menses. 

Since  this  method  of  treatment  has  been  adopted, 
we  have  treated  thirty-eight  cases  of  trichomonas 
vaginitis.  We  have  adopted  the  standard  of  cure 
recently  defined  by  Adair  and  Hesseltine.  They 
state  “cure  indicates  that  the  patient  has  passed 
through  two  menstrual  periods  without  recurrence 
of  symptoms,  and  that  there  is  no  evidence  of  the 
disease  on  clinical  appearance  or  smear  study.” 
We  feel  that  this  might  be  too  short  an  interval  for 
observation.  Angelucci^®  considers  six  months  as  the 
proper  interval  for  observation. 

On  the  basis  of  Adair’s  standard,  we  are  able  to 
report  the  following  results: 

9 cases  have  passed  through  4 menstrual  periods  without 
recurrence. 

9 cases  have  passed  through  3 menstrual  periods  without 
recurrence. 

9 cases  have  passed  through  2 menstrual  periods  without 
recurrence. 

11  cases  are  under  treatment  with  definite  improvement. 

Several  features,  in  addition  to  the  uniformly 
good  results,  commend  this  treatment.  The  itching 
and  discharge  subside  rapidly.  Many  patients,  on 
their  return  following  the  first  treatment,  remark 
that  the  discharge  has  subsided  markedly,  and  the 
itching  is  negligible.  One  patient  had  a single  treat- 
ment. Her  menses  occurred  before  she  could  be 

15.  Davis,  C.  H.  and  Colwell,  C. : Trichomonas  Vagi- 
nalis,  Donn6 ; Preliminary  Report  on  Experimental  and 
Clinical  Study.  J.  A.  M.  A.,  92:306-308,  Jan.  26,  1929. 

16.  Angelucci,  H.  M. : Trichomonas  Vaginalis  Vaginitis; 
Clinical  Study.  Am.  J.  Obst.  & Gynec.,  31:1020-1024, 
June,  1936. 
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given  another.  She  returned  ten  days  later  without 
having  taken  a douche  or  used  any  other  home 
treatment.  A very  thorough  examination  of  an  ex- 
ceedingly scanty  vaginal  discharge  failed  to  reveal 
a single  parasite.  Results  such  as  this  are  not  to 
be  expected.  However,  we  have  had  patients  cured 
with  nine  treatments  or  less. 

Some  time  ago  we  found  that  the  course  of  the 
vaginitis  was  favorably  influenced  by  clearing  up 
any  existing  cervicitis  or  endocervicitis.  Our  pro- 
cedure is  to  coagulate  the  cervical  canal  and  any 
erosions,  immediately  following  the  first  menstrual 
period  after  the  patient  comes  under  our  care. 
Rakoff^^  says  “it  is  well  known  that  trichomonas 
vaginitis  is  not  a typically  cervical  infection.  On 
the  other  hand,  small  numbers  of  the  organisms  in 
the  cervical  glands  are  the  frequent  cause  of  re- 
infestions.”  Jacoby  and  Der  Brucke^®  say  “.  . . if 
a chronic  pelvic  inflammatory  condition  persisted, 
a chronic  cervicitis  or  endocervicitis  remained  un- 
cured, sooner  or  later  the  trichomonas  would  again 
be  demonstrable.” 

Another  source  of  reinfestation  not  commonly 
considered  is  that  of  sexual  intercourse.  Nitschke^^ 
reported  several  instances  which  would  suggest  re- 
infestation from  the  husband  through  intercourse. 
Drummond  has  also  reported  a series. 

SUMMARY 

We  have  shown  that  the  incidence  of  tricho- 
monas vaginalis  infestation  in  private  practice  is 
quite  high.  Thirty- two  per  cent  of  our  private  pa- 
tients are  so  affected.  The  incidence  is  greatest  dur- 
ing the  years  of  sexual  activity  and  greater  in 
women  indulging  in  sex  relationship. 

We  wish  to  stress  thorough  examination  of  the 
vaginal  secretion  and  urine  of  all  women.  A method 
which  gives  a higher  percentage  of  positive  diag- 
noses was  outlined. 

The  role  of  the  cervix  and  bladder,  and  sexual 
relationship,  as  factors  in  reinfestation  of  treated 
cases  was  shown.  The  latter  is  also  a factor  in  pri- 
mary infestation  in  some  instances. 

Though  treatments  for  the  cure  of  trichomonas 
vaginitis  are  legion,  we  believe  the  treatment  out- 
lined, though  leaving  much  to  be  desired,  will  be 
productive  of  better  results  than  previously  recom- 
mended treatments.  It  has  so  proven  itself  in  our 
hands. 

(Appreciation  is  expressed  to  Ciba  Company  for  sup- 
plies furnished,  without  which  this  work  could  not  have 
been  carried  on.) 

353  Medical  Arts  Building. 

17.  Rakoff;  Discussion  of  Angelucci’s  Paper,  vide  supra. 

18.  Jacoby,  A.  and  Der  Brucke,  M.  G. : Clinical  Valua- 
tion of  Pathogenicity  of  Trichomonas  Vaginalis.  Am.  J. 
Surg.,  29:414-419,  Sept,  1935. 

19.  Nitschke,  P.  H. : Trichomonas  Vaginalis  Infestation 
in  the  Male.  J.  A.  M.  A.,  107:12-14,  July  4,  1936. 


INTRATRACHEAL  USE  OF  IODIZED  OIL 

ITS  THERAPEUTIC  VALUE  IN  PATIENTS  SUFFERING 
FROM  VARIOUS  TYPES  OF  BRONCHIAL  PATHOLOGY* 

Ray  M.  Balyeat,  M.D. 

OKLAHOMA  CITY,  OKLA. 

After  using  iodized  oil  rather  extensively  over  a 
period  of  three  years  in  patients  suffering  from 
various  types  of  bronchial  pathology,  I have  come 
to  some  rather  definite  conclusions  concerning  its 
therapeutic  value  and  the  mechanism  by  which  it 
relieves  the  patient.  I wish  to  report  the  results 
of  the  use  of  iodized  oil  intratracheally  as  a thera- 
peutic measure  in  the  following  types  of  cases; 
(1)  asthma  without  bronchiectasis,  (2)  asthma 
complicated  with  bronchiectasis  and  emphysema, 
(3)  bronchiectasis  without  asthma,  (4)  chronic 
bronchitis  without  asthmatic  symptoms,  and  (5) 
chronic  bronchitis  with  symptoms  of  asthma.  Due 
to  the  lack  of  time,  only  one  or  two  cases  in  each 
classification  will  be  presented.  However,  the  oil 
has  been  used  as  a therapeutic  measure  in  a suffi- 
ciently large  number  of  patients  in  each  class  to 
justify  some  rather  definite  conclusions  relative  to 
its  therapeutic  value. 

ASTHMA  WITHOUT  BRONCHIECTASIS 

That  iodized  oil  is  of  value  when  used  intra- 
tracheally as  a therapeutic  measure  in  cases  of 
asthma  without  evidence  of  bronchiectasis  is  illus- 
trated by  the  following  case: 

Case  1.  C.  B.  J.,  male,  aged  47  years,  had  suffered  from 
typical  attacks  of  bronchial  asthma  since  he  was  12  years 
of  age.  During  the  past  eight  years  he  has  also  had  typical 
seasonal  hay  fever  with  a perennial  aspect.  For  many  years 
he  has  suffered  from  indefinite  gastric  symptoms.  There  is 
no  allergic  family  history  except  for  a cousin  of  his,  whom 
we  have  under  our  care  at  the  present  time. 

We  first  saw  this  patient  about  seven  months  ago.  He 
reported  that  for  a number  of  years  he  had  encountered 
some  asthma  nearly  every  day.  Most  of  the  time  the  bron- 
chial secretions  are  of  a white,  glary  nature  with  “rice” 
bodies,  but  at  times  are  purulent  in  type.  His  history  is 
typical  of  that  of  a man  whose  asthma  developed  early  in 
life,  probably  due  to  a sensitization  to  food  or  animal  dan- 
der, and  who  later  developed  a sensitization  to  pollen. 

Ten  years  ago  patient  weighed  145  pounds,  while  today 
his  weight  is  116.  His  blood  pressure  is  low.  The  nose  and 
throat  examination  was  entirely  negative.  There  is  evidence 
of  considerable  emphysema,  and  coarse  rales  can  be  heard 
throughout  the  lower  portion  of  the  bronchial  tree. 

Laboratory  and  Sensitization  Findings.  Red  blood  count 
is  normal,  but  white  blood  count  is  13,600.  Nasal  smear 
shows  many  eosinophils.  The  hronchogram,  as  shown  in 
figure  1,  shows  no  evidence  of  bronchiectatic  areas,  and  the 
bronchial  tubes  are  normal  in  size.  Sensitization  studies  re- 
vealed marked  reactions  to  a number  of  foods,  grass  and 
ragweed  pollen,  and  house  dust. 

Treatment  in  this  case  was  that  of  elimination  of  foods  to 
which  he  was  specifically  sensitive,  advice  concerning  the 

♦ Read  before  the  Fifteenth  Annual  Meeting  of  Pacific 
Northwest  Medical  Association,  Portland,  Ore.,  July  8-11, 
1936. 
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Pig.  1.  Bronchogram  delineating  the  right  lower  bron- 
chial tree.  No  bronchiectatic  areas  seen,  and  bronchial 
tubes  are  apparently  normal  in  size. 

avoidance  of  house  dust,  and  desensitization  against  house 
dust  and  the  pollens  to  which  he  was  sensitive.  While  here 
the  first  time,  we  gave  him  iodized  oil  intratracheally  as  a 
therapeutic  measure,  and  on  his  return  home  we  had  him 
take  10  cc.  on  each  side  at  weekly  intervals. 

The  results  in  this  case  have  been  most  pleasing.  At  the 
present  time  he  weighs  32  pounds  more  than  he  did  when 
he  was  first  seen  seven  months  ago.  His  abdominal  symp- 
toms, of  which  he  had  complained  for  a number  of  years, 
have  disappeared.  His  endurance  and  strength  are  practi- 
cally that  of  a normal  individual  of  his  age. 

This  patient  is  a case  of  asthma  of  long  standing, 
with  evidence  of  superimposed  bacterial  infection, 
as  indicated  by  the  high  w.b.c.  count.  In  the  be- 
ginning, iodized  oil  was  used  along  with  specific 
desensitization  and  eliminative  measures.  Therefore, 
we  cannot  say  absolutely  that  this  man  would  not 
have  made  the  same  progress  without  the  use  of 
iodized  oil.  However,  I have  dealt  with  a similar 
type  of  cases  over  a period  of  twenty  years,  and 
my  experience  would  lead  me  to  believe  that  such 
results  would  not  have  been  obtained  by  using 
eliminative  measures  and  desensitizing  methods 
only. 

ASTHMA  COMPLICATED  WITH  BRONCHIECTASIS 
AND  EMPHYSEMA 

For  many  years  I have  carefully  supervised  the 
treatment  of  cases  of  the  so-called  intractable  type, 
who  gave  a clinical  history  of  bronchiectasis  of 
some  form  associated  with  their  true  asthma.  On 
the  whole,  thorough  eliminative  measures  and  de- 
sensitizing methods  gave  results  that  were  anything 
but  satisfactory.  The  use  of  iodized  oil  intratra- 


Fig. 2.  Bronchogram  of  lower  portion  of  right  and  left 
bronchial  tree.  Note  generalized  enlargement  of  the  bron- 
chial tubes. 

cheally  as  a means  of  overcoming  the  mechanical 
factor  in  these  cases  has  materially  changed  the 
results  of  treatment.  The  following  two  cases  illus- 
trate the  point  in  question. 

Case  2.  L.  C.  H.,  female,  aged  33  years,  came  to  us  five 
years  ago,  with  a history  of  asthma  since  16  years  of  age. 
Her  family  tree  is  saturated  with  allergy.  From  the  time 
her  asthma  first  developed,  she  began  some  type  of  treat- 
ment. A number  of  nasal  operations  have  been  performed. 

On  our  investigation  we  found  a medium  sized  woman, 
whose  weight  was  110  pounds.  Blood  pressure  was  low. 
She  was  raising  enormous  quantities  of  purulent  secretions. 
Sensitization  findings  showed  definite  reactions,  both  by  the 
scratch  and  the  intradermal  method,  to  many  of  the  animal 
danders,  to  some  of  the  foods,  and  extremely  large  reactions 
to  some  of  the  pollens.  A bronchogram,  as  shown  in  figure 
2,  revealed  no  large  bronchiectatic  areas,  but  a generalized 
enlargement  of  the  lower  bronchial  tree  (tubular  bronchiec- 
tasis) . 

The  usual  methods  for  temporary  relief  were  outlined. 
Thorough  eliminative  measures  and  desensitizing  methods, 
based  on  the  positive  test  findings,  were  instituted.  Such 
treatment  was  carried  over  a period  of  two  years,  with  the 
results  that  she  was  no  worse  than  she  was  at  the  time  we 
began  treatment,  but  very  little  better.  She  reported  that 
for  the  past  thirteen  years,  her  asthma  had  been  so  severe 
that  she  had  actually  been  bed-fast  for  at  least  seven  years 
of  that  time. 

Three  years  ago  we  added  to  our  armamentarium  for 
treating  this  patient  iodized  oil  intratracheally.  Since  that 
time,. at  weekly  intervals,  she  has  been  given  intratracheally 
10  cc.  of  a low-gravity  iodized  oil  on  each  side,  with  the 
results  that  during  the  past  eighteen  months  she  has  been 
comparatively  free  from  asthma,  has  gained  considerable 
weight,  and  her  strength  is  practically  that  of  a normal 
individual.  She  has  been  confined  to  bed  with  asthma  only 
three  or  four  days  during  the  past  two  years. 

This  is  a case  of  typical  asthma  based  on  a 
sensitization  background,  whose  problem  was  com- 
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plicated  with  that  of  bronchiectasis.  Eliminative 
measures  and  desensitizing  methods  alone  gave  re- 
sults that  were  not  pleasing.  However,  such  methods 
combined  with  the  use  of  iodized  oil  as  a mechanical 
means  of  freeing  the  bronchial  tubes  from  puru- 
I lent  secretions  have  given  us  good  results,  and  the 
I patient  is  living  a comparatively  normal  life. 

Case  3.  M.  F.  A.,  female,  aged  SS,  gave  a history  of 
asthma  for  twenty  years,  and  hay  fever  since  early  child- 
hood. Her  maternal  great-grandmother  and  maternal 
grandmother  had  asthma ; one  sister  and  one  daughter  have 
hay  fever. 

As  a child,  the  patient  suffered  from  hay  fever,  and  at  the 
age  of  20  asthma  developed.  For  ten  or  twelve  years  her 
asthma  has  been  sufficiently  severe  to  prevent  her  from 
I taking  care  of  her  housework.  During  this  time  she  has 
gradually  lost  weight  and  strength,  and  at  the  present  time 
I she  is  raising  large  quantities  of  purulent  secretions. 

Physical  examination  revealed  a patient  suffering  from 
typical  asthma  complicated  with  an  infectious  process.  Her 
I weight  was  86  pounds.  W.b.c.  count  was  10,800.  The  orig- 
inal bronchogram  shows  evidence  of  bronchiectatic  areas 
and  emphysema.  The  bronchogram  as  shown  in  figure  3 
I was  taken  on  a subsequent  visit;  note  the  generalized  en- 
largement of  the  lower  bronchial  tubes  and  the  “buttermilk” 
appearance  in  the  periphery.  Sensitization  studies  showed 
j definite  reactions  to  foods,  animal  danders  and  pollens. 


Pig.  3.  Bronchogram  made  one  year  after  continuous 
; treatment  at  weekly  intervals.  Note  generalized  enlarge- 
ment of  bronchial  tree,  with  small  bronchiectatic  areas. 
I Also,  observe  “buttermilk”  appearance  in  the  periphery  of 
the  lung,  which  is  evidence  of  emphysema. 

The  usual  methods  for  temporary  relief  were  instituted. 
Eliminative  measures  and  desensitizing  methods  were 
started,  and  at  the  same  time  iodized  oil  intratracheally,  as 
a means  of  keeping  the  bronchial  tubes  clean  so  as  to  over- 
come the  mechanical  and  infectious  factor,  was  instituted. 
During  the  past  fifteen  months  oil  has  been  continued  at 
seven  to  ten-day  intervals,  using  10  cc.  on  each  side. 

This  patient  has  made  most  excellent  progress,  losing  at 
least  75  per  cent  of  her  asthmatic  attacks,  and  she  has 
gained  twenty-five  pounds  of  weight.  She  takes  care  of 


her  housework,  and  so  far  as  social  activities  are  concerned 
is  living  a normal  life. 

Differing  from  the  patient  just  previously  report- 
ed, in  this  case  iodized  oil  along  with  eliminative 
measures  and  desensitizing  methods  was  started 
from  the  beginning.  Therefore,  we  do  not  have  defi- 
nite proof  that  such  results  would  not  have  been 
obtained  without  the  use  of  iodized  oil,  but  experi- 
ence has  taught  us  that  in  such  a case  good  results 
without  some  means  of  overcoming  the  infectious 
and  mechanical  factors  are  not  obtained. 

BRONCHIECTASIS  WITHOUT  ASTHMA 

On  the  whole,  the  treatment  of  patients  suffering 
from  bronchiectasis,  either  by  medical  or  surgical 
means,  has  not  been  satisfactory.  The  following 
case  repwrt  is  evidence  of  the  fact  that  iodized  oil 
given  intratracheally  may  be  an  excellent  means  of 
palliative  treatment. 

Case  4.  C.  O.  R.,  female,  aged  51  years,  came  to  us  one 
year  ago,  with  a history  suggesting  bronchiectasis  of  twenty 
years  duration.  Physical  and  laboratory  findings  proved  to 
be  those  of  a patient  suffering  from  typical  bronchiectasis. 
The  bronchogram  (figure  4)  shows  many  bronchiectatic 
areas  at  the  left  base.  At  the  time  we  first  saw  this  patient 


Fig.  4.  Bronchogram  of  a patient  suffering  from  typical 
bronchiectasis.  Note  the  large  bronchiectatic  pockets  on 
the  left. 

she  had  a blood  count  of  11,900;  her  weight  was  106,  and 
her  general  appearance  was  that  of  a markedly  depleted 
individual. 

Iodized  oil  intratracheally  was  instituted,  and  she  was  ad- 
vised to  continue  its  use  at  weekly  intervals,  using  15  cc. 
on  the  left,  and  5 cc.  on  the  right. 

This  lady  has  been  restudied  recently,  one  year  following 
her  first  visit,  and  it  is  interesting  to  note  that  she  has 
gained  ten  pounds  in  weight,  her  white  blood  count  is 
9,000,  and  her  general  appearance  is  that  of  a healthy  in- 
dividual. She  reports  that  her  strength  has  improved  con- 
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siderably.  She  still  raises  large  quantities  of  purulent  secre- 
tions, but  the  amount  is  at  least  SO  per  cent  less  than  that 
raised  prior  to  our  beginning  treatment,  and  the  mucus  is 
brought  up  with  little  difficulty. 

We  have  used  iodized  oil  intratracheally  in  a 
number  of  cases  of  bronchiectasis  of  various  types, 
with  poor  results  in  some  and  excellent  results  in 
others.  Poor  results  have  usually  been  obtained  in 
those  cases  in  which  the  bronchiectatic  areas  are 
hooked  up  with  a large  bronchi.  The  use  of  the  oil 
intratracheally  is  worth  trying  in  most  any  type 
of  bronchiectasis.  In  our  hands  its  use  has  given 
very  much  better  results  than  any  other  t)^e  of 
treatment. 

CHRONIC  BRONCHITIS  WITHOUT  ASTHMATIC 
SYMPTOMS 

Patients  suffering  from  chronic  bronchitis  without 
asthmatic  symptoms  frequently  raise  large  quanti- 
ties of  purulent  secretions  and  lose  strength  and 
weight.  Iodized  oil  given  intratracheally  as  a thera- 
peutic measure  is  often  very  efficacious.  The  follow- 
ing case  report  illustrates  its  use. 

Case  S.  V.  W.  R.,  female,  aged  43  years,  complained  of  a 
severe  bronchitis  without  asthmatic  symptoms,  of  seven 
months  duration.  She  had  no  family  history  of  allergic 
diseases. 

Her  trouble  first  started  with  a severe  cold  in  the  nose 
which  soon  involved  the  bronchial  tree.  The  bronchial 
secretions  became  purulent  in  type,  and  this  type  of  secre- 
tion has  persisted  throughout  the  entire  seven  months.  At 
no  time  has  she  had  fever.  At  the  onset  of  her  disease  she 
weighed  116  pounds;  her  present  weight  was  89. 

From  the  physical  and  laboratory  findings  there  was  no 
evidence  of  tuberculosis.  She  had  a white  blood  count  of 
22,100,  with  82  per  cent  polys.  Her  roentgen  plates  revealed 
no  evidence  of  bronchiectasis.  Sensitization  studies  showed 
no  evidence  of  specific  sensitivity  to  food,  animal  dander, 
dust  of  any  kind  or  pollen. 

An  autogenous  vaccine,  which  consisted  of  streptococci 
and  staphylococci,  was  instituted,  giving  small  doses  at 
weekly  intervals.  Iodized  oil  was  given  intratracheally  as 
a means  of  cleaning  out  the  bronchial  tubes  and  keeping 
them  clean. 

Five  months  after  treatment  was  started  the  patient 
weighed  117J4  pounds,  compared  with  89  pounds  she 
weighed  in  the  beginning.  She  was  free  from  symptoms, 
and  treatment  was  discontinued. 

This  patient  was  treated  by  the  use  of  a specific 
vaccine,  and  at  the  same  time  iodized  oil  was  used 
as  a means  of  overcoming  the  mechanical  factor. 
Therefore,  it  is  possible  that  this  patient  would 
have  obtained  similar  results  with  the  use  of  vaccine 
only.  However,  past  experience  has  led  us  to 
believe  that  the  use  of  vaccine  only  would  not  have 
given  such  results.  Therefore,  we  feel  quite  sure  that 
the  use  of  iodized  oil  as  a means  of  mechanically 
draining  this  patient’s  bronchial  tubes  was  the 
greatest  factor  in  relieving  her  from  symptoms. 
We  have  used  the  oil  in  a similar  way  in  a number 
of  other  cases  of  chronic  bronchitis  with  good 
results. 


CHRONIC  BRONCHITIS  WITH  ASTHMATIC  SYMPTOMS 

In  the  study  of  asthmatic  patients  of  various 
types,  we  have  been  led  to  believe  that  edema  of  the 
bronchial  mucosa,  due  to  a specific  sensitization  to 
food,  animal  dander,  pollen,  etc.,  is  the  cause  of 
asthmatic  symptoms  in  at  least  95  per  cent  of  all 
cases.  However,  we  feel  sure  that  a patient  may 
have  tjqiical  asthmatic  symptoms  due  entirely  to 
the  mechanical  effect  of  tenacious  mucus  lining  or 
plugging  the  small  bronchi  or  bronchioles.  The  fol- 
lowing case  report  illustrates  this  type.  Iodized  oil 
as  a therapeutic  measure  in  overcoming  the  me- 
chanical factor  has  been  used. 

Case  6.  L.  E.  T.,  male,  aged  SO  years,  had  suffered  from 
severe  attacks  of  coughing  and  from  definite  wheezing  for 
a period  of  a year.  There  was  no  allergic  history. 

About  one  year  prior  to  our  examination  he  had  a slight 
cold.  In  a few  days  he  developed  a cough  which  persisted 
and  gradually  became  more  severe.  After  a week  or  ten 
days  he  began  to  wheeze  when  he  would  cough.  The  at- 
tacks of  coughing  became  so  violent  that  he  had  to  dis- 
continue his  work.  He  was  a railroad  mail  clerk.  He  was 


Fig.  5.  Bronchogram  of  a patient  suffering  from  chronic 
bronchitis.  Note  the  stubby  bronchial  tubes  on  the  right, 
evidence  of  mucous  plugs,  and  the  generalized  enlarge- 
ment of  the  bronchial  tree  on  the  left. 

sent  to  us  from  a hospital  in  one  of  our  neighboring  states. 

Careful  allergic  studies  revealed  no  evidence  of  sensitiza- 
tion. W.b.c.  count  was  19,900,  with  63  per  cent  polys.  He 
was  quite  exhausted  from  a severe  cough.  Weight  at  the 
time  of  our  examination  was  143  pounds.  He  was  raising 
a moderate  amount  of  mucus  which  was  purulent  in  type, 
but  he  had  no  temperature.  A bronchogram  revealed  evi- 
dence of  plugged  bronchial  tubes,  as  shown  in  figure  S. 

This  man  was  first  given  potassium  iodide,  10  grains  four 
times  a day,  as  a means  of  determining  whether  he  had  an 
idiosyncrasy  to  iodine.  There  were  no  untoward  symptoms 
from  the  potassium  iodide. 

Desensitization  was  not  indicated;  therefore,  in  this  pa- 
tient iodized  oil  as  a means  of  overcoming  the  mechanical 
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factor  was  given  intratracheally,  and  it  has  been  given  over 
a period  of  one  year  at  weekly  intervals,  with  the  results 
that  in  thirty  days  his  white  blood  count  was  normal  and 
has  remained  normal,  and  he  was  able  to  go  back  to  his 
duties  as  a mail  clerk  and  has  continued  since.  He  still 
raises  some  mucus,  and  suffers  from  coughing  attacks. 

The  results  of  the  use  of  iodized  oil  in  the  case 
just  reported  make  us  feel  that  our  conclusion  con- 
cerning the  etiologic  factors  in  the  cause  of  this 
man’s  symptoms  was  correct.  He  still  raises  some 
purulent  secretions  and  contends  with  coughing 
attacks.  He  has  been  advised  to  continue  the  use 
of  iodized  oil  at  weekly  intervals. 

PHYSICOCHEMICAL  MECHANISM 


The  iodized  oil  which  we  have  been  using  in  our 
i clinical  work  has  a gravity  of  1.13,  heavier  than 
asthmatic  sputum,  the  gravity  of  which  is  approxi- 
mately 1.012.  The  high  gravity  allows  the  oil  to 
penetrate  the  more  or  less  Inspissated  mucus  of  the 
bronchi  and  bronchioles  of  the  lower  lobes  (fig.  6). 
If  bronchiectatic  areas  are  present,  its  relatively 
high  specific  gravity  allows  it  to  replace  the  puru- 


Fig.  6.  Experiment  in  vitro,  demonstrating  what  wouid 
happen  if  plain  poppy-seed  oil  were  used  in  the  bronchial 
tubes,  as  shown  on  the  left ; also,  what  actually  happens 
when  iodized  oil  is  used. 

Iodized  oil,  with  a gravity  of  1.13,  is  sufficiently  heavier 
than  asthniatic  sputum  and  bronchiectatic  secretions  (sp. 
gr.  approximately  1.012)  to  make  it  a good  replacement 
medium  in  the  treatment  of  chronic  asthma,  chronic 
bronchitis  and  bronchiectasis. 

lent  secretions  in  these  cavities,  thus  forcing  the 
mucus  and  pus  into  the  larger  bronchial  tubes  so 
the  patient  can  easily  cough  it  up. 

Iodized  oil  will  remain  in  the  bronchial  tubes 
from  two  to  fourteen  days.  As  it  is  coughed  up,  it 
is  swallowed,  saponified  in  the  jejunum,  absorbed 
into  the  lacteals,  transported  via  the  thoracic  duct 
into  the  subclavian  vein,  and  is  deposited  into  the 
lipoid  tissue  of  the  body.  Lipoidieresis  takes  place, 
and  it  is  eliminated  as  sodium  or  potassium  iodide. 
Its  action  is,  therefore,  both  mechanical  and  chemi- 
cal. but  its  chief  action  is  that  of  a replacement 


medium,  thereby  keeping  the  purulent  and  mucoid 
secretions  out  of  the  bronchiectatic  sacs  and  bron- 
chial tubes. 

In  cases  of  bronchiectasis,  subacute  or  chronic 
bronchitis,  the  intratracheal  use  of  iodized  oil  is 
not  uncommonly  the  only  treatment  the  patient 
will  need  as  a means  of  giving  him  comparative 
freedom  from  his  symptoms.  In  many  cases,  how- 
ever, the  oil  should  be  combined  with  other  mea- 
sures, such  as  vaccines,  etc. 

In  practically  all  cases  of  bronchial  asthma  the 
intratracheal  use  of  iodized  oil  should  be  combined 
with  eliminative  measures  and  specific  desensitizing 
methods.  One  must  not  forget  that  the  use  of  the 
oil  within  itself  cannot  give  permanent  relief  to  a 
case  of  true  bronchial  asthma  of  the  sensitization 
type.  One  must  also  remember  that  practically  all 
cases  of  bronchial  asthma  have,  as  a primary  fac- 
tor, a sensitization  to  foods,  animal  epithelia,  dusts 
of  various  kinds  or  pollens.  Iodized  oil  used  intra- 
tracheally acts  only  as  a replacement  medium, 
overcoming  the  mechanical  factor. 

As  a means  of  draining  the  bronchial  tubes  and 
bronchiectatic  areas  in  cases  of  intractable  asthma, 
chronic  bronchitis  and  bronchiectasis,  iodized  oil  is 
comparable  to  the  surgeon’s  scalpel  in  chronic  sep- 
tic surgical  cases. 

SUMMAEY 

After  using  iodized  oil  rather  extensively  in  vari- 
ous t)^es  of  asthma,  chronic  bronchitis  and  bron- 
chiectasis, over  a period  of  three  years,  I am  led 
to  believe  that  the  most  ideal  oil  to  be  used  intra- 
tracheally as  a therapeutic  measure  is  one  that  has 
the  least  amount  of  iodine  that  will  give  it  a spe- 
cific gravity  sufficiently  greater  than  asthmatic  spu- 
tum or  bronchiectatic  secretions  to  make  it  a good 
displacement  medium.  It  should  also  be  moder- 
ately stable,  nonabsorbable  and  nontoxic.  Such  an 
oil  will  have  displacement  properties  equal  to  one 
with  twice  the  iodine  content.  The  danger  of  iodism 
when  a heavy  iodized  oil  is  used  is  much  greater. 
The  possibility  of  retention  of  oil  in  packets  and 
emphysematous  cells  over  a long  jieriod  of  time 
and  thereby  doing  damage  is  much  less  when  the 
oil  with  a low  iodine  content  is  used. 

After  giving  iodized  oil  intratracheally  as  a thera- 
peutic measure  in  asthma,  chronic  bronchitis  and 
bronchiectasis  in  our  Clinic,  or  supervising  its  use 
over  a period  of  three  years,  during  which  time 
more  than  10,000  injections  have  been  given,  we  are 
led  to  believe  that  the  therapeutic  value  of  the 
oil  is  primarily  mechanical.  In  asthma  it  is  in  no 
way  curative,  but  only  a mechanical  means  of  lubri- 
cating the  plugged  bronchioles  and  replacing  the 
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bronchiectatic  areas  which  are  filled  with  pus,  with 
a nonirritating,  nonabsorbing  oil.  In  chronic  bron- 
chitis and  bronchiectasis  it  acts  entirely  as  a me- 
chanical means  of  freeing  the  bronchial  tubes  and 
bronchiectatic  areas  from  purulent  secretions. 

The  cases  we  have  just  reported,  and  many  others 
of  a simliar  type  which  we  have  studied  during  the 
past  three  years,  lead  us  to  believe  that  the  ma- 
jority of  cases  of  so-called  intractable  asthma  have 
a dual  etiology,  namely,  sensitization  and  mechani- 
cal factors.  Therefore,  unless  some  means  of  over- 
coming this  mechanical  factor  is  used  in  treatment 
along  with  specific  desensitizing  methods,  good  re- 
sults cannot  be  obtained  in  the  majority  of  cases. 
An  ideal  means  of  overcoming  the  mechanical 
factor  is  the  intratracheal  use  of  iodized  oil. 


ATMOSPHERIC  CAUSES  OF  ALLERGY  IN 
WESTERN  WASHINGTON* 

Philipp  Schonwald,  M.D. 

SEATTLE,  WASH. 

It  is  the  generally  accepted  scientific  conception 
that  allergy  is  a constitutional  condition,  while 
the  exciting  causes  of  allergic  symptoms  are,  with 
very  few  exceptions,  environmental.  The  search  for 
these  causes,  therefore,  must  be  a careful  explora- 
tion of  the  patient’s  environment  and  a correct 
evaluation  of  those  factors  found  which  might  be 
the  allergenic  items  in  a given  case. 

The  environment  can  be  differentiated  into  two 
main  divisions:  (1)  the  individual  environment, 
comprising  those  factors  which  vary  with  each 
patient,  namely  his  food,  clothing,  bed,  cosmetics 
and  drugs  used  by  this  particular  patient,  his  pets, 
the  atmosphere  in  his  house  or  workshop,  etc.; 
(2)  the  general  environment,  characterizing  the 
place  or  region  in  which  the  patient  lives  or  travels. 
This  general  environment  is  represented  by  the 
atmosphere,  the  weather  and  in  some  instances  the 
drinking  water. 

The  individual  environment  may  be  modified  or 
partly  abandoned,  if  desirable.  For  instance,  the 
patient  can  abstain  from  offending  foods,  protect 
himself  against  feather  dust,  change  his  or  her  face 
powder,  give  away  his  dog,  remove  a cedar  chest 
from  the  bedroom,  install  a ventilator  to  remove 
some  offending  dust  from  his  workshop,  etc. 

Allergenic  factors  in  the  atmosphere,  the  weather 
or  the  community  drinking  water,  however,  cannot 
be  changed  to  suit  the  idiosyncrasies  of  our  patients. 
To  cope  with  them,  one  of  three  methods  must  be 
chosen : ( 1 ) flight,  moving  to  another  region,  where 

* Read  before  a meeting  of  King  County  Medical 
Society,  Seattle,  "Wash.,  Nov.  16,  1D36. 


the  offending  allergenic  factors  are  absent  from  the 
general  environment;  (2)  protection  against  the 
offending  causes  of  allergy;  (3)  immunization. 

In  order  to  carry  out  any  of  these  three  methods 
intelligently  and  successfully  it  is  obviously  nec- 
essary to  study  the  general  environment  in  which 
our  patients  live,  so  that  we  may  have  correct 
information  as  to  the  nature  of  the  allergens  pres- 
ent, their  seasons  and  quantity.  Tonight’s  discussion 
considers  the  allergenic  factors  in  the  atmosphere 
of  Western  Washington,  particularly  the  vicinity  of 
Seattle. 

The  atmospheric  ocean,  on  the  bottom  of  which 
we  live,  shows  differences  of  chemical  and  physical 
properties  as  well  as  variations  of  suspended  sub- 
stances according  to  geographic  situation,  altitude, 
seasons  and  weather  conditions.  Chemical  and  phys- 
ical qualities,  as  humidity,  density  and  with  few 
exceptions  temperature,  are  not  real  allergenic  fac- 
tors, although  they  may  influence  some  of  the 
pathologies  due  to  allergic  diseases,  especially  in 
chronic  cases.  The  true  allergens  are  substances 
suspended  in  the  air,  namely  pollens  and  spores. 

We  shall  exclude  from  this  study  factors  which 
are  of  very  circumscribed  local  nature  as  industrial 
dusts,  prevalent  only  in  the  direct  vicinity  of  some 
plants  and  mills,  scents,  like  those  around  glue  or 
fertilizer  factories,  or  chemicals,  like  the  sulphur 
fumes  emanating  from  pulp  and  paper  mills.  So 
this  narrows  the  investigation  itself  down  to  pol- 
lens, spores  of  ferns  and  spores  of  molds. 

The  following  considerations  show  the  impor- 
tance of  the  subject: 

1.  Two  decades  of  allergy  work  and  the  study 
of  many  hundreds  of  cases  have  convinced  me  that 
there  is  hardly  a case  of  allergy  in  an  individual 
more  than  five  or  six  years  old,  which  is  not  greatly 
influenced  by,  if  not  entirely  due  to  pollens  or  spore 
sensitization. 

2.  Pollens  and  spores  are  germinal  cells  and  as 
such  seem  to  have  particular  virulence  as  allergens. 
This  tallies  well  with  our  experience  in  the  field 
of  food  allergy,  where  we  came  to  know  that 
germinal  substances  such  as  egg  or  nuts  are  espe- 
cially potent.  Therefore,  it  takes  very  few  pollen 
grains  or  spores  to  cause  considerable  symptoms  in 
an  allergic  individual. 

3.  Add  to  the  virulence  of  these  substances  the 
fact  that  their  amount  in  the  atmosphere  surpasses 
the  imagination.  Durham  estimates  the  amount  of 
pollen  produced  yearly  by  the  ragweeds  alone  as  at 
least  one  million  tons.  If  you  consider  that  one  tea- 
spoon contains  at  least  one  million  pollen  grains  and 
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that  a sensitive  individual  will  have  definite  symp- 
toms from  half  a dozen  pollen  grains,  you  can  well 
imagine  the  staggering  amount  of  potential  misery 
contained  in  a million  tons  of  pollen. 

4.  Pollens  and  spores  are  almost  omnipresent  and 
travel  enormous  distances.  Pollen  grains  are  so 
small  that  the  laws  of  gravity  hardly  apply  to  them. 
They  float  in  the  air  and  are  carried  about  in  the 
constantly  churning  atmosphere.  During  the  mili- 
tary stratosphere  flight  on  November  11,  1935, 
pollens  were  found  as  high  as  16,000  feet  above  sea 
level  and  viable  mold  spores  above  36,000  feet. 
That  it  is  not  necessary  to  be  near  the  pollen- 
producing  plants  in  order  to  come  in  contact  with 
pollen  is  borne  out  by  Colonel  Lindbergh’s  experi- 
ments, who  made  a flight  across  the  icy  wastes  of 
Greenland  hundreds  of  miles  away  from  any  vege- 
tation. He  found  pollen  grains  in  this  atmosphere 
as  high  as  5,000  feet  up  and  mold  spores  still 
higher.  However,  in  the  low  stratum  of  the  atmos- 
phere in  which  we  live,  there  is  a fairly  close  cor- 
relation between  the  flora  of  a particular  region  and 
the  kind  of  pollen  which  predominates. 

West  of  the  Cascades  we  are  fortunate  not  to 
have  among  our  flora  the  producers  of  the  most 
abundant  and  most  virulent  pollen,  namely  the  rag- 
weeds. Still  we  have  a multitude  of  plants,  pro- 
ducing wind-borne  pollen  in  great  quantities,  caus- 
ing pollinosis  almost  throughout  the  year.  And, 
then,  there  are  the  molds,  quite  prevalent  in  our 
humid  atmosphere  and  more  and  more  recognized 
as  important  allergens. 

Theoretically  we  should  divide  our  allergies, 
caused  by  pollen,  into  three  seasons:  the  spring 
season,  due  to  pollens  of  trees  and  bushes;  the 
summer  season,  caused  by  grass  pollen;  and  the 
fall  season,  due  to  weeds.  In  practice  there  is  an 
overlapping  of  the  pollenating  time  of  the  different 
plant  species  which  causes  a confluence  of  the  sea- 
sons, and  our  mild  climate  allows  plants  to  blossom 
until  late  in  the  winter  and  so  we  have  pollen  here 
in  the  air  from  the  beginning  of  February,  when 
the  willow  starts  to  bloom,  until  the  first  heavy 
frosts  occur. 

Figure  1 shows  the  pollenating  time  of  some  of 
the  trees  in  Western  Washington,  of  the  four  most 
important  grasses,  of  the  plantain  and  the  sporulat- 
ing  time  of  the  bracken,  our  most  common  fern. 
It  is  evident  that  all  these  periods  overlap  and 
that  a hay  fever  season  of  limited  duration  exists 
only  for  those  among  our  patients  who  are  sensitive 
only  to  pollen  of  one  species,  either  trees  or  grasses' 

Figure  2 shows  graphic  curves, *ot 'tl)e_  poll6n 


counts  of  willow  and  alder  in  the  spring  of  1936. 
-Alder  rises  sharply,  reaching  the  enormous  count  of 
245  pollen  grains  per  slide  between  the  18th  and 
20th  of  March,  then  gradually  declines  but  still 
shows  considerable  amounts  of  pollen  in  the  air 
until  the  last  week  in  April.  Willow  never  reached 
more  than  15  grains  per  slide.  However,  15  pollen 
grains,  collecting  in  twenty-four  hours  on  a 1x3 
inch  slide,  means  that  the  average  patient  inhales 
about  150  of  these  grains  in  twenty-four  hours,  an 
amount  sufficient  to  give  him  considerable  trouble, 
if  he  happens  to  be  sensitive  to  this  pollen. 

Figure  3 shows  that  the  pollen  counts  for  hazel 
reached  the  high  figure  of  412  between  the  18th 
and  20th  of  March.  The  total  pollenating  period 
of  this  prolific  pollen  producer  is  fortunately  only 
two  weeks.  The  sudden  drop  in  pollen  production 
on  the  21st  of  March  was  due  to  a heavy  rain 
followed  by  a cold  spell. 

The  other  trees  are  of  minor  importance  in  most 
cases.  However,  it  pays  to  know  the  pollen  counts. 
This  spring  we  had  a high  pollen  count  of  the 
conifers,  red  fir,  cedar  and  hemlock  from  the 
16th  to  the  25th  of  May.  Some  of  our  hay  fever 
patients  had  flare  ups  which  were  promptly  con- 
trolled by  treatment  with  the  conifer  pollen  ex- 
tract. A similar  experience  occurred  with  the  pollen 
counts  of  the  poplar  and  balm  of  Gilead  trees, 
which  was  high  during  the  second  week  in  April. 

Figure  4 shows  the  pollen  counts  of  the  most 
important  grasses  and  of  two  weeds,  plantain  (plan- 
tago  lanceolata)  and  lambs  quarters  (chenopodium 
album).  The  pollenating  periods  of  the  grasses  and 
weeds  are  much  longer  than  those  of  the  trees, 
some  of  them  lasting  three  and  four  months.  The 
worst  month  for  the  hay  fever  sufferer  in  our 
region  is  June,  when  everything  is  producing  pollen 
steadily  and  in  large  amounts.  From  the  beginning 
of  July  on  the  counts  are  low  and  interrupted  by 
free  intervals  which  are  due  to  weather  conditions, 
as  the  gaps  occur  at  the  same  time  in  all  the 
counts.  This  chart  also  shows  a revival  of  pollen 
production  of  the  grasses  in  the  fall.  Usually  after 
the  first  rains  in  the  autumn  there  are  flare  ups  of 
pollen-asthma  and  hay  fever  noticed;  the  majority 
of  these  are  caused  by  this  late  crop  of  grass  pollen. 

Plantain,  the  most  important  weed  in  our  region, 
pollenates  quite  steadily.  It  is  decidedly  on  the 
increase,  produces  large  amounts  of  a very  active 
pollen  and  continues  until  heavy  frost  destroys  it. 
A number  of  other  weeds  produce  pollen  of  impor- 
; tafioe-  as  hay  fever  cause.  Lambs  quarters  appears 
■“  moVeVsteadily  on  our  pollen  plates  than  others. 
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Pig.  1.  Shows  pollenating  time  of  trees  in  Western 
Washington. 

Pig.  3.  Shows  high  pollen  count  of  hazel. 


Pig.  2.  Shows  curves  of  pollen  counts  of  willow  and 
alder. 

Fig.  4.  Shows  pollen  counts  of  grasses  and  weeds. 


Curly  dock  (rumex  crispus),  sheep  sorrell  (rumex 
acetosella)  and  pigweed  (amaranthus  retroflexus) 
are  such  weeds,  important  in  some  cases. 

The  curve  on  the  bottom  of  figure  4 shows  the 
incidence  of  spores  found  on  our  pollen  plates, 
which  spores  come  from  the  bracken  (pteridium 
aquilinum),  the  most  common  fern  in  our  region. 
These  spores  appear  steadily  after  the  first  of  July 
and  reach  high  amounts  late  in  August  and  all 
through  September.  Fern  spores  are  not  generally 
recognized  as  causes  of  hay  fever.  However,  when 
we  found  them  so  regularly  and  in  such  quantities 
we  investigated  a number  of  our  cases  of  pollinosis 
and  found  many  of  them  sensitive  to  fern  spores. 
During  the  month  of  September,  when  there  was 
hardly  anything  in  the  air  except  plantain  p<JlleP 
and  bracken  spores,  we  saw  a nurnber/qf  "relapses 


of  hay  fever  and  asthma  which  were  promptly 
relieved  by  the  administration  of  an  extract  of  these 
spores.  They  are  slightly  larger  than  the  average 
grass  pollen  and  fortunately  not  very  active.  The 
two  other  ferns  common  in  our  region  are  the 
sword  fern  (polystichum  lonchitis)  and  the  woodsia 
(woodsia  scopulina);  neither  of  them  is  abundant 
enough  to  be  of  importance. 

Molds  and  their  spores  as  an  allergenic  factor 
have  first  been  investigated  by  the  late  Storm  Van 
Leeuwen  in  Holland.  More  recently  the  study  of 
molds  from  this  angle  has  been  taken  up  in  this 
country  and  it  is  now  a well  established  fact  that 
mold  sensitiveness  is  responsible  for  allergic  symp- 
toms in  quite  a number  of  cases.  Fejnberg  stated 
that'  sensitiveness  to  fungi  is  not  rare  and  just  as 
irrtpo'rt?.qt'„asj  that  to  many  of  the  other  groups  of 
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allergens.  We  have  found  that  mold  spores  are  fre- 
quently a contributing  cause  and  in  many  instances 
even  the  sole  cause  of  allergy.  These  spores  are  very 
small  and  most  of  them  are  not  easily  identified  on 
the  pollen  slide. 

Thousands  of  different  varieties  of  molds  have 
been  described.  The  most  common  fungi  found  in 
our  region  belong  to  the  species  ryzaphus,  aspergil- 
lus,  penicillium,  hormodendrum  and  trichoderma. 
In  the  individual  case  it  is  advantageous  to  expose 
plates  at  the  home  or  workshop  of  the  patient  and 
to  ascertain  the  preponderant  mold  in  his  particu- 
lar environment.  People  who  live  in  the  lowlands 
or  on  the  lake  shore  or  near  swamps  are  likely  to 
be  in  contact  with  excessive  amounts  of  mold 
spores,  also  those  living  in  houses  which  have  no 
basement.  Feathers,  kapok,  cotton  and  similar  ma- 
terials, used  in  pillows,  mattresses  and  overstuffed 
furniture  usually  become  infested  with  molds  after 
being  in  use  for  some  time.  House  dust,  therefore, 
often  contains  many  viable  mold  spores.  In  many 
of  our  cases,  where  the  proper  pollen  or  food  de- 
sensitization did  not  terminate  the  symptoms  of 
allergy  completely,  we  have  found  a mold-sensitive- 
ness and  corrected  the  situation  with  mold  extract 
treatment. 

CASE  REPORT 

Mrs.  A.  B.,  42  years  old,  first  seen  July  20,  1936.  His- 
tory: Asthma  off  and  on  for  nine  years.  Worse  in  the  fall 
and  winter.  First  spell  after  harvesting  peas.  Beer  causes 
asthma.  Eats  homebaked  bread.  Had  much  root  beer 
(made  with  yeast)  lately. 

Examination:  Secondary  anemia,  otherwise  negative. 

Tests:  One  plus  to  egg  white,  gelatine,  cheese,  dust,  dog 
hair.  Four  plus  to  yeast  and  molds. 

Local  survey:  Lives  in  smelly  old  farmhouse,  near  large 
bog.  No  basement.  Mold  plate  exposed  for  thirty  minutes 
shows  innumerable  colonies  of  alternaria  tenuis  and  peni- 
cillium  expansum. 

Treatment:  Removal  from  home  brings  immediate  and 
complete  relief.  Desensitization  with  mold  extract.  Sept. 
21:  home  one  night  and  had  asthma.  Oct.  19:  home  two 
nights,  had  some  wheezing.  Oct.  30:  home  two  nights,  had 
no  asthma. 

TECHNIC  OF  INVESTIGATION 

Pollen  counts  were  made  in  the  usual  manner, 
fully  described  by  Vaughan,  Thommen,  Durham 
and  others.  Microscope  slides  were  exposed  daily  in 
1 the  center  of  the  city  and  in  outlying  districts,  the 
pollen  grains  counted  and  graphs  composed.  To 
identify  pollen  grains  on  these  slides  is  difficult 
and  requires  considerable  experience.  Therefore,  we 
found  it  advantageous  to  have  always  the  same 
technician  perform  these  counts  and  identifications. 

I Most  wind-borne  pollens  are  very  small,  from  IS 
to  40  microns  in  diameter;  they  are  light  and  dry 
and  travel  with  the  air  currents  or  v*inds  great 


distances.  Fern  spores  measure  from  40  to  SO  mi- 
crons and  are  also  wind-borne.  Mold  spares  are 
quite  small,  from  2 to  S microns  in  size.  To  investi- 
gate the  mold  spore  content  of  the  atmosphere, 
petri  dishes  filled  with  a malt-agar  mixture  are 
exposed  from  fifteen  to  thirty  minutes,  then  cov- 
ered and  kept  at  room  temperature.  Within  three  to 
seven  days  colonies  begin  to  form.  Some  of  these 
may  be  identified  macroscopically  by  their  color 
and  formation.  Exact  identification  can  be  made 
only  by  microscopic  examination.  Small  culture 
chambers  between  a microscope  slide  and  a cover 
glass  are  inoculated  and  later  inspected  with  high 
power  (figs.  5,  6). 


Fig.  5.  Spores  of  the  brake  fern. 


SUMMARY 

From  all  these  studies  of  the  atmospheric  causes 
of  allergy  we  can  draw  conclusions  of  eminently 
practical  value  to  the  physician  treating  allergic 
disorders. 

1 . In  all  cases,  where  contact  or  inhalatory  causes 
are  suspected,  the  atmospheric  allergens  are  of  ut- 
most importance.  This  comprises  the  vast  majority 
of  allergies. 

2.  A careful  and  continuous  survey  of  the  pollen 
content  of  the  air  must  be  kept  for  every  geo- 
graphic and  climatic  unit.  These  observations  are 
indispensable  for  the  correct  diagnosis  of  a given 
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case  of  pollinosis  as  well  as  for  the  proper  selection 
and  dosage  of  preseasonal  and  coseasonal  pollen 
extract  treatment. 

3.  Fern  spores,  if  found  in  considerable  number 
on  pollen  plates,  must  be  considered  as  a possible 
allergenic  factor. 

4.  The  spores  of  the  common  molds  are  some- 
times the  only  cause,  more  often  an  important 
contributing  factor  in  inhalatory  allergy.  Especially 
in  climates  with  a relatively  high  humidity  the 
mold  problem  should  be  carefully  studied. 

Many  physicians  are  skeptical  as  to  the  results 
of  desensitization  treatment  in  cases  of  hay  fever 
and  asthma  of  inhalatory  origin.  On  the  other 
hand,  many  patients  are  disappointed*  when  a 
lengthy  and  expensive  course  of  treatment  fails  to 
bring  the  desired  result.  The  reason  for  all  this 
is  that  treatment  is  often  done  in  a haphazard 
manner,  due  to  lack  of  correct  information  as  to 
the  causative  factors  in  the  general  environment. 

A detailed  pollen  survey  and  study  of  the  pollen- 
producing  flora  in  our  immediate  vicinity  has  here- 
tofore not  been  made  and  dependable  data  were 
not  available.  We  have  started  this  investigation 
and  intend  to  continue  it  as  the  necessary  scien- 
tific basis  for  our  diagnostic  and  therapeutic  en- 
deavors. 
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A relatively  large  percentage  of  all  intrathoracic 
tumors  are  benign,  and  as  these  tumors  are  a 
menace  to  life,  early  surgical  removal  is  essential. 
Symptoms  produced  are  those  of  pressure  and  de- 
pend upon  the  location  and  size  of  the  tumor  mass. 
These  tumors  may  attain  a considerable  size  before 
causing  symptoms  severe  enough  to  suspect  their 
presence.  The  diagnosis  between  malignant  and 
benign  tumors  can  usually  be  established  by  the 
clinical  history,  physical  examination,  roentgeno- 
logic examination  and  the  thorascope.  However, 
exploratory  operation  and  biopsy  may  be  necessary 
if  all  other  methods  of  examination  fail.  Among 
the  many  benign  tumors  to  be  considered  are: 
aneurysm,  lipoma,  chondroma,  fibroma,  hygroma, 
tumors  of  the  thyroid  and  parathyroid  glands, 
dermoids,  sympathoblastoma  and  perineural  fibro- 
blastoma.  The  malignant  group  includes  broncho- 
genic carcinoma,  sarcoma,  Hodgkin’s  tumors,  tera- 
toma, lymphosarcoma  and  myxoma. 


Tumors  arising  from  nerve  sheaths  are  found 
in  the  cranial  nerves,  particularly  the  eighth,  in 
the  spinal  nerves,  and  arising  from  the  posterior 
roots  of  the  spinal  cord  and  the  cauda  equina.  The 
embryologic  derivation  of  these  tumors  is  not  defi- 
nitely clear.  Some  consider  them  to  arise  from  the 
sheath  of  Schwann,  and  as  ectodermal  tumors,  des- 
ignate them  neurinoma  or  schwannoma.  The  other 
view,  to  which  we  adhere,  is  that  this  type  of  tumor 
is  mesodermal  in  origin  and  originates  from  the 
connective  tissue  elements  of  the  endo-  and  peri- 
neurium, the  perineural  fibroblastoma.  All  of  these 
tumors  have  both  nuclear  and  connective  tissue 
elements,  and  the  nuclear  features  seem  to  pre- 
dominate the  more  cephalad  the  tumor  is  located. 
This  variety  is  usually  single,  but  may  occur 
multiply. 

These  tumors  should  always  be  removed  as  soon 
as  discovered,  since  in  their  benign  state  they  are 
parasitic,  and  they  may  undergo  malignant  change. 
Harrington  has  reported  a series  of  fourteen  cases 
which  were  removed  surgically.  Following  is  the 
case  report  of  one  of  these  tumors  which  was  diag- 
nosed clinically  and  roentgenologically  and  which 
was  subsequently  removed  surgically. 

CASE  REPORT 

L.  F..  a 28-year-old  white  male,  entered  the  clinic  June 
29,  1936,  complaining  of  loss  of  weight,  indigestion  and 
pain  in  the  chest.  Since  early  childhood  he  had  been  sub- 
ject to  gas  and  heartburn  following  the  ingestion  of  highly 
seasoned  foods.  He  had  had  a tonsillectomy  and  adenec- 
tomy  in  childhood.  In  1928  he  had  had  enlarged  glands  re- 
moved from  the  left  side  of  the  neck.  These  reappeared 
and  were  again  removed  in  1929.  A biopsy  was  made,  but 
no  information  concerning  the  nature  of  the  process  was 
available.  There  was  no  family  history  or  history  of  con- 
tact with  tuberculosis. 

In  1934  the  patient  stated  that  his  indigestion  became 
more  severe  in  intensity  and  was  present  following  every 
meal,  at  which  time  he  had  flatulence,  a sense  of  fullness 
in  the  left  upper  quadrant  and  marked  nervousness.  At  no 
time  had  there  been  a history  of  nausea,  vomiting,  clay- 
colored  or  tarry  stools,  or  jaundice.  His  nervousness  was 
particularly  severe  when  in  crowds  and  palpitation  was  also 
marked.  .4t  this  time  he  began  to  lose  weight,  dropping 
from  133  to  115  pounds  within  several  months.  He  was 
advised  at  this  time  to  have  his  teeth  extracted,  which  was 
done  shortly  afterward.  He  noticed  no  improvement  in  his 
condition,  and  in  the  winter  of  1935  he  began  to  complain 
of  a dull  aching  sensation  in  the  left  chest  posteriorly,  be- 
tween the  shoulder-blade  and  the  spine.  His  occupation  as 
a timekeeper  kept  him  on  his  feet  most  of  the  day,  and 
toward  evening  he  noticed  this  chest  pain  as  described.  At 
no  time  was  there  cough,  dyspnea,  cyanosis,  hemoptysis  or 
night  sweats.  His  condition  failed  to  improve  prior  to  his 
entrance  here. 

Physical  examination  revealed  an  asthenic,  undernour- 
ished young  white  man  who  appeared  quite  ill.  His  weight 
was  117  pounds,  blood  pressure  124  systolic  and  72  dias- 
tolic, pulse  80  and  of  good  quality,  temperature  99°.  The 
value  for  hemoglobin  was  105  per  cent  or  14.63  grams  p>er 
100  cc.  of"^  blood,  erythrocytes  numbered  5,560,000  and 
leukocytes  7,750  per  cubic  mm.  of  blood.  The  Kolmer 
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Fig.  1 


Fig.  2 


Pig.  3 


Fig.  1.  The  initial  chest  film  with  a tumor  mass  extend- 
ing into  the  left  lung  field  from  the  mediastinum. 

Pig.  2.  Shows  a partial  collapse  of  the  left  lung. 


Fig.  3.  The  lateral  film  taken  at  the  same  time.  Note 
the  tumor  mass  evidently  arising  from  the  posterior 
mediastinum  to  the  left  of  the  spine. 


and  Kahn  reactions  were  both  negative.  The  urine  showed 
no  abnormalities. 

There  were  two  longitudinal  scars  over  the  left  anterior 
cervical  lymphatic  chain,  and  the  teeth  were  replaced  by 
dentures.  The  chest  was  of  the  rachitic  type,  and  the  only 
abnormal  finding  was  moderate  impairment  to  resonance 
over  the  left  hilar  area  posteriorly.  The  Ewald  test  meal 
showed  free  hydrochloric  acid  of  21  degrees,  total  acidity 
of  S3  and  no  blood.  Barium  studies  of  the  gastrointestinal 
tract  failed  to  reveal  any  abnormalities. 

\ roentgenogram  of  the  chest  showed  the  lung  fields  to 
be  clear.  Arising  from  the  posterior  mediastinum  and  ex- 
tending beyond  the  root  of  the  left  lung  was  a dense, 
sharply  defined  tumor  mass  about  the  size  of  an  orange. 
This  was  sharply  circumscribed  and  did  not  pulsate  (fig.  1). 
There  were  no  other  significant  physical  or  laboratory 
findings. 

A diagnosis  of  a benign  tumor  arising  from  the  posterior 
mediastinum  was  made,  and  the  patient  entered  St.  Vin- 
cent’s Hospital  July  6.  The  following  day  an  artificial 
pneumothorax  on  the  left  was  induced,  and  was  subse- 
quently refilled  on  July  10  and  IS.  A roentgenogram  taken 
on  July  17  showed  a complete  pneumothorax  of  the  left 
with  the  well-defined  tumor  mass  in  the  region  of  the  left 
hilus  (figs.  2,  3).  The  patient  tolerated  the  pneumothorax 
well,  and  his  general  condition  was  satisfactory. 

July  23,  under  avertin  (4  cc.)  and  intratracheal  ethylene 
and  nitrous  oxide  anesthesia,  trans- 
pleural complete  removal  of  the  tumor 
was  performed.  A posterolateral  incision 
inside  the  vertebral  border  of  the  scap- 
ula was  made  with  resection  of  the  sev- 
enth and  eighth  ribs.  The  pleural  cavity 
was  opened  below  this  and  showed  a 
pedunculated  tumor  arising  from  the 
vicinity  of  the  eighth  spinous  process. 

The  tumor  was  free  and  was  completely 
invested  by  pleura.  The  pedicle  was 
clamped,  the  tumor  removed,  and  the 
pleural  cavity  closed  without  drainage. 

Microscopic  examination  revealed  that 
the  tumor  was  a perineural  fibroblas- 
toma  (figs.  4,  S). 

The  patient  was  kept  under  an  oxy- 
gen tent  for  thirty-six  hours  and  re- 
ceived intravenous  S per  cent  dextrose 
in  normal  saline  solution  for  seventy- 


two  hours.  He  developed  a dry  hacking  cough  which  was 
readily  controlled  with  codeine  and  dionin.  On  August  4, 
twelve  days  postoperatively,  400  cc.  of  dark  bloody  fluid 
was  aspirated  from  the  seventh  interspace  in  the  posterior 
axillary  line  with  subsequent  relief  from  cough  and  dyspnea. 
This  process  was  repeated  August  10,  when  ISO  cc.  were 
removed.  The  patient  was  discharged  from  the  hospital 
August  13  with  instructions  to  remain  under  observation. 
His  general  condition  seemed  satisfactory  except  that  his 
weight  had  dropped  to  98  pounds. 

On  August  17,  the  patient  entered  the  clinic  complaining 
of  pain  on  inspiration  in  the  left  posterior  axUlary  region. 
Fluoroscopic  evidence  showed  only  a small  quantity  of  en- 
capsulated fluid  posteriorly  about  the  eighth  rib  in  the 
midscapular  line.  The  chest  was  not  aspirated,  but  was 
strapped  with  adhesive  tape.  Marked  relief  from  pleural 
pain  following  immobilization  was  immediate.  Strapping 
was  repeated  August  22.  On  August  27,  the  patient’s  gen- 
eral condition  seemed  improved;  his  weight  had  increased 
to  105  pounds,  and  his  pleural  pain  had  not  returned.  He 
was  discharged  to  his  home  the  following  day.  A roent- 
genogram of  the  chest  taken  on  this  day  showed  the  left 
lung  well  expanded  with  a small  encapsulated  pocket  of 
fluid  and  thickened  pleura  (fig.  6). 

COMMENT 

The  case  report  of  the  surgical  removal  of  a 
benign  intrathoracic  tumor,  which  pathologically 


Fig.  4 Pig.  5 

Fig.  4.  Cut  section  of  tumor.  Note  cystic  degeneration. 

Fig.  5.  Microphotograph.  Perineural  fibroblastoma.  Note  palisading  of 
nuclei  and  parallel  wavy  longitudinal  fibrillae.  Area  lower  right  side  shows 
mucoid  degeneration. 
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Fig-.  6.  Postoperative  film  showing  the  marked  pleural 
thickening  on  the  left  side.  The  tumor  mass  has  been  re- 
moved. Subsequent  flouroscopic  studies  show  a marked 
diminishment  in  the  density  of  the  pleural  thickening  in 
the  left  chest. 

proved  to  be  a perineural  fibroblastoma  arising 
from  the  spinal  nerve  of  the  eighth  dorsal  segment, 
has  been  presented.  It  is  difficult  to  evaluate  from 
the  patient’s  history  the  duration  of  the  symptoms 
produced  by  this  tumor.  Gastrointestinal  disturb- 
ances were  present  from  childhood,  and  a sugges- 
tive history  of  tuberculous  infection  dating  back 
eight  years  was  obtained.  Asthenia,  loss  of  weight 
and  nervousness  were  of  two  years  duration.  The 
only  symptom  referable  to  the  tumor  itself  was 
chest  pain  which  had  been  present  for  six  months 
prior  to  the  time  of  diagnosis. 
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SUPPURATIVE  DISEASES  OF  THE  LUNGS 

THEIR  DIAGNOSIS  AND  TREATMENT* * 

Louis  H.  Clerf,  M.D. 

PHILADELPHIA,  PA. 

The  unfavorable  effects  of  chronic  nontubercu- 
lous  pulmonary  suppuration  on  the  physical,  eco- 
nomic and  social  life  of  a patient  emphasizes  the 
importance  of  prompt  diagnosis,  appropriate  treat- 
ment and,  most  important,  prevention  when  possi- 
ble. The  term  pulmonary  suppuration  is  employed 
to  include  both  pulmonary  abscess  and  bronchiec- 
tasis. Although  these  differ  etiologically,  patho- 
logically, in  fact,  in  practically  every  respect  in 
their  incipiency,  in  the  advanced  cases  they  com- 
monly coexist. 

How  does  one  arrive  at  a diagnosis?  It  would 
seem  unnecessary  to  discuss  the  importance  of  a 
carefully  taken  history  and  a thorough  physical 
examination.  Too  often,  however,  these  are  passed 
over  hurriedly,  a diagnosis  of  chronic  bronchitis  is 
made,  treatment  is  instituted  with  little  benefit 
and  later  it  is  found  that  the  diagnosis  was  errone- 
ous and  the  case  was  one  of  abscess  or  bronchi- 
ectasis. 

PULMONARY  ABSCESS 

Etiology.  Abscess  of  the  lung  is  commonly  second- 
ary to  previous  pulmonary  disease,  as  pneumonia, 
plugging  of  a bronchus  or  lodgment  of  infected  em- 
boli. Abscess  following  lobar  pneumonia  is  not  a com- 
mon complication.  In  my  experience  pulmonary 
abscess  occurred  most  frequently  following  opera- 
tions on  the  mouth  or  throat,  tonsillectomy  being 
by  far  the  most  common.  I am  of  the  opinion  that 
aspiration  of  infected  material  is  an  impiortant  etio- 
logic  factor  in  these  cases,  although  it  is  realized 
that  there  are  those  who  believe  postoperative  pul- 
monary abscesses  are  commonly  embolic  in  origin. 
In  a series  of  172  consecutive  cases  of  abscess  of 
the  lung  that  were  referred  to  the  Bronchoscopic 
Clinic,  Jefferson  Hospital,  for  treatment,  121  (70 
per  cent)  developed  following  some  form  of  surgical 
procedure.  Of  these  97  (56  per  cent)  were  tonsil- 
lectomy. About  90  per  cent  of  the  tonsil  operations 
were  performed  under  general  anesthesia. 

From  a clinical  standpoint  aspiration  undoubt- 
edly plays  an  important  part.  In  a large  charity 
hospital  it  was  found  that  a majority  of  the  cases  of 
abscess  of  the  lung  followed  alcoholic  intoxication. 
It  was  believed  that  aspiration  of  gastric  contents 

* From  the  Bronchoscopic  Clinic,  Jefferson  Hospital, 
Philadelphia. 

* Read  before  the  Forty-sev’enth  Annual  Meeting  of 
Washington  State  Medical  Association,  Yakima,  Wash., 
Sept.  1-2,  1936. 
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occurring  during  the  alcoholic  narcosis  was  respon- 
sible for  these.  In  cases  of  aspiratory  origin  the  in- 
fected material  sets  up  a pulmonary  infection  which 
should  be  considered  as  a pneumonitis  or  cellulitis 
rather  than  a true  lobar  or  bronchopneumonia.  This 
may  undergo  resolution,  may  break  down  with 
cavity  formation  or  in  the  occasional  case  may 
develop  into  bronchiectasis. 

Diagnosis  is  made  on  the  history,  the  course  of 
the  illness,  the  physical  findings  and  the  roentgen 
studies.  The  roentgen  examination  should  be  made 
when  possible  with  the  patient  sitting  upright  so 
that  a fluid  level  may  be  demonstrated.  In  arriving 
at  a diagnosis  it  is  also  important  to  secure  data 
concerning  etiologic  factors,  as  these  influence  the 
plan  of  treatment.  Carcinoma  of  the  bronchus  may 
be  complicated  by  abscess.  Tuberculosis  usually  in- 
volving an  upper  lobe  is  not  often  confused  with 
pulmonary  abscess.  Cases  of  tuberculous  abscess 
involving  a lower  lobe  have  been  observed.  The 
presence  of  fusiform  bacilli  and  spirochaetes  is  of 
importance. 

Treatment  is  primarily  medical  and  consists  of 
symptomatic  care,  rest,  the  establishment  and  the 
maintenance  of  drainage.  Spontaneous  cures  are  de- 
pendent on  adequate  drainage.  In  certain  cases  the 
arsenicals  are  of  value.  Measures  may  be  required 
to  relieve  pain  and  to  provide  rest  but  narcotics 
should  be  used  guardedly.  Adequate  drainage  may 
be  secured  only  if  the  cough  reflex  and  ciliary  ac- 
tivity are  not  impaired.  Postural  drainage  is  of 
value.  Bronchoscopy  should  be  considered  as  an 
adjunct  to  medical  treatment.  It  is  indicated  to 
secure  and  maintain  adequate  drainage.  Drainage 
is  commonly  interfered  with  by  granulation  tissue, 
inflamed  mucosa  and  inspissated  secretion.  Granu- 
lations and  inspissated  secretions  can  be  removed 
mechanically;  inflamed  mucosa  can  be  made  to 
shrink  temporarily  by  instilling  ephedrine  sulphate 
in  normal  salt  solution. 

The  frequency  of  treatment  and  the  length  of 
time  it  should  be  employed  must  be  determined  in 
the  individual  case.  It  should  be  borne  in  mind  that 
failure  of  spontaneous  recovery  following  rupture 
of  an  abscess  into  a bronchus  is  due  to  inadequate 
drainage.  If  after  a fair  trial  of  medical  treatment 
an  abscess  does  not  heal,  then  surgery  must  be  re- 
sorted to.  Unfortunately,  the  serious  complications 
that  may  occur  during  surgical  drainage  tend  to 
keep  the  mortality  rate  at  a high  level. 

Should  pneumothorax  be  employed?  As  a rou- 
tine measure  I believe  it  is  dangerous,  since  it  is 
often  followed  by  pyothorax;  collapsing  of  the  lung 


also  very  commonly  interferes  with  drainage,  since 
it  tends  to  collapse  and  distort  or  decrease  the  size 
of  the  draining  bronchus. 

If  pulmonary  abscess  is  to  be  prevented,  I believe 
we  must  look  to  prevention  of  aspiration,  particu- 
larly during  operations  about  the  mouth  or  throat. 
This  may  be  accomplished  by  proper  anesthesia, 
position  of  the  patient  and  removal  of  secretions 
to  prevent  aspiration  into  the  airway.  In  addition, 
in  known  cases  of  aspiration  of  materials  into  the 
airway  bronchoscopic  removal  should  be  carried 
out  immediately.  In  cases  of  pneumonitis  following 
operation,  resolution  can  be  aided  by  bronchoscopy 
before  the  process  goes  on  to  suppuration.  Unre- 
solved pneumonia,  a term  loosely  employed  in 
chest  diagnoses,  tends  to  lull  us  into  a position  of 
false  security.  A large  proportion  of  these  cases  do 
not  follow  a pneumonia  and,  therefore,  cannot  be 
considered  as  unresolved.  More  often,  they  are  cases 
of  drowned  lung,  bronchial  obstruction  or  localized 
pneumonitis  and  should  be  investigated  from  that 
standpoint. 

BRONCHIECTASIS 

Bronchiectasis,  characterized  pathologically  by 
dilated  bronchi  which  are  often  distorted  and  asso- 
ciated with  peribronchial  changes,  characterized 
clinically  by  cough,  expectoration  of  pus  which  may 
be  fetid,  occasional  fever  and  occasional  hemopty- 
sis, is  a relatively  common  condition.  Although  it 
may  be  congenital,  our  interest  is  primarily  in  the 
acquired  form.  Several  facts  are  noteworthy,  name- 
ly, that  it  is  secondary  to  preexisting  disease;  that 
it  commonly  involves  a lower  lobe;  that  it  begins 
in  the  smaller  bronchi;  that  it  is  common  in  chil- 
dren; that  the  symptoms  and  physical  signs  in  the 
early  case  are  not  characteristic,  rendering  diagnosis 
difficult  and  bronchial  obstruction  is  a common 
predisposing  factor  in  its  etiology. 

Unlike  pulmonary  abscess  there  is  no  localized 
tissue  destruction  with  formation  of  a cavity.  In- 
stead, there  are  changes  in  the  bronchial  wall  with 
dilatation  of  the  lumen  of  the  bronchus,  replace- 
ment of  normal  bronchial  and  peribronchial  tissues 
with  fibrous  tissue  and  loss  of  normal  lung  func- 
tion. The  dilatations  may  be  cylindrical,  saccular, 
or  a combination  of  these.  The  changes  in  the 
mucosa  are  associated  with  increased  production  of 
secretions  which  are  altered  in  character,  tend  to 
be  retained  in  the  bronchi,  are  acted  upon  by 
saphrophytes  and  become  fetid.  Hemoptysis  is  not 
uncommon.  * 

Etiology.  The  causes  of  acquired  bronchiectasis 
are  many.  Bronchial  obstruction  with  retention  of 
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secretions  as  may  occur  in  foreign  body  or  in 
inspissated  secretions,  bronchial  neoplasm,  broncho- 
lithiasis,  compression  stenosis  and  stricture  of  a 
bronchus  are  common  causes.  It  is  often  observed 
in  childhood  as  a sequel  to  bronchopneumonia  com- 
plicating measles,  whooping  cough,  etc.  There  were 
many  cases  observed  following  influenzal  pneu- 
monia during  1918.  It  is  observed  in  patients,  par- 
ticularly children  with  nasal  sinus  infection  who, 
predisposed  to  repeated  acute  respiratory  infec- 
tions, have  frequent  so-called  pneumonia.  It  is  not 
uncommon  in  patients  with  long  continued  esopha- 
geal obstruction. 

Diagnosis  may  be  difficult,  particularly  in  the 
early  case.  In  the  advanced  case,  which  also  may 
be  considered  as  the  hopeless  case,  the  difficulty  is 
not  so  great.  In  the  early  case  physical  examina- 
tion and  roentgen  study  cannot  always  be  relied 
upon.  Our  increased  knowledge  of  bronchiectasis 
during  the  past  decade  can  in  great  part  be  attrib- 
uted to  the  aid  furnished  by  pneumonography  and 
bronchoscopy. 

One  should  consider  bronchiectasis  as  being  either 
obstructive  or  nonobstructive.  In  the  obstructive 
form  bronchoscopy  is  important  both  from  the 
standpoint  of  diagnosis  and  of  treatment.  The  type 
of  obstruction  may  be  determined  and  the  neces- 
sary steps  can  be  taken  to  relieve  it  if  this  is 
possible.  There  is  but  one  means  of  determining 
the  presence,  the  extent  and  the  character  of  the 
bronchiectasis.  This  consists  of  the  instillation  of 
iodized  oil  into  the  suspected  bronchi  either  by 
direct,  indirect  or  passive  methods.  The  method  to 
be  employed  must  be  selected  by  the  examiner. 
The  efficacy  of  lung  mapping  is  dependent  on  get- 
ting the  iodized  oil  into  the  suspected  area  for 
either  roentgenoscopic  or  roentgenographic  study. 
The  latter  is  desirable  since  it  affords  a graphic 
record. 

The  prognosis  of  untreated  bronchiectasis  is  not 
good.  There  is  a tendency  for  the  disease  to  pro- 
gress. Symptoms  may  be  relieved  if  infection  can 
be  cleared  up.  The  bronchial  dilatations,  however, 
will  not  disappear.  Pyothorax,  pneumonitis  and 
brain  abscess  are  not  uncommon  complications. 

Treatment.  There  is  nothing  more  difficult  to 
treat  by  expectant  or  symptomatic  methods.  Unlike 
tuberculosis,  rest,  posture,  general  hygienic  care 
and  symptomatic  treatment  are  not  followed  by 
cures.  In  obstructive  forms  drainage  must  be  im- 
proved. If  there  is  an  associated  nasal  sinus  infec- 
tion this  should  be  treated.  Stagnation  of  secretions 
can  be  relieved  by  employment  of  posture,  bron- 


chial irrigation,  instillation  of  iodized  or  other  oils 
and  bronchoscopy.  Expectorants  and  other  forms 
of  internal  medication  are  of  limited  value.  Vac- 
cine therapy  is  of  some  value  in  certain  cases. 
Pneumothorax  is  but  a temporary  measure  and  is 
not  without  hazards.  Phrenic  nerve  interruption 
and  thoracoplasty  have  been  practiced.  The  only 
surgical  treatment  worthy  of  consideration  is  extir- 
pation of  the  diseased  portion  of  lung. 

Prevention  should  be  directed  towards  prompt 
investigation  and  relief  of  bronchial  obstruction, 
careful  study  of  cases  of  nasal  sinus  infection  with 
associated  cough  and  the  employment  of  iodized 
oil  as  a diagnostic  aid  in  all  suspicious  cases  of 
chronic  pulmonary  infection. 

1530  Locust  Street. 


TREATMENT  OF  ACUTE  OSTEOMYELITIS* 
Alfred  O.  Adams,  M.D. 

SPOKANE,  WASH. 

Hematogenous  osteomyelitis  has  its  origin  as  an 
acute  infection  within  the  medullary  canal  and 
usually  in  the  end  of  one  of  the  long  bones.  An 
abscess  is  formed  at  this  site,  and  if  untreated  it 
will  rupture  through  the  cortex  of  the  bone  coming 
in  contact  with  and  elevating  the  periosteum.  Later 
this  abscess  will  break  through  the  periosteum  into 
the  soft  tissues  and  finally  appear  on  the  surface. 
The  clinical  picture  is  that  of  severe  pain  over  the 
end  of  one  of  the  long  bones,  associated  with  an 
elevation  of  temperature,  a rapid  pulse  and  a high 
leukocyte  count. 

Our  teaching  has  been  that  these  cases  are  emer- 
gencies and  that  an  incision  should  be  made  into 
the  focus  of  infection  immediately,  but  recently 
there  has  been  some  controversy  regarding  the 
question  of  early  incision,  and  at  the  next  meeting 
of  the  .American  Academy  of  Orthopedic  Surgeons 
this  question  is  going  to  be  given  considerable  time 
for  discussion.  Those  favoring  delaying  operation 
compare  the  condition  to  an  acute  infection  involv- 
ing the  soft  tissues,  in  which  case  it  is  considered 
advisable  to  wait  for  localization  of  the  abscess 
before  resorting  to  incision  and  drainage. 

Wilson  and  McKeever  of  Los  Angeles,  in  the 
April,  1936,  Journal  of  Bone  and  Joint  Surgery, 
have  summarized  the  results  in  110  cases  of  acute 
osteomyelitis,  and  their  findings  would  indicate  that 
the  mortality  and  serious  complications  are  lower 
in  cases  where  operation  was  delayed  a week  fol- 
lowing the  initial  onset. 

* Read  before  the  Forty-seventh  Annual  Meeting  of 
Washington  State  Medical  Association,  Yakima,  Wash., 
Sept.  1-2,  1936. 
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Patients  with  acute  osteomyelitis  seem  to  fall 
' into  two  groups.  In  the  first,  the  patient,  usually  a 
child,  is  extremely  ill,  having  a very  high  tempera- 
ture and  leukocyte  count  and  is  markedly  dehy- 
drated, presenting  more  the  picture  of  a generalized 
! septicemia  rather  than  a localized  abscess.  In  the 
other,  there  is  less  general  systemic  reaction. 
Those  in  this  first  group  are  very  poor  operative 
! risks,  and  should  be  prepared  for  operation  for  a 
period  of  twenty-four  to  forty-eight  hours  by  blood 
transfusion,  the  administration  of  fluids  and  con- 
trolling of  pain  by  sedatives.  The  high  mortality 
and  serious  complications  seen  in  these  cases  can 
be  attributed  to  the  generalized  septicemia,  and  to 
some  extent  to  extensive  operative  procedures 
rather  than  to  early  operation. 

It  has  been  my  practice,  after  preparing  the  ex- 
tremely ill  patient  as  described  above,  to  resort  to 
an  early  incision  and  drainage  of  the  focus  of  in- 
fection; first  cleaning  the  skin  with  soap  and  water, 
ether  and  alcohol,  avoiding  chemical  skin  prepara- 
tions. At  operation  only  a minimum  amount  of 
tissue  dissection  is  carried  out,  making  an  incision 
just  sufficient  to  obtain  adequate  exposure,  cutting 
through  the  periosteum,  avoiding  any  stripping  of 
the  periosteum,  and  either  making  a small  window 
through  the  cortex  of  the  bone  or  drilling  a few 
holes,  three-sixteenths  inch  in  diameter,  through 
the  cortex.  The  medullary  canal  is  not  explored. 
A vaseline  pack  is  placed  in  the  incision  and  dry 
dressings  applied. 

These  wounds  will  usually  drain  very  profusely 
during  the  first  few  days,  but  as  soon  as  this  drain- 
age subsides  to  some  extent  and  the  patient’s  tem- 
perature begins  to  return  to  normal,  usually  in  six 
to  ten  days,  the  extremity  is  placed  in  a solid  plas- 
ter cast.  The  vaseline  pack  remains  in  the  wound 
and  the  surrounding  skin  over  a wide  area  is  thor- 
oughly covered  with  vaseline.  If  the  patient’s  gen- 
eral condition  continues  to  improve,  this  cast  is 
not  changed  for  four  weeks,  at  which  time  it  is  re- 
moved, the  extremity  thoroughly  cleaned,  the 
wound  repacked  with  vaseline  gauze  and  another 
solid  cast  applied.  Subsequently  these  casts  are 
changed  at  intervals  of  four  to  six  weeks.  This  ob- 
viates painful  frequent  dressings  and  shortens  the 
period  of  hospitalization. 

It  has  been  shown  that  by  placing  the  extremity 
in  a solid  plaster  cast  that  a bacteriophage  develops 
in  the  wound  which  helps  to  combat  the  original 


infecting  organism.  Chemical  substances  used  for 
skin  preparation  have  a tendency  to  inhibit  this 
bacteriophage. 

Roentgenograms  in  cases  of  acute  osteomyelitis 
are  of  very  little  value  until  ten  days  following  the 
onset  of  the  infection.  Operation  should  not  be  de- 
layed until  there  is  roentgen  evidence  of  bone  in- 
volvement. The  lesion  must  be  localized  by  clinical 
examination.  Subsequent  roentgenograms  show  that 
at  the  end  of  the  first  few  weeks  there  is  a very  ex- 
tensive destruction  of  bone,  and  later  there  is  a 
period  of  regeneration  with  a separation  of  the 
sequestrum. 

The  study  of  a series  of  plates  will  reveal  that 
there  is  a period,  during  which  fixation  must  be 
maintained  and  use  of  the  extremity  avoided  in 
order  to  prevent  a pathologic  fracture  or  deformity. 
This  period  of  time  is  usually  three  months,  but 
can  only  be  definitely  determined  by  roentgeno- 
gram. 

Where  there  is  involvement  of  the  humerus  or 
femur,  a plaster  spica  must  be  used  for  fixation.  A 
short  cast  will  not  prevent  a fracture. 

When  the  roentgenograms  show  there  has  been 
sufficient  regeneration  of  bone,  the  patient  can  be 
permitted  to  use  the  extremity,  but  subsequent 
operations  should  be  postponed  for  a period  of 
twelve  to  eighteen  months,  allowing  ample  time 
for  thorough  regeneration  of  the  shaft  of  the  bone 
and  for  separation  of  the  sequestra,  so  that  they 
can  be  removed  with  a minimum  amount  of  trauma 
to  the  revitalized  bone. 

SUMMARY 

It  is  recommended  that  patients  having  acute 
hematogenous  osteomyelitis,  associated  with  a very 
marked  general  systemic  reaction,  be  prepared  by 
transfusion,  the  administration  of  fluids,  and  the 
control  of  pain  with  sedatives  for  a few  hours 
before  operation.  Other  acute  cases  may  be  sub- 
jected to  early  operation  and  at  the  time  of  opera- 
tion tissue  trauma  should  be  at  a minimum,  espe- 
cially avoiding  a wide  exposure  of  the  shaft  of  the 
bone  by  stripping  up  the  periosteum.  Soon  after 
the  operation  the  extremity  should  be  placed  in  a 
solid  plaster  cast  and  fixation  maintained  until  all 
danger  of  a pathologic  fracture  is  over  as  shown  by 
roentgenograms.  Subsequent  operations  should  be 
postponed  until  there  is  a thorough  regeneration  of 
the  involved  bone  and  a complete  separation  of  the 
sequestra. 
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DIAGNOSIS  AND  TREATMENT  OF 
ANAL  FISSURE* 

James  W.  Mounsey,  M.D. 

SPOKANE,  WASH. 

In  the  past  few  years  there  has  been  a greatly 
• increased  interest  in  the  subject  of  proctology.  More 
and  more  physicians  are  recognizing  the  importance 
of  treating  anorectal  lesions.  From  the  standpoint 
of  focal  infection  this  region  is  now  known  to  be 
very  important.  Because  of  the  great  number  and 
variety  of  reflex  symptoms  produced  by  anorectal 
disease  no  physical  examination  can  be  considered 
complete  until  the  region  has  been  thoroughly  ex- 
plored. 

One  of  the  more  common  anal  pathologic  con- 
ditions is  anal  fissure.  I do  not  refer  in  this  paper 
to  the  small  superficial  cracks  which  appear,  usually 
due  to  the  passing  of  a large  constipated  stool. 
These  small  cracks  heal  spontaneously  as  a rule,  but 
if  they  are  slow  in  healing,  any  mild  antiseptic 
lotion  will  usually  heal  them  in  twenty-four  hours. 

We  are  dealing  here  with  a far  more  serious 
lesion  which  is  in  truth  an  irritable  ulcer.  It  usually 
occurs  in  the  posterior  commissure,  occasionally  in 
the  anterior,  but  rarely  on  the  lateral  aspects  of 
the  anus.  This  condition  is  one  of  the  most  painful 
that  mankind  has  to  endure  and  is  all  out  of  pro- 
portion to  the  size  of  the  lesion.  There  is  some 
pain  during  the  bowel  movement  but  more  charac- 
teristic is  the  pain  that  comes  on  from  ten  to 
thirty  minutes  following  the  movement  and  lasts 
from  one  to  several  hours.  As  a matter  of  fact;  a 
person  suffering  from  anal  fissure  several  days 
before  seeking  relief  usually  states  that  the  pain  is 
continuous. 

These  patients  may  be  constipated  but  generally 
speaking  the  reason  their  bowels  have  not  moved 
is  because  they  keep  putting  it  off  as  long  as  pos- 
sible because  of  the  dread  of  the  terrible  pain. 
Most  of  these  patients  take  laxatives  in  hope  that 
a loose  movement  will  not  result  in  so  much  dis- 
tress. This  is  a disappointment.  It  makes  no  dif- 
ference whether  the  movement  is  constipated  or 
not.  The  pain  is  the  same  after  each  movement. 
Therefore,  if  sufficient  laxative  is  taken  to  produce 
several  stools,  the  pain  is  only  made  that  much 
worse  and  greatly  prolonged.  The  cause  of  this 
lesion  is  trauma  which  produces  a tear  in  the  epi- 
thelium, plus  infection. 

The  diagnosis  may  be  made  from  the  history 
alone.  In  any  patient  complaining  of  severe  rectal 

•Read  before  the  Forty-Seventh  Annual  Meeting  of 
Washington  State  Medical  Association,  Yakima,  Wash,, 
.Sept,  1-2,  1936, 


Vol.  36,  No.  1 

pain  anal  fissure  should  be  thought  of  first,  and 
careful  search  made  for  this  pathology. 

The  examination  is  made  by  placing  the  patient 
comfortably  on  the  table  on  the  left  side.  The 
buttocks  are  carefully  separated  with  the  help  of  an 
assistant.  These  patients  are  so  nervous  and  fearful 
of  pain  that  unless  extreme  gentleness  is  used  they 
complain  bitterly  of  rough  handling.  Inspection 
will  reveal  any  other  pathology  outside  the  ano- 
rectal canal.  If  none  is  noted,  the  posterior  com- 
missure is  inspected.  The  anterior  commissure  and 
the  lateral  aspects  are  next  examined. 

If  a fissure  is  present  it  may  easily  be  seen. 
There  is  not  any  excuse  for  inserting  a finger  in 
the  rectum  at  any  time  without  first  making  sure 
that  a fissure  is  not  present.  When  present,  a few 
drops  of  2 per  cent  novocain  under  the  lesion  will 
allow  one  to  complete  the  examination  of  the 
rectal  and  sigmoid  regions  without  the  patient  suf- 
fering discomfort. 

Many  authorities  claim  that  the  start  of  the 
fissure  is  in  one  of  the  crypts  of  Morgagni  (semi- 
lunar valves)  which  become  infected  as  the  result 
of  a foreign  body.  This  was  true  in  about  20  per 
cent  of  the  cases  reported  from  this  series.  Then  it 
is  evident  that  infection  of  the  semilunar  valves 
does  not  play  the  important  part  in  the  formation 
of  fissure  that  has  been  generally  thought.  When 
the  valve  is  involved  there  is  always  present  an 
inflammatory  skin  tag  known  as  the  “sentinel  pile.” 
However,  this  may  be  present  without  involvement 
of  the  valve. 

Occasionally  there  is  a hypertrophied  anal  pa- 
pilla at  the  proximal  end  of  the  lesion.  Very  fre- 
quently fissures  are  complicated  with  internal  hem- 
orrhoids and  other  rectal  pathology.  The  sphincter 
muscle  is  spastic  in  all  cases  and  this  contributes 
largely  to  the  severe  pain. 

The  fact  that  this  lesion  is  found  more  often 
in  the  commissures,  according  to  Pennington,^  is 
apparently  due  to  the  relative  muscular  strength  of 
the  anal  quadrants,  the  greatest  weakness  being 
in  the  posterior  commissure,  then  the  anterior  com- 
missure and  last  in  the  lateral  borders. 

Hiller,-  who  has  made  an  exhaustive  study  of  the 
anal  sphincter  and  its  relation  to  the  location 
of  anal  fissures,  states  that  “the  firm  fixation  of 
the  posterior  commissure  and  to  a lesser  extent  the 
anterior  by  the  fibroelastic  termination  of  the  longi- 

1.  Pennington,  J.  R. : A Treatise  on  the  Diseases  and 
Injuries  of  the  Rectum,  Anus  and  Pelvic  Colon.  Blakiston'.® 
Son  and  Co.,  Philadelphia,  1932. 

2.  Hiller,  R.  I. : Anal  Sphincter  and  Pathogenesis  of 
Anal  Fissure  and  Fistula.  Surg.,  Gynec.  & Obst.,  52:921- 
940,  May,  1931. 
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tudinal  bowel  coat,  plus  the  lateral  free  mobility 
of  the  mucous  coat,  probably  play  a greater  role 
in  the  etiology  of  anal  fissure  than  does  the  con- 
tour of  the  external  sphincter.” 

I am  reporting  here  141  cases,  51  occurring  in 
the  male  and  90  in  the  female.  Of  the  male  patients 
49  had  their  lesions  in  the  posterior  commissure, 
two  in  the  anterior  commissure.  In  the  female 
patients  the  lesion  was  in  the  posterior  commissure 
1 in  70  cases,  anterior  commissure  18  cases  and  on 
the  lateral  aspects  of  the  anus  two  cases. 

In  considering  the  treatment  of  anal  fissure  I 
am  not  going  to  attempt  to  review  the  great  variety 
of  remedies  or  methods  that  have  been  tried.  I 
have  had  experience  with  all  of  them  and  have 
discarded  them  in  favor  of  the  operative  method. 
I am  using  it  altogether  now  and  the  results  are 
so  uniformly  satisfactory  that  I see  no  reason  to 
e.xperiment  further.  Palliative  treatment  is  never 
indicated. 

When  the  diagnosis  of  fissure  is  made,  the  patient 
is  sent  to  the  hospital.  One-fourth  grain  morphine 
is  given  at  once.  Thirty  minutes  later  three  grains 
of  nembutol  are  given.  The  patient  then  receives  a 
plain  water  enema.  This  is  important  because  we 
found  before  using  it  that  the  bowel  was  always 
completely  filled  and  it  was  necessary  to  resort  to 
an  irrigation  on  the  table. 

The  morphine  and  nembutol  quiet  the  patient 
and  he  has  little  distress  during  this  procedure. 
He  is  now  placed  on  the  operating  table  on  the 
left  side.  Nitrous  oxide  or  nitrous  oxide  ether  is 
the  anesthetic  of  choice.  When  the  patient  is  under 
light  anesthesia  the  sphincter  muscle  is  ironed  out 
gently  with  the  index  fingers.  Care  must  be  taken 
not  to  tear  the  tissues. 

This  procedure,  if  carefully  done,  puts  the 
sphincter  at  comparative  rest  and  it  will  remain 
that  way  for  several  days,  gradually  returning  to 
normal  tone.  This  is  by  far  the  most  satisfactory 
method  of  treating  a spastic  sphincter. 

Under  spinal  anesthesia  the  sphincter  dilates  too 
widely  and  under  local  the  patient  suffers  too  much 
either  actual  or  mental  that  this  important  part  of 
the  treatment  cannot  be  carried  out  satisfactorily. 
The  use  of  repository  injection  has  the  same  ob- 
jections. 

We  then  insert  a Smith  anal  retractor  and  the 
ulcer  is  dissected  out  under  direct  observation. 
Since  drainage  is  essential  to  complete  cure.  I re- 
move a triangular  shaped  piece  of  tissue,  being  sure 
to  come  well  out  on  the  skin.  The  dissection  is 
carried  out  so  that  all  involved  tissue  down  to  the 


muscle  is  removed.  This  method  of  treatment  re- 
places the  ulcer  with  a surgical  wound  which  will 
heal  readily.  \ mattress  suture  is  placed  in  the 
apex  of  the  wound  to  prevent  the  mucous  mem- 
brane from  retracing  upward  as  this  may  delay 
healing. 

A wick  saturated  with  per  cent  eucupin  is 
placed  in  the  wound.  I have  been  using  eucupin 
since  suggested  by  Kilbourne'^  and  like  it  very 
much.  The  wound  is  dressed  with  a small  dressing 
and  the  patient  returned  to  his  room.  Warm  dress- 
ings are  started  after  an  hour  and  continued  until 
the  next  morning,  when  a tub  bath  is  given.  The 
wick  is  then  removed  and  the  patient  discharged 
from  the  hospital. 

Mineral  oil  is  started  the  second  day  and  con- 
tinued until  the  bowels  move,  when  it  is  gradually 
discontinued.  The  aftercare  is  the  same  as  for  any 
granulating  wound,  cleanliness,  watching  for  bridg- 
ing, etc. 

The  wound  is  usually  entirely  healed  in  two 
weeks  and  these  patients  have  suffered  no  pain  from 
the  time  they  received  their  first  quarter  grain  of 
morphine  when  they  entered  the  hospital.  No  other 
treatment  that  I know  of  will  accomplish  a cure 
with  so  little  discomfort  or  inconvenience  to  the 
patient. 

655  Paulsen  Medical  and  Dental  Building. 

3.  Kilbourne,  N.  J. : Local  Anesthetics  Producing  Pro- 
longed Analgesia : Elimination  of  Pain  aftter  Rectol  Oper- 
ations. Surg.,  Gynec.  & Obst.,  52:590-604,  March,  1936. 


Dermoid  and  Epidermoid  Tumors  (Cholesteatomas) 
OF  Central  Nervous  System.  J.  Grafton  Love  and  James 
W.  Kernohan,  Rochester,  Minn.  (Journal  A.  M.  A.,  Dec. 
S,  1936),  base  their  discussion  on  a clinical,  surgical  and 
pathological  study  of  fifteen  congenital  epithelial  tumors 
(epidermoids,  dermoids,  pearly  tumors  and  cholesteatomas) 
of  the  central  nervous  system  that  have  been  verified  micro- 
scopically at  the  Mayo  Clinic.  Fourteen  of  the  fifteen  p>a- 
tients  who  harbored  these  tumors  were  operated  on  by  the 
members  of  the  neurosurgical  staff  of  the  clinic,  with  three 
postoperative  deaths.  Fourteen  of  the  tumors  were  intra- 
cranial. One  dermoid  was  found  in  the  spinal  cord.  The 
average  age  of  the  patients  who  had  dermoid  tumors  was 
22.3  years  at  the  onset  of  symptoms  and  the  average  age  of 
patients  who  had  epidermoid  tumors  was  20  years  at  the 
time  of  onset.  The  average  duration  of  symptoms  was  six- 
teen years  in  cases  in  which  epidermoids  were  present  and 
eight  and  a half  years  in  cases  in  which  dermoids  were 
present.  Twelve  of  the  fourteen  patients  who  had  a congeni- 
tal epithelial  tumor  (dermoid  or  epidermoid)  in  the  head 
complained  of  headache.  Only  two  patients  had  had  con- 
vulsions; both  of  these  patients  had  tumors  that  were  situ- 
ated in  the  basofrontal  region.  Twelve  patients  displayed 
definite  alterations  in  their  mental  reactions.  A congenital 
intracranial  dermoid  or  epidermoid  should  be  suspected  in 
any  case  in  which  mental  disturbance  is  associated  with 
headache  that  has  been  present  for  a long  time  and  suggests 
increased  intracranial  pressure.  Five  of  the  patients  had 
edema  of  the  optic  disks  at  the  time  they  were  examined 
at  the  clinic.  One  had  an  associated  defect  in  the  field  of 
vision  which  was  sufficiently  characteristic  to  localize  the 
tumor. 
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CARCINOMA  OF  THE  BREAST  WITH 
MILIARY  METASTASIS* 

Charles  P.  Larson,  M.D. 

STEILACOOM,  WASH. 

I report  this  case  because  of  its  unusual  clinical 
and  pathologic  manifestations,  and  because  it 
should  be  incorporated  into  our  tumor  literature. 

A female,  age  63,  was  admitted  to  Western  Washington 
State  Hospital  for  the  Insane  on  January  26,  1934.  The 
psychosis  was  of  recent  origin  and  rapid  onset,  the  clinical 
picture  resembling  that  of  senile  dementia.  She  had  been 
examined  by  the  staffs  of  two  local  hospitals  before  admis- 
sion and  had  a thorough  examination  at  the  time  of  ad- 
mission to  this  institution.  She  became  critically  ill  on 
-August  19,  1936,  and  died  three  days  later.  The  clinical 
picture  was  that  of  cardiac  failure  with  hydrothorax. 

The  necropsy  findings  were  as  follows:  A.  well  nourished 
female,  with  flat,  symmetrical,  atrophic  breasts  of  a rather 
firm  consistency  which  on  palpation  revealed  a small  firm 
nodule  in  the  outer  upper  quadrant  of  the  left  breast.  This 
mass  could  only  be  palpated  with  difficulty  and  was  not 
fixed  to  either  the  superficial  or  deep  tissues. 

The  nodule  proved  to  be  a firm  encapsulated  mass  l.S 
cm.  in  diameter,  with  no  restriction  of  mobility.  The  cut 
surface  presented  a cicatrical  appearance,  with  radiating 
strands  of  connective  tissue  throughout.  There  were  yel- 
lowish streaks  and  granules  scattered  among  the  connective 
tissue  strands,  but  no  cyst  formation.  There  was  a small, 
firm,  yellow  white  nodule  2 cm.  in  diameter  embedded  in 
the  liver  substance,  and  a similar  small  nodule  overlying 
the  right  tenth  rib  in  the  midscapular  line.  Other  gross 
macroscopic  findings  were  hydropericardium,  hydrothorax, 
passive  atalectasis,  generalized  arteriosclerosis,  and  a dilated 
heart  with  a soft  friable  myocardium.  The  axillary,  supra- 
clavicular, subclavicular,  and  substernal  glands  were  small, 
soft  and  of  normal  appearance  on  cut  surface. 

Microscopic  examination  of  the  breasts  revealed  senile 
involution  with  atrophy.  The  connective  tissue  was  increased 
in  amount  and  hyaline  in  appearance.  The  gland  lobules 
were  reduced  to  a mere  trace,  but  many  of  the  ducts 
persisted,  some  of  them  being  widely  dilated  and  the  lumen 
filled  with  desquamated  cells.  In  a few  places  there  were 
papillary  outgrowths  of  the  lining  cells  of  the  ducts.  The 
nodule  in  the  left  breast  was  well  encapsulated  by  firm 
hyaline  connective  tissue.  The  center  of  the  nodule  was 

* Prom  the  Pathologic  Laboratory,  Western  State  Hos- 
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composed  of  large,  hyperchromatic,  granular  cells,  growing 
in  an  aborted,  aplastic,  adenomatous  fashion.  There  were 
normal  ducts  retained  within  the  nodule,  some  of  these 
being  widely  dilated  and  showing  papillary  outgrowths  of 
the  lining  epithelium.  There  was  considerable  fibrosis  be- 
tween the  tumor  masses,  and  infiltrating  into  this  connec- 
tive tissue  were  scattered  small  groups  of  tumor  cells 
growing  in  a diffuse  manner  with  only  traces  of  the 
adenomatous  structure  retained.  None  of  the  regional 
lymph  glands  removed  for  section  showed  any  evidence 
of  carcinomatous  extension.  Sections  of  the  underlying 
pectoral  muscle  were  also  free  from  tumor  extension. 

Microscopic  sections  of  the  liver,  lungs  and  bone  mar- 
row revealed  a miliary  metastasis  of  the  tumor  cells. 
Many  of  the  small  branches  of  the  portal  vein  were 
filled  with  plugs  of  tumor  tissue,  which  in  some  instances 
were  actively  proliferating  and  in  others  the  tumor  cells 
were  undergoing  degeneration.  The  liver  was  riddled  with 
small  microscopic  foci  of  tumor  cells.  In  the  lungs  there 
were  diffuse,  multiple,  recent,  microscopic  tumor  metastases, 
which  were  grouped  around  the  smaller  parenchymal 
branches  of  the  pulmonary  artery.  The  bone  marrow  of  the 
ribs  showed  microscopic  aggregates  of  tumor  cells  in  the 
myeloid  tissue.  The  visible  nodule  in  the  liver  substance 
was  composed  of  large  hyperchromatic  cells  growing  in  a 
diffuse  manner  with  only  traces  of  the  original  adenomatous 
arrangement. 

The  primary  tumor  seems  to  fall  into  the  class 
of  adenocarcinoma,  probably  arising  from  a seg- 
ment of  a dilated  duct  within  a previously  encap- 
sulated mass  of  glandular  tissue. 

SUMMARY 

This  case  is  interesting  primarily  because  of  the 
impossibility  of  making  a diagnosis  upon  physical 
examination,  due  to  the  small  size  and  strict  locali- 
zation of  the  primary  breast  nodule.  Judging  from 
the  diffuse  miliary  distribution  of  the  metastasis 
the  spread  must  have  occurred  through  the  blood 
stream. 

This  is  not  the  usual  means  of  dissemination 
observed  in  this  type  of  carcinoma.  It  is  worthy  of 
note  that  there  was  no  local  extension.  Radical 
surgical  excision  would  obviously  have  been  of  no 
avail  in  a case  of  this  type. 


Pig.  1. 

Hyperplasia  of  lining  celts  of  a 
dilated  duct  in  breast. 


Fig.  2. 

Breast  nodule.  Shows  adenomatous 
arrangement  of  the  cancer. 


Fig.  3. 

Liver.  Shows  tumor  cells  in  a 
small  branch  of  the  portal  vein. 
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Improvements  in  Treatment  of  Cancer  of  Rectum. 
Richard  B.  Cattell,  Boston  {Journal  A.  M.  A.,  Dec.  19, 
1936),  states  that  operation  for  cancer  of  the  rectum  must 
attempt  to  remove  the  involved  rectum,  an  appreciable  por- 
tion of  the  intestine  above  and  below  the  lesion  and  as  wide 
an  excision  of  mesentery  and  pelvic  contents  as  possible. 

I With  this  in  mind,  he  believes  that  the  most  radical  opera- 
tion should  be  performed  which  is  consistent  with  the  pa- 
tient’s condition  and  which  offers  a reasonable  chance  for 
survival.  It  is  ithe  application  of  this  principle — utilizing  the 
correct  operation  for  the  individual  patient — that  has  re- 

I suited  in  better  results  during  the  last  few  years.  With  the 
increasing  interest  in  the  treatment  of  cancer  of  the  rectum 
in  particular,  the  diagnosis  in  patients  having  this  condition 
should  be  accomplished  earlier.  Considerable  attention  has 
been  paid  in  recent  years  to  measures  that  will  best  prepare 
the  patient  for  operation,  and  these  have  definitely  resulted 
in  a lower  operative  mortality  and  a lower  incidence  of  se- 
rious complications.  These  measures  can  be  roughly  divided 
into  those  having  to  do  with  the  general  condition  of  the 
patient  and  with  the  local  condition  of  the  intestine.  A long 
preoperative  period  of  preparation  in  the  hospital  is  prob- 
ably not  necessary,  but  sufficient  time  should  be  taken  to 
insure  getting  the  patient  in  the  best  condition  possible  be- 
fore operation.  The  most  enthusiastic  proponent  for  the  one 
stage  abdominoperineal  resection  will  admit  that  there  are 
a considerable  number  of  patients  in  whom  the  operation  is 
not  applicable.  Patients  with  a lesion  of  borderline  opera- 
bility because  of  local  extension,  inflammation  and  possible 
abscess  should  be  operated  on  by  one  of  tbe  two  stage 
types  of  operation.  The  operative  treatment  for  carcinoma 
of  the  rectosigmoid  and  rectum  should  properly  be  divided 
into  palliative  and  curative  or  radical  operations.  Resection 
of  the  presacral  nerve  during  the  course  of  operation  for 
carcinoma  of  the  rectum  is  easily  done  in  the  unfavorable 
cases.  This  is  a recent  surgical  development  that  has  defi- 
nitely contributed  to  the  comfort  of  patients  postoperative- 
ly,  particularly  those  with  local  extension  into  the  pelvis  in- 
volving the  bladder.  It  is  suggested  that  this  procedure  be 
carried  out  as  a routine  in  unfavorable  cases,  even  those  in 
which  only  colostomy  is  justified.  With  an  increasing  expe- 
rience with  radical  resection,  the  time  necessary  for  per- 
forming the  operation  has  been  brought  within  the  time 
of  a satsifactory  spinal  anesthesia.  Spinal  anesthesia  is  now 
employed  as  a routine  in  all  the  better  risks.  The  immediate 
postoperative  care  of  these  patients  aims  to  combat  shock, 
prevent  infection  and  offer  general  support  to  the  patient. 
Transfusions  should  be  given  as  a routine  following  ithe  re- 
section. The  incidence  of  peritonitis  in  these  cases  has  been 
reduced  markedly  by  the  two  stage  measures.  Patients 
operated  on  for  cancer  of  the  rectum  should  be  carefully 
followed  over  a long  period  of  time.  A careful  and  fre- 
quent follow-up  examination  permits  the  early  discovery  of 
local  recurrence  at  a time  when  further  treatment  may  be 
of  benefit.  lit  is  the  surgeon’s  duty  to  instruct  and  train  the 
patient  in  the  management  of  the  colostomy. 


Air-borne  Infection.  In  their  discussion  of  air-borne  in- 
fection William  Firth  Wells  and  Mildred  Weeks  Wells, 
Cambridge,  Mass.  {Journal  A.  M.  A.,  Nov.  21  and  28, 
1936),  state  that  during  the  last  five  years,  certain  develop- 
ments in  the  technic  of  air  bacteriology  at  Harvard  Uni- 
versity have  caused  a modification  of  the  views  regarding 
the  inability  of  air  to  transmit  infection.  The  invention  of 
an  instrument  for  the  extensive  exploration  of  and  the  prac- 
tical experimentation  on  controlled  atmospheres  initiated 
these  studies.  The  development  of  a technic  for  producing 
bacterial  suspension  by  atomizing  cultures  into  these  con- 
trolled atmospheres  became  an  important  factor  in  the  ex- 
perimental investigation.  The  technic  so  developed  provided 
a means  of  study  of  the  dispersion  of  bacteria  in  air,  and 
the  effect  of  physical  and  chemical  agents  on  their  viability. 
Droplets  expelled  into  the  air  from  the  nose  and  throat  in 
sneezing,  coughing,  and  the  like,  do  not  necessarily,  as  was 
concluded  from  Flugge’s  experiments,  fall  immediately  to 
the  ground  within  a short  distance  from  their  source.  They 
may  be  considered  to  float  or  drift  with  the  slightest  air 
currents  and  therefore  to  be  in  effect  a part  of  the  atmos- 
phere itself.  The  basic  fact  that  micro-organisms  can  re- 
main suspended  alive  in  air  for  periods  which  may  permit 


their  wide  dissemination  has  been  demonstrated.  The  time 
and  distance  which  infection  from  droplet  nuclei  may  travel 
depends  more  on  the  viability  of  the  organisms  in  air  than 
on  the  settling  rate.  The  differences  in  viability  of  the  vari- 
ous micro-organisms  when  suspended  in  air  seem  to  be  sig- 
nificant. Little  doubt  can  remain  as  to  the  adaptability  of 
nuclei  to  be  conveyed  by  air  when  it  is  found  that  they 
drift  with  so  much  greater  readiness  than  the  dust  with 
which  all  are  familiar.  Wide  distribution  of  “nuclei”  in  a 
building  was  demonstrated  by  inoculating  with  a culture  of 
B.  coli  the  humidifying  water  of  a one-room  air  condi- 
tioner in  the  basement  of  the  Harvard  School  of  Public 
Health.  These  air-floating  nuclei  are  peculiarly  adapted  to 
bear  infected  matter,  and  the  physiologic  processes  of  res- 
piration provide  an  obvious  mechanism  for  implantation  on 
the  nasopharyngeal  tissue  of  a person  breathing  the  air. 
The  widespread  occurrence  of  clinical  cases  of  measles  and 
smallpox  (in  which  infection  is  manifested  by  disease)  al- 
most requires  the  hypothesis  of  air-borne  transmission.  The 
cases  of  “diseases  of  childhood,”  the  total  number  of  infec- 
tions required  to  immunize  a population  to  these  diseases 
before  maturity,  and  the  repeated  attacks  of  those  diseases 
in  which  no  permanent  immunity  is  conferred  reveal  a 
universality  of  infection  which  falsifies  the  premises  on 
which  was  based  the  conclusion  that  the  air,  breathed  by 
all,  cannot  be  infective.  That  all  forms  of  contact  work  co- 
operatively in  spreading  infection,  there  is  good  reason  to 
believe  that  only  that  phase  which  is  called  air-borne  infec- 
tion can  be  swift  enough  to  explain  the  epidemic  spread  of 
nasopharyngeal  disease  in  nonimmune  populations.  The 
Public  Health  Service  figures  show  that  more  than  8S  per 
cent  of  the  deaths  from  infectious  and  parasitic  diseases  oc- 
curring in  the  United  States  in  1933  were  from  diseases  in 
which  the  usual  portal  of  entry  of  the  causative  micro-or- 
ganism is  the  nasopharynx.  Of  the  incidence  of  illness,  based 
on  nation-wide  periodic  surveys  in  1928-1931,  colds  and 
bronchitis,  influenza  and  pneumonia,  and  tonsillitis  occupy 
the  first  three  places  in  annual  incidence,  causing  consider- 
ably more  than  half  of  the  total  cases.  The  predominance 
among  infectious  diseases  of  those  transmitted  through  the 
nasopharynx  challenges  public  health  measures  of  control. 
Until  the  purity  of  our  common  air  supplies  can  be  estab- 
lished through  sanitary  control,  the  transmission  of  these 
diseases  by  air  cannot  be  disproved.  The  question  of  air- 
borne infection  will  not  be  definitely  answered  until  com- 
mon air  supplies  are  rendered  free  from  nasopharyngeal 
contamination,  just  as  endemic  water-borne  intestinal  dis- 
ease became  apparent  only  with  change  from  polluted  to 
pure  water  supplies.  A solid  foundation  for  sanitary  air 
analysis  has  been  developed,  by  which  the  purity  of  air  can 
be  determined,  air  contamination  interpreted,  and  the  ef- 
ficiency of  air  purification  processes  tested. 


Endocrine  Factors  in  Sterility.  Richard  Chute,  Boston 
{Journal  A.  M.  A.,  Dec.  S,  1936),  is  of  the  opinion  that 
much  of  the  treatment  of  endocrine  sterility  in  the  past  has 
been  unsuccessful  owing  partly  to  the  indiscriminate  use  of 
miscellaneous  gland  therapy,  based  on  vague  hopes  rather 
than  on  science.  Clinically  there  are  three  glands,  the  hypo- 
functioning of  which  are  mainly  responsible  for  most  endo- 
crine sterilities — the  anterior  pituitary  most  frequently,  then 
the  ovary,  and  the  thyroid.  In  dealing  with  sterility  of 
probable  endocrine  origin,  it  is  of  fundamental  importance 
to  find  out  by  means  of  both  clinical  and  laboratory  ob- 
servations, including  biologic  hormone  tests,  which  gland  is 
primarily  responsible,  in  order  to  give  the  proper  treatment 
intelligently  and  effectively.  The  therapeutic  injection  of 
gonad  substance  not  only  does  not  stimulate  the  gonads  but 
injures  them  and  is  contraindicated  in  sterility.  At  the  pres- 
ent time  the  simultaneous  administration  of  both  pituitary 
gonadotropic  principles  would  seem  to  be  the  best  form  of 
therapy  in  cases  of  gonadal  hypofunction  which  have  been 
shown  to  be  secondary  to  failure  of  the  anterior  pituitary. 
Thyroid  extract  is  a very  valuable  aid  to  the  treatment  of 
sterility.  Since  nothing  can  be  done  for  sterile  adults  with 
markedly  and  completely  hypoplastic  testes  and  ovaries,  it 
is  desirable  for  adolescents  who  present  any  endocrine 
symptoms,  such  as  delayed  appearance  of  the  catamenia, 
to  consult  a physician  and  have  treatment  before  it  is  too 
late  and  the  developmental  impulse  is  exhausted. 
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EDITORIAL 

OUTLOOK  FOR  THE  NEW  YEAR 

•At  the  beginning  of  the  new  year  it  is  customary 
to  review  in  one’s  mind  something  of  the  events  of 
the  preceding  year,  not  for  the  purpose  of  regrets 
or  recriminations  for  failures,  but  with  the  purpose 
of  formulating  future  plans  that  it  is  hoped  may 
promote  success  in  the  occupation  in  which  one  is 
engaged.  During  recent  months  there  have  been 
reports  from  various  parts  of  the  country  of  in- 
creased business  in  many  lines  of  endeavor  which 
are  considered  an  indication  of  a return  of  more 
prosperous  conditions.  These  reports  produce  a 
feeling  of  satisfaction,  since  the  success  in  any  line 
of  effort  is  based  on  an  increase  of  business  not  only 
in  one’s  own  line,  but  in  occupations  of  others  in 
many  parts  of  the  country.  The  practice  of  medi- 
cine is  no  exception  to  this  rule.  Business  failures 
and  successes  determine  similar  situations  in  the 
practice  and  business  of  physicians.  Whether  one 
develops  a successful  or  unsatisfactory  line  of  prac- 
tice depends  not  only  on  one’s  own  ability  and  as- 
sociations, but  also  on  the  general  prosperity  or 
otherwise  of  the  section  of  the  country  in  which 
one  is  located. 

Every  state  has  its  own  peculiar  problems  affect- 
ing medical  practice  and  the  relations  of  physicians 
to  their  patients  in  the  community.  For  several 
years  the  specter  of  state  medicine  has  hung  like 
a pall  over  the  medical  profession.  Apparently  this 
does  not  at  present  seem  quite  so  alarming  as  in 
the  past,  due  either  to  familiarity  with  the  threat- 
ened calamity  or  the  fact  that  enthusiasm  has 
abated  somewhat  in  some  sections.  At  the  same 
time  it  is  well  known  that  certain  groups  of  social 
and  welfare  workers  are  determined  to  establish 
something  along  the  line  of  health  insurance  suffi- 
ciently comprehensive  to  include  the  whole  nation 
or  developed  locally  in  certain  states.  What  the 
situation  may  develop  in  the  states  of  the  Pacific 
Northwest  is  problematical  at  present. 

It  is  well  known  that  certain  of  our  legislators 
contemplate  introducing  bills  in  our  legislative  as- 
semblies during  the  coming  sessions,  whose  purpose 
is  to  establish  some  form  of  state  medicine.  It  is 


believed  these  enthusiasts  are  not  thoroughly  famil- 
iar with  the  destructive  results  to  medical  practice 
and  the  welfare  of  patients  which  have  ensued  in 
other  countries  where  these  measures  have  been 
carried  out.  It  is  as  true  now  as  in  recent  years  that 
a program  of  education  in  these  matters  is  de- 
manded, if  such  enactments  are  to  be  averted.  For- 
tunately in  the  states  in  which  our  readers  practice 
their  profession,  able  and  earnest  physicians  have 
been  elected  to  our  legislatures  and  they  can  be 
trusted  in  the  coming  sessions  to  deal  wisely  and 
deliberately  with  bills  that  may  be  introduced,  the 
enactment  of  which  would  result  unfortunately  for 
the  welfare  of  the  public  and  the  successful  mainte- 
nance of  medical  practice. 

The  fact  cannot  be  too  freely  emphasized  that 
the  medical  profession  has  at  heart  the  welfare  of 
all  classes  of  people.  None  are  more  interested  than 
they  in  properly  caring  for  the  underprivileged  and 
they  give  them  the  advantage  of  the  best  attain- 
ments of  medical  science  for  the  treatment  of  illness 
with  as  much  care  as  is  given  to  the  more  opulent 
members  of  the  community.  This  has  been  demon- 
strated by  the  whole  history  of  medical  practice  and 
the  charge  of  selfishness  and  lack  of  due  considera- 
tion on  the  part  of  the  medical  profession  in  the 
treatment  of  all  classes  has  been  refuted  by  the  re- 
sults of  the  past  years  of  medical  service. 

Although  different  methods  are  in  vogue  in  our 
states  to  meet  these  problems  and  care  for  the 
needy,  it  is  believed  that  in  each  state  they  can  be 
met  and  successfully  solved  by  the  united  efforts  of 
the  medical  profession  working  harmoniously  with 
the  various  interests  laboring  to  promote  the  gen- 
eral welfare.  It  is  hoped  that  all  members  of  the 
profession  may  exercise  a sympathetic  and  coopera- 
tive attitude  in  the  efforts  to  abolish  friction  among 
their  fellow  practitioners  and  with  a united  front 
carry  out  measures  which  may  promote  public  wel- 
fare and  maintain  the  integrity  of  the  practice  of 
medicine. 


WASHINGTON  COMMISSIONER 
OF  HEALTH 

Since  the  Department  of  Health  is  one  of  the 
most  important  among  the  divisions  of  the  state 
government,  both  physicians  and  laymen  are  in- 
terested in  its  management  and  the  personnel  of 
its  officials.  During  the  past  three  years  E.  R. 
Coffey  has  served  as  Washington  state  commis- 
sioner of  health,  being  released  for  this  purpose 
from  the  United  States  Public  Health  Service,  with 
which  he  had  served  officially  for  many  years.  He 
has  now  returned  to  that  service,  having  accom- 
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plished  much  satisfactory  work  for  Washington 
during  that  period. 

For  appointment  as  his  successor  as  State  Com- 
missioner of  Health,  Governor  Martin  has  selected 
Donald  G.  Evans  who  has  recently  served  as  as- 
sistant in  that  department.  After  graduating  from 
Medical  Department  of  University  of  Iowa  in 
1929,  he  came  to  Seattle  where  he  served  as  in- 
terne at  the  city  hospital.  Following  this  he  was 
officially  connected  for  several  years  with  Chil- 
dren’s Hospital  in  Los  Angeles,  Doernbecker  Me- 
morial Hospital  in  Portland  and  the  Seattle  Tuber- 
culosis Clinic.  In  1934  he  attended  the  School  of 
Public  Health  at  Johns  Hopkins  Hospital  Uni- 
versity, from  which  he  received  a certificate  of  Pub- 
lic Health.  In  1935  he  became  connected  with  the 
Seattle  Health  Department  and  about  a year  ago 
began  service  as  assistant  to  the  state  commissioner 
of  health.  This  record  indicates  that  Dr.  Evans  is 
well  qualified  to  serve  as  the  active  head  of  the 
State  Department  of  Health.  It  is  a special  satis- 
faction to  note  that  it  was  possible  for  Governor 
Martin  to  select  a man  to  fill  this  important  posi- 
tion who  was  well  known  to  the  profession  of  the 
state  and  familiar  with  its  problems.  It  is  antici- 
pated that  Dr.  Evans  will  prove  a capable  and 
accomplished  state  official. 


WATCH  OUT  FOR  THIS  SWINDLER 
Recently  a man  has  canvassed  among  the  physi- 
cians of  Seattle  and  probably  in  other  cities  of  the 
Northwest,  representing  himself  to  be  a solicitor 
for  the  publications  of  The  C.  V.  Mosby  Company. 
He  has  obtained  money  from  several  men  who  have 
paid  in  advance  for  the  purchase  of  books  pub- 
lished by  this  firm  and  later  they  have  discovered 
the  swindle  which  has  been  perpetrated  upon  them. 

letter  from  the  circulation  manager  of  The  Mosby 
Company  says,  “H.  A.  Jacobs  is  a swindler  who 
is  going  about  the  country  posing  as  our  repre- 
sentative and  collecting  money  whenever  he  can 
secure  it.  We  would  like  to  locate  him;  we’d  lose  no 
time  in  having  him  confined  in  Jail.”  If  this  man 
approaches  anyone  reading  this  notice,  he  will 
serve  the  profession  and  the  publisher  by  imme- 
diately notifying  the  police  department  of  his  city. 


DO  YOU  READ  THE  ADVERTISEMENTS? 

All  publications  are  dependent  to  a very  large 
extent  on  the  income  from  advertisers  to  meet  the 
expenses  of  existence.  Advertisers  patronize  a pub- 
lication from  which  they  receive  returns  which  are 
considered  adequate  for  their  investments  in  ad- 


vertising. This  patronage  depends  upon  the  extent 
to  which  readers  observe  them  and  respond  to  the 
particular  specifications  included.  Medical  adver- 
tisers are  no  exception  to  the  principles  comprised 
in  these  statements. 

Advertisements  in  our  journal  are  scrutinized  as 
to  their  dependability  and  usefulness.  They  comprise 
only  such  as  are  included  in  the  designation  of 
ethical.  Therefore,  it  is  believed  that  they  are 
worthy  of  the  patronage  and  support  of  the  pro- 
fession in  the  territory  which  it  serves.  Attention 
is  particularly  called  to  those  advertisements  which 
publish  coupons.  The  clipping  and  mailing  of  these 
involve  the  return  of  something,  as  a rule,  which 
it  is  believed  will  be  of  interest  and  profit  to  the 
reader.  It  is  suggested  that  more  use  be  made  of 
these  coupons  both  for  the  benefit  of  the  advertisers 
and  the  readers  of  the  journal.  It  is  for  their  mutual 
benefit  that  these  suggestions  are  offered. 


SECTIONAL  MEETING  OF  AMERICAN 
COLLEGE  OF  SURGEONS 
This  sectional  meeting  will  be  held  in  Seattle, 
March  31-April  2,  with  headquarters  at  Olympic 
Hotel.  Participants  in  the  meeting  will  be  Wash- 
ington, Oregon,  Idaho,  Montana,  British  Colum- 
bia. Of  the  Committee  on  Local  Arrangements, 
E.  Weldon  Young  is  chairman,  Alexander  B.  Hep- 
ler,  vice-chairman,  Edwin  A.  Nixon,  secretary.  The 
program  includes  conferences  and  discussions  on 
general  surgery  and  eye,  ear,  nose  and  throat  sur- 
gery. Medical  motion  pictures  will  cover  these  sub- 
jects. Special  clinics  will  be  arranged. 


EDITORL'\L  CHANGES 
Beginning  with  the  new  year,  the  Oregon  Journal 
trustees  have  appointed  as  Associate  Editors  Blair 
Holcomb  of  Portland  and  C.  E.  Hunt  of  Eugene. 


Blood  Pictures  in  Primary  Diseases  of  Lymphatic 
System:  Their  Character  and  Significance.  B.  K.  Wise- 
man, Columbus,  Ohio  {Journal  A.  M.  A.,  Dec.  19,  1936), 
discusses  only  those  primary  lymph  node  diseases  and  the 
blood  changes  produced  by  them  which  are  susceptible  to 
treatment  with  radiation.  These  consist  of  lymphosarcoma, 
lymphatic  leukemia  and  Hodgkin’s  disease.  It  is  probable 
that,  excepting  the  benign  hyperplasias,  all  primary  diseases 
of  the  lymphoid  tissues  difficult  to  classify  belong  in  one  of 
these  three  classes.  All  grades  of  lymphatic  leukemia  may  be 
encountered,  ranging  from  the  pathologic  state  without 
leukemia,  through  benign  states  resembling  chronic  lympho- 
cytosis, to  those  whoch  are  rapidly  progressive  and  rapidly 
fatal.  Many  of  these  types  show  very  little  resemblance, 
cytologically,  clinically  or  histologically,  to  neoplasia. 
Lymphosarcoma  may  be  characterized  hematologically 
either  by  a leukemic  or  by  a nonleukemic  blood  picture.  The 
former  constitutes  a type  of  leukemia  (leukosarcoma) 
which  possesses  sp>ecial  features  of  neoplasia  and  is  rapidly 
progressive  and  very  radiosensitive.  Hodgkin’s  disease,  usu- 
ally but  not  always,  possesses  a characteristic  blood  picture. 
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OREGON 

P.  W.  A.  Builds  Hospital.  Recent  additions  to  hospital 
facilities  in  Oregon  by  means  of  P.  W.  A.  money  are: 
Oregon  State  College  Infirmary,  Corvallis,  $100,000;  Uni- 
versity of  Oregon  Infirmary,  Eugene,  $120,000;  Dormitory 
for  Blind,  Salem,  $71,000;  Tuberculosis  Hospital,  Salem, 
$101,000;  Ward  at  State  Hospital,  Salem,  $160,000;  Nurses’ 
Home,  The  Dalles,  $27,000. 

Hospital  Open  House.  The  citizens  of  Lebanon  and 
vicinity  were  invited  to  inspect  the  new  general  hospital 
recently  opened  in  that  city.  Many  pieces  of  equipment 
were  donated  by  public  spirited  citizens  and  organizations 
of  the  community. 

Maternity  Wing  Completed.  Lakeview  Public  Hospital 
has  opened  a new  addition  to  be  used  for  obstetric  cases. 
The  new  wing  is  well  isolated  from  the  remainder  of  the 
hospital  and  is  fully  equipped. 

Health  Unit  Established.  A health  unit  has  been  or- 
ganized for  Washington  County.  Funds  are  derived  from 
federal  grants,  county  appropriations  and  donations  from 
various  school  districts.  A county  physician  has  not  yet 
been  selected. 

Charity  Ball  Aids  Hospital.  Members  of  a Corvallis 
social  organization  held  a party  December  19  in  order  to 
raise  money  for  purchase  of  new  equipment  for  the  Cor- 
vallis Hospital. 

Taxes  Invalid.  Taxes  assessed  against  Pacific  Christian 
Hospital  at  Eugene  prior  to  1933  were  declared  invalid  re- 
cently by  the  state  Supreme  Court. 

Health  Officer  Returns.  Courtney  M.  Smith  has  re- 
turned to  Oregon  City  after  three  and  a half  months  study 
at  Berkeley.  He  will  have  charge  of  public  health  work 
for  Clackamas  County. 

Munro  L.  Strong  of  Portland  has  taken  over  the  prac- 
tice of  D.  W.  Gregg  at  Fossil.  Dr.  Gregg  is  moving  to  The 
Dalles. 


WASHINGTON 

New  Society  Organized.  A charter  has  been  issued  by 
the  State  Association  for  a new  county  society,  designated 
Coulee  Dam  Society.  This  will  replace  Grant  County  So- 
ciety. The  officers  are  R.  D.  Wright,  president;  A.  H.  Seer- 
ing,  secretary,  both  of  Mason  City. 

Hospital  Lectures.  Seattle  General  Hospital  held  its  third 
annual  lecture  course  December  29-31.  The  lecturer  was 
G.  O.  Brown,  Professor  of  Medicine  at  St.  Louis  University. 
The  lectures  were  well  attended  and  appreciated. 

Hospital  Head  Changed.  W.  W.  Schwabland  has  been 
replaced  as  head  of  Morningside  Hospital,  Seattle,  by  Grant 
Calhoun.  The  hospital  cares  for  indigent  sufferers  with 
tuberculosis. 

Insulin  for  Schizophrenics.  Western  State  Hospital  at 
Steilacoom  has  begun  trial  of  the  insulin  shock  method  of 
treating  schizophrenia,  recently  announced  from  Vienna. 

Fees  for  Care  of  Indigents.  A committee  of  medical 
men  has  been  appointed  by  the  commissioners  of  Whitman 
County  to  establish  fees  for  care  of  indigent  patients  not  in 
the  hospital.  It  is  felt  that  money  may  be  saved  by  caring 
for  many  of  these  patients  at  home. 


Public  Meeting  on  Cancer.  The  American  Society  for 
the  Control  of  Cancer  sponsored  a recent  meeting  in  Seattle.  p 
It  was  addressed  by  Horace  Whitaker  of  Tacoma  and  W.  C.  ^ 
Woodward,  John  Wirth,  and  Donald  Trueblood  of  Seattle.  i 
Laboratory  Head  Resigns.  W.  Alfred  Buice  has  resigned 
as  director  of  laboratories  at  the  Eastern  State  Hospital  at  I 
Medical  Lake. 

Asa  L.  Seeds,  formerly  of  Baltimore,  has  become  asso-  i 
ciate  radiologist  with  J.  Melvin  Aspray  at  the  Secred  Heart  i 
Hospital,  Spokane. 

M.  F.  Fuller  has  moved  from  Montesano  to  Aberdeen,  ■ 
where  he  has  become  associated  with  H.  C.  Randolph.  > 

F.  A.  Plum  has  returned  to  Aberdeen  after  eight  years 
in  Honolulu. 


IDAHO 

Laboratory  Installed.  The  Weiser  General  Hospital 
has  installed  a complete  clinical  laboratory  with  facilities 
for  all  modern  work.  A trained  technician  is  in  charge. 

M.  F.  Froyd,  formerly  of  Chicago,  has  become  associated 
with  W.  F.  Robertson  of  Orofino. 


OBITUARIES 

Dr.  John  W.  Goodheart  of  Bellingham,  Wash.,  died 
November  28  after  a three-year  illness,  aged  70.  He  was 
born  in  Bloomington,  Illinois,  and  received  his  early  educa- 
tion in  that  city  and  at  Illinois  State  Normal.  His  medical 
education  was  received  at  Northwestern  University,  from 
which  institution  he  received  his  degree  in  1890.  He  came 
to  New  Whatcom  shortly  after  graduating  and  practiced 
until  1896,  when  he  went  back  to  Illinois  for  postgraduate 
work.  In  1902  he  returned  to  Washington  and  began  his 
practice  in  Bellingham.  He  enjoyed  great  popularity  among 
'ay  and  professional  friends  and  was  a member  of  a large 
number  of  professional  and  fraternal  organizations.  He  was 
a past  president  of  the  Whatcom  County  Medical  Society. 

Dr.  Daniel  E.  Keyes  of  Spokane,  Wash.,  died  at  his 
home  November  19,  of  heart  disease,  aged  66.  He  had 
been  ill  for  several  weeks.  He  was  born  at  Le  Due,  Mis- 
souri, and  received  his  medical  education  at  St.  Louis  Col- 
lege of  Physicians  and  Surgeons,  obtaining  his  degree  in 
1893.  He  practiced  for  a time  at  Clinton,  Missouri.  In  1898 
he  moved  to  Mullan,  Idaho,  where  he  practiced  for  thirty 
years.  In  addition  to  his  practice  he  operated  a drug  store, 
developed  and  operated  the  city  water  system  which  he 
continued  to  own  until  1929,  and  served  for  many  years  as 
coroner  of  Shoshone  County. 

Dr.  James  H.  Thompson  of  Enterprise,  Oregon,  died  at 
his  home  November  20,  aged  68.  He  had  been  ill  for  sev- 
eral years  but  had  been  bedridden  only  a few  weeks.  He 
was  born  in  Kane  City,  Pennsylvania,  and  received  his 
medical  degree  from  University  of  Pittsburgh  School  of 
Medicine  in  1896.  He  practiced  in  Murrysville,  Pennsyl- 
vania, until  1902  when  he  moved  to  Joseph,  Oregon.  In 
1913  he  sold  his  practice  and  returned  to  Pittsburgh  for 
postgraduate  work.  After  three  years  he  again  came  West, 
settling  in  Enterprise.  He  enlisted  in  the  medical  corps  in 
the  early  days  of  the  World  War  and  served  in  one  of  the 
base  hospitals  in  France  as  a major. 

Dr.  Francis  A.  Harlow  of  Bremerton,  Wash.,  died  at 
his  home  November  22,  of  heart  disease,  aged  75.  He  had 
been  ill  for  more  than  a week  prior  to  his  death.  He  was 
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in  Silverdale  some  forty-five  years  ago.  Many  of  his  calls 
in  early  days  were  made  by  means  of  a row  boat.  He  was 
born  in  Wisconsin,  spent  his  boyhood  in  Iowa  and  received 
his  premedical  education  at  Omaha.  He  studied  medicine 
at  St.  Joseph,  Mo.,  and  completed  his  training  at  Cooper 
Medical  College,  San  Francisco,  where  he  received  his  medi- 
cal degree  in  1895.  .^fter  practicing  a short  time  at  Silver- 
dale  he  entered  the  Indian  Service  for  four  years,  then  re- 
turned to  Kitsap  County  to  settle  in  Bremerton.  He  has 
not  been  in  active  practice  for  several  years. 

Dr.  Robert  L.  Thomson,  formerly  of  Spokane,  Wash., 
died  in  Lewiston,  Idaho,  December  10  from  acute  disease 
of  the  heart,  aged  81  years.  He  was  born  in  Clark  County 
near  Winchester,  Kentucky,  in  1855.  He  obtained  his  medi- 
cal degree  at  Kentucky  School  of  Medicine,  Louisville,  in 
1880.  Immediately  after  graduation  he  was  appointed  pro- 
fe.ssor  of  anatomy  in  this  medical  school  where  he  remained 
for  five  years,  at  the  same  time  practicing  in  Louisville.  The 
next  two  years  were  spent  in  the  Manhattan  Eye,  Ear, 
Nose  and  Throat  Hospital  in  New  York,  after  which  he 
practiced  this  sfjecialty  in  St.  Louis  for  two  years.  At  that 
time  he  was  connected  editorially  with  a medical  journal. 
He  moved  to  Spokane  in  1890,  where  he  established  prac- 
tice with  Dr.  Coe,  being  later  joined  by  Wilson  Johnston 
and  C.  A.  Veasey.  On  account  of  ill  health  he  retired  in 
1914,  dividing  his  time  thereafter  between  Seattle,  Bain- 
bridge  Island,  and  California.  While  recently  visiting  a 
nephew  at  Almota  he  was  suddenly  stricken  with  his  fatal 
illness.  On  account  of  his  pleasing  disposition  and  many 
attractive  qualities  he  had  many  friends  both  within  and 
without  the  medical  profession.  He  was  devoted  to  his 
religious  convictions  and  during  his  adult  life  was  a mem- 
ber of  the  Presbyjerian  Church.  His  Christian  spirit  was  ex- 
hibited by  numerous  kind  deeds  during  his  many  years  of 
practice. 

Dr.  Byron  D.  Henry  of  Endicott,  Wash.,  died  suddenly 
December  1,  of  heart  disease,  aged  60.  He  had  returned 
from  two  weeks  treatment  and  rest  in  Portland,  the  day 
before  his  death.  He  was  born  in  Hamilton,  Pennsylvania, 
and  graduated  from  Jefferson  Medical  College  of  Philadel- 
phia in  1897  at  the  age  of  twenty.  He  practiced  for  a time 
in  Pennsylvania,  moving  to  Endicott  in  1902.  During  the 
World  War  he  served  at  Fort  Winfield  Scott  in  California, 
leaving  the  service  as  a captain  in  the  medical  corps.  Since 
that  time  he  has  practiced  at  Endicott  and  Colfax. 

Dr.  Gladsden  E.  Howe  of  Silverdale,  Wash.,  died  at  his 
home  December  2,  aged  82.  He  was  born  in  Charleston, 
South  Carolina,  in  1854  and  received  his  medical  degree 
from  Medical  College  of  the  State  of  South  Carolina, 
Charleston,  in  1887.  He  moved  to  Seattle  in  1889  and  prac- 
ticed there  until  the  time  of  the  Alaska  gold  rush,  when  he 
went  North.  On  his  return  he  practiced  at  La  Conner  until 
his  retirement  to  Silverdale  fifteen  years  ago. 

Dr.  John  F.  Worcester  of  Portland,  Oregon,  died  De- 
cember 6 at  the  home  of  his  daughter  in  Duxbury,  Mass., 
aged  72.  He  was  born  in  Gloucester,  Mass.,  in  1864  and 
received  his  medical  degree  from  Boston  University  School 
of  Medicine  in  1888.  He  came  to  Portland  in  1911  and 
practiced  there  until  a short  time  before  his  death. 

Dr.  George  W.  Huse  of  Seattle,  Wash.,  died  December 
2,  aged  82.  He  was  born  in  Newburyport,  Mass.,  in  1854 
and  received  his  medical  degree  from  Harvard  University 
Medical  School  in  1887. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  M.  S.  Jones;  Secty.,  W.  H.  Chapman 

Central  Willamette  Medical  Society  held  its  regular 
monthly  meeting  at  the  Osburn  Hotel,  Eugene,  December 
3.  President  Melville  Jones  presiding. 

Robert  Lloyd  of  Toledo  and  Walter  Brown  of  Eugene 
were  admitted  to  membership  in  the  society. 

The  following  officers  were  elected  for  the  coming  year; 
President,  H.  R.  Kauffman,  Toledo;  Vice-President,  Joel  C. 
Booth,  Lebanon;  President-elect,  Chas.  Hunt,  Eugene; 
Secretary-Treasurer,  Lyle  M.  Bain,  Albany. 

Louis  P.  Gambee  of  Portland  read  a paper  on  “Some 
Features  of  Intestinal  Obstruction.” 

WASHINGTON 

COULEE  DAM  MEDICAL  SOCIETY 
Pres.,  R.  D.  Wright;  Secty..  A.  H.  Seering 

The  regular  December  meeting  of  Coulee  Dam  Society 
was  held  in  the  dining  room  of  Washington  Hospital  Asso- 
ciation, Mason  City,  December  8 at  8 p.m.  Motion  pictures 
of  the  progress  in  the  construction  of  the  Grand  Coulee 
Dam  were  shown  and  the  various  steps  of  the  construction 
were  explained  by  the  General  Manager,  Mr.  George  A. 
.Atkinson,  and  Vice-President  of  the  company.  Colonel 
M.  J.  Whitson. 

A.  H.  Seering  reviewed  the  recent  fall  epidemic  of  pneu- 
monia, presenting  a statistical  study  and  report  thereof. 
Films  demonstrating  technic  of  “Loop  Colostomy”  and 
Mikulicz  Type  II  Operation  were  shown. 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  W.  Henderson;  Secty.,  A.  F.  Birbeck 

Cowlitz  County  Medical  Society  held  a regular  meeting 
November  10,  at  Hotel  Monticello,  Longview.  Roy  E. 
Freeman,  a graduate  of  Northwestern  University  of  Chi- 
cago, who  has  recently  located  in  Longview  to  practice 
medicine  and  surgery,  was  elected  to  membership. 

E.  R.  Coffey  of  Seattle  gave  an  interesting  talk  on  the 
duties  of  City  and  County  Health  Officers  pertaining  to 
various  reports,  such  as  that  of  venereal  diseases,  con- 
tagious, etc. 

The  same  evening  the  Auxiliary  met  at  a no-host  din- 
ner at  Hotel  Monticello.  Mrs.  Bell  of  Tacoma,  State 
President  of  the  Auxiliary,  made  her  official  visit  and  gave 
a very  excellent  paper. 

The  Society  met  on  December  8 at  Hotel  Monticello. 
The  following  new  officers  were  installed  for  the  ensuing 
year:  P.  H.  Henderson,  President;  A.  F.  Birbeck,  first 
Vice-President;  J.  S.  McCarthy,  Secretary  and  Treasurer; 
J.  L.  Norris,  Corresponding  Secretary. 

Philip  Shonwald  of  Seattle  discussed  “Spores,  Mold 
and  Pollens  as  Related  to  Asthma,  Hay  Fever,  Sinusitis, 
and  Bronchial  Infections.”  The  lecture  was  illustrated  by 
lantern  slides  and  grasses  and  pollens  which  he  had  col- 
lected from  various  parts  of  Western  Washington. 

The  Auxiliary  was  entertained  by  Mrs.  P.  H.  Hender- 
son and  Mrs.  J.  L.  Norris  (joint  hostesses)  at  a busi- 
ness meeting  at  the  home  of  Mrs.  Henderson.  Following 
this  the  ladies  were  taken  to  the  R.  A.  Long  High  School 
to  see  the  play  “Comedy  of  Errors”  by  Shakespeare, 
one  of  the  earliest  settlers  in  Kitsap  County,  having  settled 
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KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  D.  Forbes;  Secty.,  M.  S.  Jared 

A regular  meeting  of  King  County  Medical  Society  was 
held  in  the  Auditorium  of  Medical  Dental  Building,  Se- 
attle, December  7 at  8: IS  p.m.,  President  Forbes  presiding. 
Minutes  of  the  meeting  of  November  16  were  read  and 
approved. 

The  following  resolution  was  read:  “Resolved,  That  the 
Board  of  Trustees  of  King  County  Medical  Society  consider 
it  unethical  for  any  member  to  consult  with  any  physician 
who  is  not  a member  of  the  Society  and  who  is  doing  pri- 
vate contract  practice.  This  applies  only  to  contract  pa- 
tients.” A notice  was  read  to  put  in  effect  the  enabling 
amendment  which  would  eliminate  from  the  dues  for  the 
coming  year  $S  for  the  building  fund. 

The  following  nominations  were  made  for  the  following 
year:  President-elect,  C.  W.  Knudson;  Secretary-Treasurer, 
Walter  B.  Seelye;  Trustees,  T.  T.  Manzer,  Robert  Forbes, 
E.  Nixon,  Harold  Nichols,  .\rmin  Rembe,  James  Math- 
ews. The  following  delegates  were  nominated  for  the  next 
meeting  of  Washington  State  Medical  Association:  A.  H. 
Peacock,  C.  E.  Hagj'ard,  E.  B.  Brookbank,  E.  W.  Young, 
Frederick  Slyfield,  J.  M.  Bowers,  H.  H.  Dudley,  B.  P. 
Mullen,  David  Metheny,  M.  S.  Jared,  A.  J.  Bowles,  H.  E. 
Nichols,  G.  G.  Marshall,  C.  E.  Gray,  H.  E.  Coe,  B.  J. 
King,  H.  J.  Davidson,  A.  G,  Friend. 

C.  F.  Davidson  read  a paper  on  “Hyperglycemia  with- 
out Glycosuria.”  He  mentioned  the  deviations  from  normal 
limits  of  blood  sugar  concentration,  including  numerous 
cases  of  hyperglycemia  without  glycosuria.  Case  histories 
were  cited  illustrating  this  diversity  of  manifestations.  He 
stated  it  is  a definite  diagnosable  condition  which  tends 
insidiously  to  maintain  morbid  exhibitions.  Diagnosis  is  de- 
pendent on  glucose  tolerance  tests.  The  paper  was  discussed 
by  A.  H.  Peacock. 

Glenn  S.  Usher  read  a paper  entitled  “Venereal  Disease 
Control  as  it  Relates  to  the  Private  Practitioner.”  He  stated 
his  purpose  was  to  demonstrate  how  all  can  work  together 
to  lower  the  incidence  of  venereal  diseases.  Report  of 
cases  is  the  first  essential.  He  discussed  why  doctors  failed 
to  do  this.  The  excuse  that  these  diseases  are  private  mat- 
ters is  not  valid  since  venereal  are  contagious  diseases.  The 
excuse  that  nothing  is  done  when  the  case  is  reported  is 
true  in  some  instances.  In  the  larger  cities,  however,  the 
departments  of  health  are  correcting  this  situation.  The 
report  of  cases  is  not  likely  to  lose  the  patient,  if  the  attend- 
ing physician  explains  all  the  conditions  involved.  Atten- 
tion was  called  to  the  fact  that  the  state  department  of 
health  furnishes  arsenicals  free  wherever  conditions  require 
it.  The  paper  was  discussed  by  D.  D.  Corlett,  L.  H Jacob- 
son and  W.  R.  Jones. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  W.  Howe;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  the  Pierce  County  Medical  So- 
ciety was  held  in  the  Medical  .Arts  Building,  Tacoma,  on 
December  8,  with  President  A.  W.  Howe  in  the  chair. 
Minutes  of  the  previous  meeting  were  read  and  approved. 

The  applications  of  Kenneth  H.  Sturdevant,  Paul  E. 
Tramp,  Edwin  C.  Muir,  and  Edward  R.  Anderson  were 
balloted  upon  and  they  were  elected  to  membership  in  the 
society. 

Jesse  W.  Read  gave  an  interesting  and  informative  paper 
on  “Hyperplastic  Tuberculosis  of  the  Colon,”  with  a case 
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report.  Discussion  was  by  S.  F.  Herrmann,  B.  D.  Harring- 
ton and  W.  W.  Mattson. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Murphy;  Secty.,  W.  J.  Wagner 
The  annual  banquet  meeting  of  Snohomish  County  Medi- 
cal Society  was  held  in  the  Monte  Cristo  Hotel,  Everett, 
December  3.  Newly  elected  officers,  A.  B.  Murphy,  presi- 
dent, and  William  J.  Wagner,  secretary-treasurer,  were  in- 
stalled. Following  these  ceremonies  the  meeting  was  ad- 
dressed by  Professor  Charles  Martin  of  the  University  of 
Washington  who  discussed  various  phases  of  the  European 
political  situation.  R.  D.  Forbes,  president  of  the  King 
County  Medical  Society,  also  spoke. 

At  the  same  time  the  Auxiliary  to  the  Medical  Society 
met  at  Monte  Cristo  hotel.  This  meeting  was  entertained 
with  music  by  two  of  the  high  school  organizations  and 
vocal  selections  by  Miss  Margaret  Engel.  Mrs.  D.  H.  Bell 
and  Mrs.  Horace  Whitaker  of  Tacoma  were  guests.  The 
ev'ening  was  concluded  with  bridge. 

SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  G.  Sprowl;  Secty.,  M.  T.  Harris 
A regular  meeting  of  the  Spokane  County  Medical  So- 
ciety was  held  December  10  at  the  Dessert  Hotel,  Spokane. 
Chief  speaker  of  the  evening  was  B.  E.  Boner  of  Salt  Lake 
City  who  addressed  the  meeting  on  “Uses  of  Analgesics  in 
Childbirth.”  The  paper  was  illustrated  by  slides.  Second 
paper  of  the  evening  was  by  J.  D.  Edgar,  pathologist  at 
Deaconess  Hospital,  who  urged  more  frequent  use  of  biopsy 
in  the  early  diagnosis  of  cancer.  ; 

WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 

Pres.,  A.  E.  Lange;  Secty.,  S.  R.  Page  ' 

Walla  Walla  Valley  Medical  Society  held  their  December  ' , 
meeting  at  the  Grand  Hotel,  Walla  Walla,  December  10,  : j 
following  a 6:30  dinner.  Forty-five  physicians  were  in  •: 
attendance.  j; 

The  entire  evening  was  devoted  to  the  presentation  of  a 
paper  by  J.  C.  Hathaway  of  Spokane,  the  subject  being  ^ ' 
“Newer  Concepts  of  Dermatology  From  the  General  Prac-  ' 
titioner’s  Viewpoint.”  Dr.  Hathaway  discussed  the  more  . ' 
common  forms  of  skin  diseases  with  special  emphasis  on  the  I 

allergic  forms.  E.  J.  Rhoades  opened  the  discussion  and  a ! ' 

general  discussion  followed.  ^ 

( 

YAKIMA  COUNTY  MEDICAL  SOCIETY  1 

Pres.,  W.  L.  Ross,  Jr.;  Secty.,  H.  L.  Hull  | 

The  regular  monthly  meeting  of  Yakima  County  Medi-  ' 
cal  Society  was  held  at  the  Donnelly  Hotel,  Yakima,  De-  ' 
cember  14  at  7 p.  m.,  preceded  by  the  usual  dinner. 

Forty  members  and  three  visiting  physicians  were  pres-  ' 
ent,  the  largest  attendance  of  the  year.  i • 

The  Treasurer  presented  his  annual  report  and  the  ' 
President  read  a resume  of  this  year’s  work.  ' 

The  following  officers  were  elected  for  the  year  1937: 
President,  F.  J.  A.  Ditter;  Vice-President,  G.  E.  Marcy; 
Secretary,  W.  S.  Ginn;  Treasurer,  Ralph  W.  Shirey. 

The  Scientific  program  was  as  follows: 

Torleif  Torland  of  Seattle  read  a paper  on  “Manage- 
ment of  Pelvic  Infections.”  Discussion  followed  by  Drs. 

Ross  and  McGuiness.  ' 

C.  S.  Leede  of  Seattle  presented  a paper  on  “Pneu-  * 
monias  as  They  Interest  Us  in  the  Northwest.”  Discussion  ' 
by  Drs.  Ditter,  Pinckard,  Lewis,  Skinner,  Scott  and  Hull.  ‘ 
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OREGON  COUNCIL  AND  OTHER  NEWS  NOTES  even  deny  before  fellow  physicians.  Testimony  should  be 


Portland,  Ore.,  Dec.  23,  1936. 

The  Executive  Committee  of  the  Council  of  Oregon  State 
Medical  Society  met  on  December  2.  The  State  Relief  Com- 
mittee had  requested  the  Council  to  meet  with  representa- 
tives of  related  groups  to  make  a study  and  analysis  of  the 
problem  of  providing  medical,  dental  and  nurses  services  and 
hospitalization  for  indigent  persons,  and  to  make  recom- 
mendations based  on  such  survey.  The  Council  thereupon 
appointed  Robert  L.  Benson,  Karl  H.  Martzloff,  Louis  B. 
Gambee  and  Frank  R.  Mount  to  represent  the  Society  in 
this  study. 

The  Council  authorized  the  drafting  of  bills  to  be  intro- 
duced in  the  coming  legislature  for  the  purpose  of  strength- 
ening the  Medical  Practice  Act  and  the  Doctors’  Title  Act, 
as  well  as  one  making  it  a misdemeanor  for  any  person  to 
make  false  representations  concerning  his  indigency  for  the 
purpose  of  obtaining  charity  care  of  any  kind. 

The  Executive  Committee  recommended  a list  to  the 
Committee  on  Publications  for  appointment  of  two  asso- 
ciate editors  of  Northwest  Medicine  for  1937.  Blair  Hol- 
comb of  Portland  and  Charles  E.  Hunt  of  Eugene  were 
appointed. 

Physicians  throughout  the  country  will  be  interested  in 
certain  national  trends  regarding  medical  services  which 
may  become  manifest  shortly.  Recently,  an  eastern  paper 
and  a national  weekly  discussed  the  matter  of  the  cost  of 
sickness  insurance  on  a large  scale.  Undoubtedly  a bill  on 
this  subject  will  be  introduced  in  the  next  Congress.  The 
representatives  of  the  American  Medical  Association  wUl 
advise  the  members  as  developments  take  place. 

Social  Service  workers  and  other  well-meaning  individuals 
do  not  realize  that  medical  practice  is  a matter  between  in- 
! dividuals  and  cannot  be  handled  on  a mass-production  basis. 
It  takes  time  to  examine  a patient  and  costs  money  for 
overhead,  laboratory  work  and  supplies.  Medical  service 
today  is  superior  to  that  of  twenty-five  years  ago,  and  it 
costs  more  money  to  give  this  better  service.  The  medical 
profession  has  always  insisted  that  every  patient  should  re- 
ceive the  best  possible  quality  of  medical  care.  For  its  part, 
the  profession  must  ever  be  on  guard  against  the  seeming 
overcharge  of  patients  and  the  planning  of  long  series  of 
treatments  of  questionable  results.  Misunderstandings  re- 
garding both  may  be  obviated  by  explaining  to  the  patient 
the  difficulties  involved  and  the  nature  of  the  results  to  be 
expected. 

Physicians  must  also  be  ever  watchful  regarding  testi- 
mony given  in  court.  It  is  easy  to  be  carried  away  by  the 
enthusiasm  of  the  client  and  thereby  become  a partisan. 
Under  this  psychology  physicians  may  be  led  to  say  in 
court  things  which  they  would  hesitate  to  say,  or  might 


such  as  the  physician  would  give  in  a scientific  paper  before 
a medical  group,  except  that  it  should  be  stated  in  words 
that  the  lay  jury  can  understand.  There  should  be  no  dif- 
ference in  the  facts. 

Beginning  early  in  January,  the  University  of  Oregon 
Medical  School  will  start  its  second  course  of  lectures  on 
medical  economics  to  the  senior  class.  These  ten  lectures 
will  be  comprehensive  and  will  give  the  students  an  insight 
into  practical  economic  aspects  of  the  practice  of  medicine. 

During  the  last  few  weeks  there  have  occurred  within  the 
ranks  of  the  membership  of  the  Multnomah  County  Medi- 
cal Society  certain  things  which  are  of  interest  to  the 
membership  throughout  the  State.  It  will  be  remembered 
that  a number  of  months  ago  the  postponed  session  of  the 
annual  meeting  was  held,  at  which  time  the  members 
voted  for  certain  principles  which  were  outlined  in  the  so- 
called  Martzloff  report,  and  instructed  the  Council  and 
other  bodies  to  enforce  the  Principles  of  Medical  Ethics 
and  the  provisions  of  the  Constitution  and  By-laws.  Fol- 
lowing this  mandate,  the  Council  appointed  a grievance 
committee  who,  together  with  the  censors  and  the  Council, 
presented  and  heard  charges  against  several  members  in  the 
manner  provided  in  our  basic  law.  Upon  filing  of  charges, 
hearings  were  held  to  the  end  that  the  erring  members 
might  see  their  errors  and  return  to  ethical  practice.  In  some 
cases  the  members  admitted  that  some  of  their  actions 
would  be  unethical,  if  carried  on  by  themselves  as  individ- 
uals, and  denied  the  unethicalness  of  the  same  acts  when 
performed  by  their  group.  Two  members  were  expelled 
and  five  resigned.  There  was  no  question  of  personal  ani- 
mosity but  simply  the  facts  showed  solicitation  for  patients 
and  other  acts  in  contravention  of  the  code  of  ethics  of  our 
profession.  Several  men  have  agreed  to  return  to  ethical 
practice.  A number  of  complaints  are  still  pending.  The 
profession  throughout  the  state  is  watching  with  interest 
the  example  set  by  their  largest  component  society  and  will 
not  be  slow  in  purging  themselves  of  similar  unethical  acts 
carried  on  by  some  of  their  members. 

The  Multnomah  County  Medical  Society  is  not  opposed, 
nor  is  the  code  of  ethics  opposed  to  contract  practice  per  se. 
The  methods  obtaining  and  carrying  out  such  contracts  and 
not  the  contracts  themselves  are  involved.  The  medical  pro- 
fession has  made  no  statement  in  reply  to  the  statements 
made  to  the  public  by  certain  individuals  who  have  re- 
signed, for  they  have  confidence  that  the  public  will  easily 
judge  whether  the  few  or  the  many  are  out  of  step.  The 
vote  of  confidence  given  at  the  recent  annual  meeting  of 
Multnomah  County  Medical  Society  indicates  that  the 
members  approve  that  which  has  been  done. 

Adalbert  G.  Bettman,  Editor. 


WASHINGTON 


OUR  EXHILARATING  AUXILIARY 

Seattle,  Wash.,  Dec.  21,  1936. 

The  Woman’s  Auxiliary  to  Washington  State  Medical 
Association,  rapidly  growing  in  number  and  in  fields  of 
service,  can  be  regarded  as  a valuable  adjunct  to  the  medi- 
cal forces  of  the  state.  It  has  been  demonstrated  that  the 
organization  is  truly  an  auxiliary.  It  might  well  be  de- 


scribed, also,  as  a diplomatic  corps.  Its  members  represent 
an  army  recruited  for  (among  other  objects)  the  cause  of 
the  promotion  of  public  health  and  an  understanding  of 
scientific  medicine.  It  must  always  be  remembered  that 
the  Auxiliary  acts  under  the  direction  of  an  advisory  body 
composed  of  members  of  the  State  Medical  Association. 
Although  auxiliary  organization  was  not  begun  in  Wash- 
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ington  State  until  1931,  fourteen  flourishing  units  now 
exist.  The  activities  are  based  on  a well-balanced  program, 
including  educational  and  philanthropic,  public  relations 
and  public  health  work. 

The  members,  realizing  that  the  first  important  step  is 
self-education,  have  carried  on  a comprehensive  program. 
They  have  arranged  for  talks  before  their  members  on  such 
subjects  as  the  work  of  the  American  Medical  Association, 
the  County  Medical  Service  Bureaus,  state  medicine  and 
other  economic  and  legislative  problems,  social  insurance, 
hospitalization,  nursing  and  methods  of  disease  prevention. 
They  have  studied  and  reported  on  current  literature  re- 
lating to  medicine,  and  have  delved  into  medical  history. 
It  is  safe  to  say  that  on  most  of  these  subjects  they  have 
become  as  well  informed  as  the  physicians  themselves,  and 
are  thus  properly  equipped  to  pass  authoritative  medical 
information  on  to  others. 

In  the  sphere  of  education  of  the  public,  some  of  the 
auxiliaries  have  originated  radio  plays  and  series  of  health 
talks  by  physicians.  In  the  former,  considerable  literary 
talent  has  been  discovered.  They  have  vastly  increased  the 
circulation  of  Hygeia,  have  been  instrumental  in  removing 
unscientific  books  and  magazines  from  schools  and  libraries, 
and  substituted  wholesale  health  literature  therefor;  health 
exhibits  have  been  collected  and  loaned  to  lay  groups; 
seven  auxiliaries  arranged  for  material  for  use  of  the  nega- 
tive side  in  the  state-wide  high  school  debate  on  socialized 
medicine ; essay  contests  have  been  held  in  which  high 
school  pupils  were  eligible;  in  one  county  a fund  is  being 
created  for  the  purchase  of  medical  books  recommended  by 
the  A.  M.  A.,  to  be  placed  in  the  city  library;  lists  of 
speakers  available  to  public  organizations  for  health  talks 
have  been  compiled;  in  Seattle  .an  investigation  of  the 
Junior  Red  Cross  work  was  made,  at  the  request  of  the 
clinic  itself;  and  surveys  have  been  made  of  the  programs 
and  personnel  of  the  health  committees  of  various  lay 
organizations,  as  well  as  of  the  precautions  taken  by  the 
schools  for  the  safeguarding  of  pupils. 

Closely  allied  with  education  is  the  Public  Relations 
sphere.  “Each  woman  should  join  one  or  more  clubs  in 
her  community,  cultural,  civic  and  political  organizations 
as  well  as  school  associations,  take  any  office  she  can  get 
and  arrange  for  health  programs.  Thus,  we  can  keep  health 
leadership  where  it  belongs,  with  the  medical  profession,” 
writes  Mrs.  D.  H.  Bell,  President  of  Washington  State 
Auxiliary. 

A great  influence  is  exerted  by  auxiliary  members  witbin 
these  groups.  In  a number  of  counties  an  annual  enter- 
tainment, usually  a tea,  is  given,  to  which  are  invited  the 
presidents  of  the  various  women’s  organizations  in  that 
district.  Proffers  of  assistance  in  health  work  are  made,  an 
understanding  of  medicine  is  built  up;  perhaps  attempts  of 
cultists  to  influence  the  group  are  thereby  discouraged.  The 
lay  presidents  then  know  where  they  may  turn  for  aid  in 
any  contemplated  health  activities.  Too,  many  school 
teachers  have  learned  that  the  auxiliary  is  ready  to  give 
them  valuable  assistance  in  locating  health  material  for 
their  classes.  These  contacts  afford  many  opportunities  for 
an  intelligent  and  diplomatic  presentation  of  facts  regarding 
scientific  medicine.  The  work  that  organized  medicine  has 
done  and  is  doing  for  the  protection  of  health  and  the 
elimination  of  disease  is  more  fully  appreciated.  Just  now 
every  auxiliary  is  attempting  to  build  up  among  the  laity 


an  audience  for  the  A.  M.  A.  health  broadcasts.  Announce- 
ments of  the  dates  and  subjects  are  being  posted  in  libraries, 
schools  and  other  public  places. 

In  matters  pertaining  to  legislation  the  auxiliary  is  in- 
terested, particularly  in  attempts  to  socialize  medicine  and 
to  vitiate  the  Basic  Science  Law.  The  women  are  now 
legislative-minded  and  ready  to  lend  their  assistance  when 
called  upon  by  the  medical  societies  to  do  so.  In  the  mean- 
time, their  work  in  moulding  public  opinion  is  Inestimable. 

Philanthropic  work  varies  with  the  district.  Some  county 
auxiliaries  have  a particular  project  or  institution  or  pro- 
gram. In  Yakima,  for  instance,  several  children’s  surgical 
beds  were  purchased  for  the  hospital,  and  the  women  have 
made  curtains  for  the  children’s  ward;  in  Clark  County 
considerable  constructive  work  has  been  done  for  the  In- 
mates of  the  institution  for  the  blind;  and  in  Walla  Walla 
County  some  auxiliary  members  have  contributed  their 
services  by  teaching  physically  defective  children. 

Not  the  least  of  the  benefits  of  the  auxiliary  is  that  ac- 
complished in  carrying  out  of  one  of  their  official  objects, 
“to  promote  acquaintanceship  among  physicians’  families, 
that  fellowship  may  follow.”  The  families  of  physicians 
have  been  brought  closer  together,  acquaintanceship  has 
ripened  into  sincere  friendship,  recognition  of  mutual  prob- 
lems has  brought  a desire  for  mutual  cooperation,  and  in 
many  cases  this  spirit  has  been  reflected  in  closer  bonds  of 
personal  friendship  between  physicians  themselves,  thus 
approaching  nearer  to  that  goal  toward  which  we  must 
strive,  understanding  and  unity  within  the  profession. 

Arthur  Crookall, 

President  Washington 
State  Medical  Association 


CONTROL  OF  VENEREAL  DISEASES  IN 
WASHINGTON 

Seattle,  Wash.,  Dec.  10,  1936. 

Dr.  E.  R.  Coffey,  Washington  State  Director  of  Health, 
announced  today  that  the  State  Department  of  Health  was 
launching  an  intensive  program  directed  towards  the  pre- 
vention and  control  of  gonorrhea  and  syphilis.  Dr.  Glenn 
S.  Usher  has  been  appointed  as  Assistant  Epidemiologist 
to  have  immediate  supervision  over  this  activity.  In  an- 
nouncing the  program.  Dr.  Coffey  said  in  general  the  pub- 
lic is  quite  familiar  with  the  prevention  and  control  of 
such  diseases  as  smallpox,  diphtheria,  typhoid  fever,  etc. 
However,  gonorrhea  and  syphilis  are  two  infectious  diseases 
of  which  very  little  apparently  is  known  by  the  public, 
or  if  known,  the  knowledge  is  not  put  to  use. 

Of  all  infectious  diseases  these  two  are  apt  to  be  re- 
corded in  history  as  the  “Great  American  Scourge  of  the 
Twentieth  Century,”  said  Dr.  Coffey.  No  other  diseases  are 
so  shrouded  in  mystery  and  hidden  behind  a false  sense  of 
prudery,  he  said.  Not  until  the  diseases  of  gonorrhea  and 
syphilis  are  recognized  as  infectious  and  dangerous  dis- 
eases and  it  is  realized  that  their  spread  from  jjerson  to 
person  is  no  different  than  the  spread  of  other  infectious 
diseases  will  their  prevalence  be  reduced.  In  view  of  the 
fact  that  fully  half  of  the  cases  are  acquired  “innocently,” 
the  puritanical  idea  of  disgrace,  associated  with  these  dis- 
eases, must  be  dispelled. 

Informed  public  health  officials  estimate  that  at  the 
present  time  one  person  in  ten  in  the  United  States  is 
afflicted  with  either  one  or  both  of  these  diseases. 


January,  1937 
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Alixrgic  Diseases.  Their  Diagnosis  and  Treatment.  By 
Ray  M.  Balyeat,  M.  M.  D.,  F.  G.  C.  P.,  .Associate  Pro- 
fessor of  Medicine  and  Lecturer  on  Diseases  Due  to  .Aller- 
gy, University  of  Oklahoma  Medical  School,  etc.  Assisted 
by  Ralph  Bowen,  B.  A.,  M.  D.,  F.A.A.P.,  Chief  of  Pedi- 
atric Section,  Balyeat  Hay  Fever  and  .Asthma  Clinic,  Okla- 
homa City.  Illustrated  with  132  engravings,  including  8 in 
colors.  Fourth  Edition,  Revised  and  Enlarged,  516  pp.  $6.00. 
F.  .A.  Davis  Co.,  Philadelphia,  1936. 

When  Dante  pictured  himself  as  a lost  soul  wandering 
in  the  inferno,  he  described  somewhat  the  situations  in 
which  the  medical  man  of  today  finds  himself  as  he  at- 
tempts to  carry  his  conceptions  of  medical  mechanisms 
into  this  complex  field  of  allergic  diseases.  When  he  finds 
a single  etiologic  factor  capable  of  affecting  brain,  eyes, 
nose,  skin,  gastrointestinal  tract,  bronchial  tree  and  blad- 
der, his  conceptions  of  specificity  in  disease  must  be  laid 
aside  temporarily  for  modification.  When  this  same  medi- 
cal man  experiences  the  relief  of  asthma  by  the  withdrawal 
of  egg,  his  questioning  is  temporarily  allayed  and  his  uni- 
verse intact.  But  before  the  onslaught  of  an  allergic  head- 
ache he  bends  his  knees  in  dejected,  ignorant  submission. 

The  more  determined  in  our  group  have  applied  them- 
selves assiduously  to  this  field  which  is  reputed  to  be  the 
largest  in  medicine  next  to  the  infections,  and  by  so  doing 
have  gathered  together  much  helpful  information.  Those 
among  the  industrious,  who  have  been  generously  in- 
clined, have  recorded  their  conceptions  and  observations 
as  guides  to  others  who  might  approach  this  fascinating 
and  yet  devastating  subject. 

This  book  comes  from  a pioneer  in  the  field  of  allergy. 
He  is  well  qualified  in  backgrounds  for  interpretation  in 
original  fields  of  investigation,  and  with  a consummating 
zeal  for  knowledge  and  an  ability  at  expression  he  has 
built  and  made  available  for  himself  and  others  a splendid 
approach  to  the  allergic  mechanisms.  The  book  describes 
the  diagnostic  criteria  to  be  fulfilled  in  the  selection  of  the 
cases  for  treatment,  and  also  gives  the  details  of  treat- 
ment to  be  employed.  The  displacement  of  mucus  at  the 
base  of  the  lungs  with  iodized  oil  is  constructive  and  in- 
genious. The  author  is  to  be  congratulated  on  this  cul- 
mination of  his  intensive  effort.  One  interested  in  the  in- 
terpretations in  this  field  cannot  help  but  be  grateful  for  his 
generous  expressions.  Hofrichter. 


The  Pr.actice  of  Medicine.  By  Jonathan  Campbell 
Meakins,  M.D.,  L.L.D.,  Professor  of  Medicine  and  Director 
of  the  Department  of  Medicine,  McGill  University,  etc. 
With  505  Illustrations,  Including  35  in  Colors.  1343  pp.  $10. 
The  C.  V.  Mosby  Co.,  St.  Louis,  1936. 

The  author  states  that  he  has  not  written  a volume  in- 
tended for  the  specialist  nor  one  aspiring  to  be  encyclopedic, 
but  rather  for  the  .student  and  practitioner.  Symptoms,  he 
says,  as  the  earliest  manifestations  of  disease  are  of  primary 
importance,  therefore,  he  has  attempted  to  give  them  par- 
ticular prominence. 

There  are  several  notable  features  of  the  book.  Most 
striking  is  the  large  number  of  excellent  illustrations,  photo- 
graphs and  color  plates.  The  grouping  of  subjects  is  on  a 
regional  anatomic  basis  so  far  as  possible.  Diphtheria,  scar- 
let fever,  measles,  mumps,  etc.,  are  considered  as  specific  in- 
fections of  the  nasopharynx  and  mouth.  Gonorrhea,  syphilis 


and  diseases  carried  b>  mosquitoes,  fleas,  lice,  etc.,  are  dis- 
cussed under  a chapter  “Infections  Diseases  Conveyed  by 
Parenteral  Inoculation.” 

There  is  a good  section  on  the  pharmacology  and  dosage 
of  digitalis.  The  section  on  diseases  of  the  nervous  system 
is  preceded  by  a short  one  on  the  embryology,  anatomy 
and  histology  of  the  central  nervous  system,  accompanied 
by  clear  diagrams  and  photographs,  such  as  are  seen  in  a 
neurology  text.  Illustrative  photographs  are  also  a helpful 
feature  of  the  chapter  on  diseases  of  the  ductless  glands. 
Worthy  of  note  is  the  style  of  writing.  Sentences  are  short, 
clear  and  concise.  The  simplicity  of  style  makes  a text  that 
is  easy  to  read  and  should  add  to  ease  of  retention  of  the 
subject  matter. 

In  a critical  way  it  might  be  said  that  in  some  instances 
the  consideration  of  treatment  is  brief  and  somewhat  gen- 
eral, though  this  is  not  true  of  the  more  important  diseases. 
Controversial  questions  and  theoretical  discussions  are 
avoided  perhaps  more  than  might  be  wished.  However, 
one  should  remember  that  the  work  is  designed  as  a prac- 
tical aid  to  the  practitioner  and  such  it  should  certainly 
prove  to  be.  Hamlin. 


Keeping  Your  Child  Normal.  Suggestions  for  Parents, 
Teachers  and  Physicians;  with  a Critical  Estimate  of  the 
Influence  of  Psydioanalysis.  By  Bernard  Sachs,  M.D.  For- 
mer President,  New  York  Academy  of  Medicine,  etc.  148 
pp.  $1.50.  Paul  B.  Hoeber,  Inc.  New  York,  London,  1936. 

Much  has  been  written  concerning  correction  of  child- 
hood irregularities  and  deficiencies.  This  book  offers  sug- 
gestions for  the  care  of  the  normal  child.  The  author  stresses 
the  fact  that  the  father  should  share  with  the  mother  the 
burden  of  training  the  children.  Many  useful  suggestions  are 
presented  concerning  infancy  and  early  childhood  as  well  as 
the  school  age.  The  author  does  not  favor  the  method  fol- 
lowed by  some  teachers  and  parents  of  giving  full  ex- 
pression to  innate  tendencies.  Repression  and  guidance  are 
necessary  for  the  growing  child.  The  author  does  not  ap- 
prove of  excessive  hours  of  study,  stating  that  a few  hours 
of  intense  application  per  day  is  all  that  a normal  child’s 
brain  will  tolerate.  He  does  not  believe  in  forcing  musical 
training  on  the  child  unless  he  has  an  aptitude  for  it.  He 
objects  strenuously  to  psychoanalysis  as  applied  by  most  of 
its  adherents  “who  care  less  about  the  scientific  value  of 
their  professed  beliefs  than  upon  the  impression  they  can 
make  upon  a gullible  public.”  The  Freudians  have  done  an 
infinite  amount  of  harm  to  children  and  young  mothers  who 
are  naturally  fascinated  by  the  doctor’s  sex  talk.  Many 
physicians  and  psychologists  have  protested  against  the 
doctrine  that  the  main  factor  of  human  life  is  sex.  One  can 
find  much  of  interest  in  this  volume. 


Physician,  Pastor  and  Patient.  Problems  in  Pastoral 
Medicine.  By  George  W.  Jacoby,  M.D.,  Past  President  of 
the  American  Neurological  Association,  etc.  Illustrated.  390 
pp.  $3.50.  Paul  B.  Hoeber,  Inc.,  New  York  and  London, 
1936. 

This  is  both  an  interesting  and  instructive  book  for  lay- 
man and  physician.  The  author  has  discussed  from  various 
angles  the  interrelationship  between  the  practice  of  medi- 
cine, the  growth  and  various  aspects  of  religious  belief  and 
the  relationship  of  both  to  the  patient.  In  the  early  chapters 
of  the  book  the  history  of  medicine  and  the  histories  of 
various  religions  are  traced  in  a very  interesting  manner. 
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In  the  second  part  of  the  book  the  influence  of  religion 
on  the  patient  at  different  times  in  history  is  discussed.  The 
rise  and  decline  of  superstition  is,  of  course,  a subject  that 
has  been  covered  by  many  authors  before.  In  part  three  are 
discussed  many  controversial  problems  confronting  the 
clergyman  and  the  physician.  Birth  control,  suicide,  divorce, 
sex  education,  problem  of  sterilization  laws  and  the  problem 
of  euthanasia  are  treated  in  order.  The  final  chapters  of  the 
book  have  to  do  with  various  ways  in  which  religion  and 
medicine  meet  on  a common  ground. 

The  book  is  in  no  way  a texd.  It  obviously  represents 
many  personal  views  of  the  writer  and  much  of  his  own 
philosophy,  gathered  in  his  long  career  as  an  outstanding 
neurologist,  and  may  be  looked  upon  as  interesting  and 
instructive  reading.  Hoedemaker. 


Neuro-.\natomy.  By  Albert  Kuntz,  Ph.D.,  M.D.  Profes- 
sor of  micro-anatomy,  St.  Louis  University  School  of  Medi- 
cine. Second  Edition,  Thoroughly  Revised.  Illustrated  with 
307  Engravings.  519  pp.  $6.  Lea  & Febiger,  Philadelphia, 
1936. 

This  volume  follows  closely  the  usual  form  of  textbooks 
of  this  typ>e.  Although  the  author  has  attempted  to  simplify 
the  material,  it  still  contains  many  details  and  much  material 
which  seems  to  the  reviewer  to  be  unnecessary.  This  is  a 
criticism  of  all  textbooks  in  general.  There  is  nothing  start- 
lingly new  or  different  about  this  text.  The  author  has 
placed  at  the  end  of  each  chapter  a summary  which  states 
in  a concise  form  the  substance  contained  in  that  chapter. 
This  is  a worthwhile  procedure  and  makes  for  clarity  and 
the  avoidance  of  nonessential  detail. 

Another  innovation  which  is  not  only  interesting  but  in- 
structive is  the  addition  of  a few  case  reports  at  the  end  of 
the  book,  giving  the  symptoms  and  findings,  and  showing 
exactly  where  the  lesions  producing  these  findings  are  lo- 
cated and  explaining  the  variations  and  unusual  features  of 
each  case.  This  is  undoubtedly  a worthwhile  text  and  one 
that  can  be  depended  upon  to  furnish  the  reader  with  what- 
ever information  he  may  desire  regarding  neuro-anatomy. 

Flothow. 


A Manual  of  Pharmacology.  By  Torald  Sollmann,  M.D., 
Professor  of  Pharmacology  and  Materia  Medica  in  the 
School  of  Medicine  of  Western  Reserve  University,  Cleve- 
land, Ohio.  Fifth  Edition,  Entirely  Reset.  1190  pages  with 
22  illustrations.  Philadelphia  and  London.  W.  B.  Saunders 
Company,  1936.  Cloth,  $7.50  net. 

New  topics  in  the  realm  of  therapy  have  been  included 
in  this  volume  and  older  ones  changed.  These  include  such 
topics  as  agranulocytosis,  amebicides,  amenoacetic  acid,  dini- 
trophenol,  histidine,  anterior  pituitary  and  sex  hormones, 
phenyl  hvdrozine  and  vitamins.  Students  will  find  in  this 
text  a concise  and  connected  exposition  of  the  facts  and  ex- 
planations of  drugs  as  applied  to  disease.  While  the  data  of 
pharmacology  comprise  so  many  details,  the  arrangement 
in  this  book  facilitates  easy  and  understanding  reading. 

To  the  practitioner,  this  book  is  of  practical  value,  help- 
ing toward  additional  information  he  may  need.  The  dis- 
cussions on  digitalis,  xanthine  derivatives,  opium  and  its  de- 
rivatives are  classics,  while  the  chapter  on  anterior  pituitary 
and  sex  hormones  is  one  of  the  best  and  most  concise 
treatises  on  this  subject.  Fitzmaurice. 


Bailey’s  Text-Book  of  Histology.  (Elwyn  and  Strong) . 
Revised  and  Rewritten  by  Philip  E.  Smith,  Ph.D.,  Editor, 
Professor  of  Anatomy.  Russell  L.  Carpenter,  Ph.D.,  As- 
sistant Professor  of  Anatomy.  Wilfred  M.  Copenhaver, 
Ph.D.,  Assistant  Professor  of  Anatomy;  Charles  M.  Goss, 
M.D.,  Assistant  Professor  of  Anatomy.  Aura  E.  Severing- 
haus,  Ph.D.,  Assistant  Professor  of  Anatomy.  College  of 
Physicians  and  Surgeons,  Columbia  University.  Ninth 
Edition.  773  pp.  $6.00.  William  Wood  & Company,  Balti- 
more, 1936. 

This  revision  of  this  well  known  publication  has  been 
accomplished  by  five  members  of  the  anatomy  department 
of  College  of  Physicians  and  Surgeons,  Columbia  Univer- 
sity. Changes  have  been  made  in  all  chapters  except  that 
dealing  with  the  central  nervous  system  which  was  revised  ( 
in  the  previous  edition.  Since  this  is  intended  primarily  as 
a textbook  for  students,  controversial  matter  has  been  ex-  1 
eluded  in  the  interests  of  brevity  and  clarity.  The  im- 
portance of  the  cell  in  the  human  economy  is  indicated  in 
the  first  two  chapters  devoted  to  its  study.  Separate  chap- 
ters are  devoted  to  the  different  tissues  of  the  body  as  well 
as  the  various  systems,  the  knowledge  of  all  these  being 
essential  as  the  basis  for  medical  study  and  extensive  prep-  j 
aration  for  practice.  The  numerous  illustrations  effectively  I 
exemplify  the  text. 


The  Single  Woman  and  Her  Emotional  Problems. 

By  Laura  Hutton,  B.A.,  Lond.,  M.R.C.S.,  Eng.,  L.R.C.P. 
Lond.,  Physician  Institute  of  Medical  Psychology.  151  pp. 
$2.00.  William  Wood  and  Company,  Baltimore,  1936.  ' 

This  book  is  written  for  the  large  number  of  individual  j 

single  women  of  middle  age,  earning  their  own  living,  for  I 
whom  the  prospect  of  marriage  is  not  to  be  counted  on.  1 

It  should  be  read  by  those  wishing  to  understand  some-  ! 
thing  of  the  psychologic  difficulties  of  modem  civilization 
which  occur  to  the  unmarried  woman.  There  is  a discus- 
sion of  emotional  friendships  and  their  bearing  on  the 
psychologic  conditions  of  the  individual.  This  is  discussed  i 
under  the  headings  of  unequal  friendships,  possessiveness, 
anxiety  and  jealousy.  Much  attention  is  paid  to  sexual  ! 
problems  of  the  unmarried,  special  stress  being  given  to 
the  ungratified  desires.  The  author  does  not  consider  an 
occasional  practice  of  masturbation  the  iniquity  which  has 
been  commonly  attributed  to  it,  being  at  times  a legitimate 
release  from  sexual  stress.  An  interesting  chapter  deals 
with  sexual  inversion  and  the  strange  mental  attitude  of 
the  female  whose  instincts  and  actions  are  those  of  the 
male. 


Textbook  of  General  Surgery.  By  Warren  H.  Cole, 
M.D.,  F.A.C.S.  Professor  of  Surgery,  University  of  Illinois 
College  of  Medicine,  etc.,  and  Robert  Elman,  M.D.,  Asso- 
ciate Professor  of  Surgery,  Washington  University  School  of 
Medicine,  St.  Louis.  1031  pp.  $10.  D.  Appleton-Century  Co., 
Inc.,  New  York,  London,  1936. 

The  authors  have  accomplished  in  a masterly  manner  a 
condensation  of  surgical  knowledge.  This  textbook  is  pleas- 
ant to  read  and  presents  the  subject  matter  in  such  a man- 
ner as  to  make  it  easy  to  remember.  All  surgical  conditions 
are  considered.  A profusion  of  illustrations  illuminate  the 
text  which  presents  the  latest  advances  in  surgical  practice 
in  concise  descriptions  of  therapy  and  technic.  The  authors 
have  labored  to  keep  within  the  confines  of  a volume  of 
one  thousand  pages.  At  the  end  of  each  chapter  is  a 
bibliography  which  may  be  useful  for  further  study  of  the 
subject  discussed.  Mullarky. 
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Pathology  of  the  Nervous  System.  A Students’  Intro- 
duction by  J.  Henry  Biggart,  M.  D.  (Belfast).  Neuropath- 
ologist to  the  Royal  Infirmary,  Edinbrugh,  etc.  Foreword 
by  Professor  A.  Murray  Drennan,  M.  D.,  F.  R.  C.  P.,  with 
204  half-tone  illustrations.  335  pp.  $5.25.  Wm.  Wood  & 
Co.,  Baltimore,  1930. 

The  organization  of  the  material  in  this  volume  proceeds 
in  order  from  a discussion  of  the  basic  cytology  of  the 
central  nervous  system  to  specific  consideration  of  various 
pathologic  processes.  Though  the  book  deals  with  the  path- 
ology of  the  nervous  system,  throughout  the  author  main- 
tains a parallelism  with  disease  processes  in  other  parts  of 
the  body  and  as  they  secondarily  affect  the  nervous  system. 
This  handbook  with  its  excellent  illustrations  is  to  be  wel- 
comed by  the  English  speaking  medical  world,  because  up 
to  date  the  better  textbooks  on  this  subject  have  been  in 
German.  Hackfield. 


Greek  Medicine.  One  of  the  Clio  Medica  Series.  By 
Fred  B.  Lund,  M.D.,  Boston,  Mass.  With  7 illustrations. 
161  pp.  $2.00.  Paul  B.  Hoeber,  Inc.,  New  York,  1936. 

One  interested  in  medical  historj'  wdll  find  a fascination 
in  a review  of  the  doctrines  of  the  first  medicine  men, 
among  whom  were  the  Greeks.  The  basis  of  ancient  path- 
ology was  the  doctrine  of  humors.  The  four  fluids  were  the 
blood,  which  was  hot  and  moist;  the  phlegm,  which  was 
cold  and  moist ; the  black  bile,  which  was  cold  and  dry ; 
and  the  yellow  bile,  which  was  cold  and  moist.  An  ab- 
normal relationship  between  these  “humors”  was  respon- 
sible for  the  diseases  of  mankind.  Much  writing  was  based 
on  this  doctrine.  Later  arose  the  pneumatic,  methodist  and 
eclectic  schools,  the  doctrines  of  which  were  maintained 
with  vigor  by  their  respective  proponents.  Galen  was  an 
acrimonious  controversialist  and  succeeded  in  overthrowing 
many  of  these  antiquated  beliefs,,  although  he  maintained 
the  importance  of  removing  noxious  humors  by  laxatives, 
emetics,  diaphoretics  and  diuretics.  .Although  Greek  medi- 
cine belongs  to  the  dead  past,  it  will  live  as  long  as  civiliza- 
tion. Physicians  and  educated  men  cannot  forget  the  heros 
of  antiquity  who  laid  the  foundations  for  our  own  work. 


Starling’s  Principles  of  Human  Physiology.  Seventh 
Edition.  Edited  and  Revised  by  C.  Lovatt  Evans,  D.Sc., 
F.R.C.P.,  F.R.S.,  LL.D.  Birmingham,  Jodrell  Professor  of 
Physiology  in  University  College,  London.  Chapters  on  the 
Central  Nervous  System  and  Sense  Organs  Revised  by  H. 
Hartridge,  M.A.,  M.D.,  Sc.D.,  F.R.S.,  Professor  of  Physiol- 
ogy at  St.  Bartholomew’s  Medical  College.  With  554  Illus- 
trations, 6 in  color.  1096  pp.  $8.75.  Lea  & Febiger,  Phila- 
delphia, 1936. 

Since  a knowledge  of  physiology  is  essential  for  medical 
study  and  practice,  a recognized  authority  on  this  subject 
commands  attention.  -A  volume  which  passes  through 
seven  editions  in  tw'enty-four  years  testifies  to  the  demands 
of  students  and  practitioners.  The  editor  of  this  volume 
comments  on  the  difficulty  of  keeping  abreast  of  the  de- 
velopments in  this  branch  of  science,  which  seems  to  be 
accomplished  in  this  volume.  .Attention  is  called  to  the 
inseparable  partnership  between  physiology  and  biochem- 
istry, the  relationship  of  which  is  incorporated  in  this  edi- 
tion. The  reader  will  note  the  increased  knowledge  of 
vitamins,  chemistry  of  hormones,  the  humoral  transmission 


of  nervous  impulses  and  other  factors  connected  with 
physiology.  Descriptions  of  these  advanced  phases  of 
knowledge  have  been  accomplished  hy  eliminating  obsolete 
material  and  judicious  abbreviations. 


Surgery  for  Dental  Students.  By  Philip  H.  Mitchiner, 
M.D.,  M.S.  (Lond.),  F.R.C.S.,  Surgeon  and  Lecturer  in 

Surgery,  St.  Thomas’s  Hospital,  etc.,  Clement  E.  Shattock, 

M.D.,  M.S.  (Lond.),  F.R.C.S.,  Surgeon  and  Lecturer  in 

Surgery,  Royal  Free  Hospital,  etc.,  Edward  G.  Slesinger, 
O.B.E.,  M.S.,  B.Sc.  (Lond),  F.R.C.S.,  Surgeon  and  Lecturer 
in  Surgery,  Guy’s  Hospital  and  Cecil  P.  G.  Wakeley,  D.Sc. 
(Lond.),  F.R.C.S.,  F.R.S.E.,  Senior  Surgeon  and  Lecturer 
in  Surgery,  King’s  College  Hospital,  etc.  364  pp.  $4.75. 
William  Wood  and  Company,  Baltimore,  1936. 

While  few  surgeons  exercise  their  surgical  talents  in  the 
lines  of  dentistry,  some  dental  surgeons  extend  their  prac- 
tice to  certain  forms  of  surgery  connected  with  the  jaw 
and  face.  This  book  deals  with  the  latter  surgery  and 
presents  useful  suggestions  to  the  dental  surgeon.  The 
authors  state  that  the  book  has  been  written  to  provide  the 
dental  surgeon  with  a work  to  which  he  can  refer  for 
practical  guidance  with  regard  to  surgical  conditions.  It 
offers  modem  methods,  obsolete  material  being  excluded. 
The  book  deals  so  extensively  with  general  surgery  that  one 
wonders  whether  the  dental  surgeon  should  aspire  to  extend 
his  field  into  surgical  ventures  outside  of  the  jaw  and  adja- 
cent tissues. 


Bewildered  P.atient.  By  Marian  S.  Newcomer,  M.D. 
323  pp.  $1.75.  Hale,  Cushman  & Flint,  Boston,  New  York, 
1936. 

So  much  gratuitous  advice  is  offered  to  the  public  on 
all  matters  pertaining  to  the  human  body  and  its  mainte- 
nance in  health  and  disease  that  the  uninstructed  individual 
is  in  a state  of  bewilderment.  The  author  of  this  volume 
attempts  to  enlighten  the  ordinary  seeker  after  information. 
The  style  is  somewhat  narrative,  citing  individual  experi- 
ences and  including  sensible  suggestions  concerning  numer- 
ous conditions  of  disease.  This  is  indicated  by  the  titles  of 
some  of  the  chapters;  resistance  to  disease,  your  dynamic 
self,  creative  instincts  and  the  sex  cycle,  the  complete  physi- 
cal examination,  home  care  of  the  sick,  keeping  fit.  There 
are  many  suggestions  offered  for  home  treatment  of  emer- 
gencies, supplemented  by  the  suggestion  that  a physician 
should  be  consulted.  There  is  a chapter  on  choosing  a 
physician.  Both  laymen  and  physician  can  read  this  book 
with  interest  and  profit. 


Internation.al  Clinics.  A Quarterly  of  Illustrated  Clini- 
cal Lectures  and  Especially  Prepared  Original  Articles. 
Edited  by  Louis  Hammon,  M.D.,  Visiting  Physician,  Johns 
Hopkins  Hospital,  Baltimore,  Md.,  Volume  IV.  Forty- 
sixth  Series,  1936.  352  pp.,  $3.00.  J.  B.  Lippincott  Company. 
Philadelphia,  Montreal,  London. 

This  volume  is  published  with  the  collaboration  of  four- 
teen well  known  members  of  the  profession  connected  with 
leading  medical  institutions.  Eighteen  papers,  covering  many 
phases  of  medical,  surgical  and  dermatologic  considerations, 
are  presented  which  will  interest  all  medical  practitioners. 
As  is  usual  this  is  a valuable  contribution  to  medical 
knowledge. 
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VIRUS  OF  LYMPHOGRANULOMA 
INGUINALE 

ITS  CULTIVATION,  IMMUNOLOGIC  AND  CLINICAL 
STUDIES* * 

Joseph  T.  Tamura,  Ph.  D. 

CINCINNATI,  OHIO 

Heretofore,  as  far  as  we  can  learn,  a review  of 
the  literature  reveals  that  all  attempts  to  culti- 
vate the  etiologic  agent  of  lymphogranuloma  ingui- 
nale have  been  failures.  We  have  been  successful 
in  doing  so  by  utilizing  the  medium  devised  by 
Maitland  and  his  coworkers  for  the  cultivation  of 
vaccinia  virus.  This  medium  is  made  by  placing 
sterile  bits  of  rabbit  tissue  in  Tyrode’s  solution.  We 
have  used  guinea  pig  tissue  in  place  of  rabbit.  The 
inoculum,  pus,  is  obtained  aseptically  from  fluctu- 
ant glands  that  have  not  been  exposed  to  external 
contamination  and  that  is  found  to  be  bacteriolo- 
gically  sterile.  It  is  diluted  1:5  with  sterile  saline 
solution.  When  from  0.02  to  0.03  cc.  of  the  diluted 
pus  is  inoculated  into  about  7 cc.  of  Tyrode’s  solu- 
tion containing  a piece  of  guinea  pig  kidney  or  liver, 
and  then  incubated  at  37.5°C.  aerobically,  a pe- 
culiar cloudiness  appears  throughout  the  superna- 
tant fluid  in  thirty-six  to  forty-eight  hours.  Con- 
trol tubes  of  the  medium  incubated  in  the  same 
manner  remain  perfectly  clear. 

In  our  work  the  cloudiness  was  transmitted 
through  24,  18,  12,  and  8 subcultures  in  different 
experiments  before  the  procedure  was  discontinued. 
In  preparing  the  medium  it  is  best  to  withdraw  as 
much  blood  as  possible  from  the  guinea  pig  by 

* From  Department  of  Bacteriology,  College  of  Medi- 
cine, University  of  Cincinnati. 

• Read  before  the  Sixty-second  .Annual  Meeting  of  Ore- 
gon State  Medical  Society,  The  Dalles,  Ore.,  Oct.  8-10, 
1936. 


means  of  heart  puncture  before  the  animal  is 
killed.  This  will  prevent  undue  cloudiness  of  the 
medium  from  hemolysis  of  retained  tissue  blood. 
The  medium  is  prepared  freshly  and  used  imme- 
diately. This  ensures  the  viability  of  the  tissue  in 
Tyrode’s  solution.  We  believe  this  to  be  an  impor- 
tant point  in  the  cultivation  of  the  virus.  The 
cloudiness  in  the  tissue-Tyrode  medium  remains 
for  twelve  to  fourteen  days  incubation  period,  after 
which  the  cloudiness  seems  to  precipitate  out  and 
the  supernatant  fluid  becomes  clear  and  slightly 
straw  colored.  When  this  clear  supernatant  fluid, 
which  has  been  cloudy  once,  is  subcultured,  it  no 
longer  produces  cloudiness. 

When  the  cloudy  supernatant  fluid  is  examined 
or  cultured,  nothing  resembling  ordinary  bacteria  is 
found.  Attempts  to  see  the  etiologic  agent  in  the 
cloudy  fluid  have  failed  with  the  exception  that 
peculiar  granules  are  brought  out  by  Giemsa’s  stain 
and  by  the  eosin-Giemsa  method  originated  by  Ho- 
sokawa  for  the  staining  of  a variety  of  viruses. 

It  has  been  found  that  not  all  samples  of  the 
bubonic  pus  from  patients  produce  cloudiness  of 
the  medium.  There  is  an  optimal  time  to  aspirate 
pus  in  order  to  cultivate  the  virus.  We  have  found 
often  that  the  pus  from  cases  of  lymphogranuloma 
inguinale  may  give  positive  cultures  on  the  first 
aspiration,  but  subsequent  aspirations  produce  no 
cloudiness.  When  pus  from  patients  that  fails  to 
produce  cloudiness  in  media  is  used  to  prepare 
Frei  antigen,  this  antigen  fails  to  give  a positive 
skin  reaction  on  proven  cases.  It  has  been  our  ex- 
perience that  pus  from  a case  may  produce  a 
cloudiness  in  media  and  give  a positive  skin  test 
in  another  case  before  the  first  will  yield  a posi- 
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live  reaction  to  an  antigen  from  the  second  case. 
Similar  results  with  Frei  antigen  were  reported 
by  Ravaut  in  1932. 

When  diluted  pus  or  the  cloudy  supernatant 
fluid  in  culture  is  passed  through  a Berkefeld  N 
filter,  the  filtrate  will  produce  cloudiness  on  sub- 
culture. When  1.0  cc.  of  the  cloudy  supernatant 
fluid  is  inoculated  subcutaneously  into  the  groin  of 
a guinea  pig,  a lymphadenitis  is  produced  in  two 
to  three  days.  The  glands  gradually  increase  in 
size  and  in  ten  to  twelve  days  will  become  a 
conglomerate  mass  and  may  measure  15  mm.  or 
more  in  diameter.  The  overlying  skin  becomes 
adherent  to  the  affected  glands,  after  which  they 
gradually  disappear  spontaneously.  Skin  sensitiv- 
ity to  Frei  antigen  will  develop  in  the  animals  in 
three  to  four  weeks.  This  is  comparable  to  that 
which  one  can  accomplish  by  direct  inoculation  with 
human  pus.  The  etiologic  agent  has  been  passed 
from  culture  to  guinea  pig,  then  from  guinea  pig 
to  the  medium,  from  this  culture  to  subcultures, 
and  then  back  to  the  guinea  pig. 

The  cloudy  supernatant  fluid  from  a subculture 
was  heated  at  60°  C.  for  two  hours  one  day  and 
at  the  same  temperature  for  one  hour  on  the  fol- 
lowing day  as  in  the  well  known  method  of  pre- 
paring Frei’s  antigen  from  pus.  When  such  heat- 
ed culture  antigen,  preserved  with  1-10,000  mer- 
thiolate,  is  injected  intradermally  into  patients,  it 
gives  just  as  marked  reactions  as  does  Frei  antigen, 
and  the  reactions  are  identical  in  all  respects  with 
those  obtained  with  these.  When  the  twenty-third 
subculture  in  one  series  was  heated  for  antigen,  it 
was  found  to  be  just  as  active  as  antigen  prepared 
from  earlier  subcultures.  As  in  the  case  with  Frei 
antigen,  the  culture  antigen  gives  no  reaction  in 
normal  individuals. 

Since  December,  1933,  we  have  been  attempting 
to  produce  antiserum  in  goats  with  our  heat  killed 
virus  of  lymphogranuloma  inguinale.  Gottlieb  re- 
ported in  1932  experimental  evidence  to  show  that 
in  the  serums  of  patients  recovering  from  this 
disease  there  are  substances  which  have  neutralizing 
properties  on  the  Frei  antigen,  when  this  is  used  for 
skin  tests.  In  our  work  intradermal  injections  were 
made  into  these  patients  of  (1)  Frei  antigen,  (2) 
saline  solution,  (3)  Frei  antigen  plus  normal  goat 
serum,  (4)  Frei  antigen  plus  antilymphogranuloma 
inguinale  virus  goat  serum  after  the  mixture  had 
been  kept  refrigerated  for  forty-eight  hours.  Tests 
1 and  3 gave  positive  results  while  2 and  4 were 
negative.  At  the  suggestion  of  Dr.  Foshay,  we  have 
been  testing  routinely  all  the  patients,  suspected 
cases  and  normal  individuals  with  intradermal  in- 
oculations of  the  antiserum  specific  for  lympho- 


granuloma inguinale.  Inoculations  of  normal  goat 
serum  and  of  antiserum  specific  for  other  infec- 
tions are  made  as  controls. 

Specific  skin  reactions,  not  dependent  upon  serum 
sensitization,  consist  of  spreading  erythema  and 
slightly  elevated  central  edema.  The  reactions  gen- 
erally appear  within  five  minutes  and  the  maximal 
reactions  are  usually  reached  in  about  twenty  min- 
utes. An  erythematous  area  of  from  3 to  5 cm.  in 
diameter  is  the  usual  occurrence.  It  begins  to  dis- 
appear within  twenty-five  to  thirty  minutes  after 
the  inoculation  of  the  serum.  Intense  itching  and 
urticaria,  which  indicate  sensitization  to  serum  pro- 
teins, have  been  absent.  Tests  made  with  normal 
goat  serum  and  with  goat  antiserums  specific  for 
other  infections,  e.  g.,  antitularense,  antibrucella, 
etc.,  show  no  erythematous-edematous  reactions 
whatsoever.  We  have  tested  thirty-seven  patients. 
Thirty-six  showed  specific  responses,  and  the  re- 
maining one  showed  serum  sensitivity.  All  these 
individuals  gave  positive  Frei  tests  with  Frei  an- 
tigens and  cultured  antigens.  Eight  cases  suspected 
for  lymphogranuloma  inguinale  and  five  normal  in- 
dividuals were  tested  in  like  manner.  No  erythema- 
tous-edematous reaction  was  elicited  in  any  of  these 
individuals. 

Dr.  Foshay  has  done  extensive  work  on  intra- 
dermal antiserum  tests  and  reported  recently  over 
five  hundred  cases  which  have  shown  this  simple 
erythematous-edematous  reaction  to  the  homologous 
specific  antiserum.  In  their  relation  to  tularemia  he 
has  shown  that  positive  tests  are  dependent  upon 
an  antigen-antibody  reaction  which  involves  only 
the  species-specific  polysaccharide  fraction  of  the 
whole  bacterial  antigen.  Presumably  the  same,  or  a 
very  similar  mechanism  is  operative  in  other  in- 
fections when  the  identical  type  of  bacterial  spe- 
cific responses  are  obtainable  with  homologous 
immune  serums.  This  characteristic  virus  specific 
response  in  each  of  thirty-seven  patients  to  the 
virus  antiserum,  we  believe,  offers  evidence  that 
our  virus  is  the  true  cause  of  lymphogranuloma  in- 
guinale. 

Through  the  courtesy  of  the  Department  of  Der- 
matology of  Cincinnati  General  Hospital  we  were 
able  to  follow  thirty-three  cases  we  have  treated, 
and  eight  still  under  treatment,  using  heated  cul- 
ture antigen  as  a vaccine  administered  subcutane- 
ously, and  three  cases  treated  with  antiserum.  Of 
these  treated  cases,  including  three  serum  treated 
cases,  thirty-six  showed  such  marked  improvement 
that  they  were  considered  cured  in  an  average  of 
eight  to  ten  weeks. 

Usually  vaccination  is  begun  with  an  initial  dose 
of  0.2  to  0.3  cc.  which  gives  a strong  local  reac- 
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tion.  Injections  are  given  three  times  weekly.  Each 
subsequent  treatment  produces  a smaller  response. 
The  tolerance  to  a larger  dose  given  later  is  be- 
lieved to  be  due  to  desensitization.  Accompanying 
the  clinical  improvement  there  was  a marked  re- 
duction in  skin  sensitivity.  Of  the  remaining  eight 
cases  three  have  failed  to  return  for  further  treat- 
ment after  the  second  week,  five  have  been  treated 
from  two  to  four  weeks  and  are  still  under  treat- 
ment. These  appear  to  be  following  a similar  fa- 
vorable course. 

Briefly  we  wish  to  present  here  the  history  of  a 
few  cases  which  have  been  treated  with  heated  cul- 
tured antigen,  and  of  a serum  treated  case. 

Case  1.  Negro  male,  married,  age  30.  Seen  January  11, 
1934.  Had  bilateral  inguinal  swellings.  Indurated  masses  of 
glands  measured  6 cm.  by  2 cm.  on  the  left;  7 cm.  by  2.5 
cm.  on  the  right.  The  swelling  was  first  noticed  by  the 
patient  Dec.  25,  1933.  Ten  days  preceding  the  onset  he  was 
exposed  to  infection.  There  was  no  sore  on  the  penis.  Pa- 
tient had  gonorrhea  two  years  ago.  Kahn  reaction  negative. 
Frei  skin  tests  strongly  positive.  The  glands  never  suppu- 
rated. Beginning  Jan.  13,  a marked  desensitization  was  ob- 
tained. The  masses  of  glands  had  completely  disappeared 
from  both  groins  when  last  seen  on  March  5.  Patient  re- 
sumed his  occupation  as  a porter  March  5.  No  remission 
has  occurred  in  two  and  a half  years. 

Case  2.  White  male,  single,  age  32.  He  had  had  bilateral 
inguinal  adenitis  for  about  seventeen  weeks  when  he  was 
I first  seen,  on  March  7,  1935.  Markedly  swollen,  fluctuant 
nodes  in  the  both  groins  with  multiple  fistulae  from  which 
pus  was  discharging.  No  lesion  on  or  discharge  from  the 
penis.  Kahn  reaction  4 plus.  No  gonorrheal  infection.  Frei 
tests  markedly  positive.  Vaccine  therapy  was  begun  with 
initial  dose  of  0.3  cc.  A total  of  15.6  cc.  of  vaccine  was 
given  in  twenty-six  inoculations.  When  the  last  treatment 
was  given  on  May  15,  the  fistulae  were  healed,  and  masses 
of  nodes  were  no  londer  palpable.  No  remission  has  oc- 
I curred  in  seventeen  months. 

Case  3.  A black  female,  age  ten,  was  admitted  to  the 
Pediatric  Service,  Cincinnati  General  Hospital,  on  March 
16,  1935,  with  a history  of  the  onset  eight  days  previously. 
Fever  was  present  from  the  acute  onset  without  chills.  No 
vaginal  discharge  noted.  No  history  of  sexual  indiscretion 
obtained.  No  history  of  onset  of  menstruation.  No  cuts  or 
abrasions  noted  on  either  extremity  to  account  for  inguinal 
adenopathy.  The  inguinal  glands  bilaterally  were  markedly 
enlarged,  measuring  about  7-8  cm.  in  diameter.  The  tumor 
was  hot,  indurated  and  very  tender.  On  rectal  digital  ex- 
amination no  glands  were  palpable,  and  no  stricture  could 
be  made  out.  Frei  skin  tests  ten  days  after  acute  onset 
I negative.  Wassermann  negative.  Frei  skin  tests  repeated 
fifteen  days  after  acute  onset,  all  negative.  The  glands  on 
I both  sides  became  fluctuant,  and  required  aspiration  several 
times  before  vaccine  therapy  was  started. 

Frei  antigen  was  prepared  from  the  aspirated  pus  taken 
on  the  seventeenth  day  of  the  disease  and  gave  strongly 
positive  skin  reaction  in  four  proven  cases,  negative  reac- 
tion in  controls.  Darkfield  examination,  smear  and  cultures 
of  aspirated  pus  were  negative  for  bacteria.  Tissue-Tyrode 
medium  cultures  were  positive  for  the  cultivation  of  a 
virus.  Heated  cultured  antigen  gave  positive  skin  reaction 
in  seven  proven  cases.  Frei  skin  tests  were  done  on  the 
patient  twenty-three  days  after  acute  onset  with  positive 
reactions.  Skin  tests  were  done  on  members  of  the  imme- 
diate family  with  Frei  antigen.  The  mother  and  a male 
roomer  gave  strongly  positive  reactions,  while  the  father 
and  the  aunt  were  negative. 


Vaccine  therapy  with  cultured  antigen  was  started  on  the 
twenty-sixth  day  after  onset.  The  temperature,  which  had 
been  ranging  between  101°  and  102°  since  admission,  had 
fallen  to  normal  limits.  The  vaccine  was  given  on  alternate 
days,  totaling  10.25  cc.  in  a course  of  twenty-two  inocula- 
tions. No  objectionable  reactions  were  noted  during  treat- 
ment. When  last  seen  on  Nov.  16,  no  palpable  indurated 
glands  were  noted  in  both  groins.  No  remission  has  oc- 
curred in  fourteen  months. 

Case  4.  White  male,  single,  25  years  old,  seen  first  Feb- 
ruary 8,  1934.  Markedly  swollen  glands  in  left  groin  meas- 
uring 10  by  15  cm.  Very  tender  and  painful.  A week  or 
ten  days  after  he  was  exposed  to  infection,  swelling  of 
groin  was  noted  Jan.  26.  No  primary  lesion  found.  Slight 
urethral  discharge  which  upon  examination  was  found  to 
be  gonorrheal.  Kahn  reaction  3 plus.  Frei  tests  strongly 
positive.  The  affected  glands  suppurated  and  24  cc.  of  pus 
was  withdrawn  by  five  different  aspirations.  Bacteriologic 
findings  of  the  pus  negative. 

Patient  was  admitted  to  the  hospital  March  1.  Beginning 
Feb.  10,  9.4  cc.  of  vaccine  was  given  subcutaneously  in  thir- 
teen inoculations.  On  March  8 the  glands  were  incised  and 
curetted,  when  vaccine  treatment  was  discontinued.  Sero- 
purulent  discharge  continued  and  wound  did  not  heal. 
Swelling  of  suprapubic  glands  noted  April  7.  Patient  was 
dismissed  from  the  hospital  April  10. 

On  April  18  he  was  readmitted  to  the  hospital  and  supra- 
pubic glands  were  incised  and  curetted  on  April  19.  Con- 
tinuous drainage  followed.  Skin  test  with  a goat  serum  was 
negative  when  done  on  April  23,  and  followed  by  20  cc. 
antivirus  goat  serum  which  was  given  intravenously ; 20 
cc.  antivirus  serum  given  again  on  April  25  and  15  cc.  on 
the  26th.  Serum  sickness  occurred  on  the  29th  and  lasted 
thirty-six  hours.  Patient  was  discharged  from  the  hospital 
May  4;  drainage  had  ceased  and  epithelization  had  oc- 
curred. Two  weeks  after  the  first  serum  treatment  the 
wound  was  completely  healed.  No  remission  has  occurred 
in  two  and  a half  years. 

The  virus  of  lymphogranuloma  inguinale  has 
been  cultured.  Unlike  other  viruses,  its  heated  cul- 
tured virus  has  been  used  successfully  in  making 
diagnosis  by  the  intradermal  skin  test,  and  induc- 
ing recoveries  by  subcutaneous  inoculations.  Also 
heated  cultures  have  been  used  to  produce  an  anti- 
virus serum  which  possesses  neutralizing  properties 
on  the  Frei  antigens.  Although  one  can  draw  no 
definite  conclusion  from  the  few  cases  treated  with 
anti.serum,  the  results  in  these  cases  justify  further 
trial  of  serum  therapy.  The  erythematous-edema- 
tous reaction  induced  by  the  specific  antilympho- 
granuloma inguinale  serum  may  be  taken  for  rapid 
presumptive  diagnosis  of  this  disease. 
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The  number  of  gastric  leiomyomas  reported  in 
the  literature  are  still  comparatively  few.  Our  chief 
interest  in  this  condition  is  the  fact  that  it  has 
been  diagnosed  in  our  hospital  as  carcinoma  of  the 
stomach,  and  because  of  that  fact  at  least  one  pa- 
tient was  almost  deprived  of  the  benefit  of  opera- 
tion. Even  though  the  clinician  considers  the  diag- 
nosis of  benign  tumor  when  confronted  with  such  a 
lesion,  critical  examination  of  all  the  evidence  may 
not  permit  him  to  make  such  a diagnosis. 

As  pointed  out  by  one  of  us  (Mock)  in  a pre- 
vious publication,  infective  granuloma  (a  produc- 
tive inflammatory  tumor-like  mass  frequently  de- 
veloping at  the  site  of  an  old  ulcer)  and  benign 
tumors  of  the  stomach  are  most  frequently  diag- 
nosed as  gastric  carcinomas  and  usually  cannot  be 
differentiated  except  by  actually  examining  the 
tumor  at  operation.^  Even  then,  unless  biopsy  is 
performed  and  a careful  histologic  examination 
made,  the  true  nature  of  the  tumor  will  often  be 
overlooked.  The  frozen  section  is  not  always  reli- 
able, as  too  often  the  infective  granuloma  has  the 
appearance  of  malignancy.  It  is  only  by  a long, 
careful  histologic  examination  that  the  true  nature 
of  the  condition  is  understood.  The  senior  author 
has  reported  several  cases  where  such  tumors  were 
diagnosed  as  inoperable  carcinomas  and  the  abdo- 
men closed,  and  a few  cases  where  the  diagnosis 
of  carcinoma  was  made  on  frozen  section,  only  to 
be  rescinded  by  a more  careful  histologic  study. 
The  fact  that  infective  granulomas  and  benign  tu- 
mors are  far  more  common  than  is  generally  real- 
ized warrants  the  statement  that  the  great  majority 
of  tumors  of  the  stomach  diagnosed  as  carcinoma 
should  be  explored,  as  a certain  number  of  them 
will  prove  to  be  benign  conditions,  and  the  opera- 
tion may  be  a life-saving  measure. 

Gastric  leiomyoma  is  rare,  but  is  probably  the 
most  common  form  of  benign  tumor  found  in  the 
stomach.  Eusterman  and  Senty^  reported  that  ten 
out  of  twenty-seven  benign  gastric  tumors  were  my- 
omas, and  in  Eliason  and  Wright’s  series®  60  per 
cent  of  their  benign  tumors  were  so  classified.  Some 
of  the  reported  leiomyomas  could  undoubtedly  be 
classified  as  fibromyomas,  since  the  histologic 
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study  usually  reveals  a connective  tissue  stroma. 
The  differentiation  of  leiomyomas  from  fibromy- 
omas depends  upon  the  amount  of  connective  tis- 
sue present  and  upon  the  viewpoint  of  the  patholo- 
gist. However,  Ewing^  states  that  pure  leiomyomas 
do  occur  in  the  gastrointestinal  tract.  In  the  early 
stages  and  in  small  tumors  there  may  be  little  or 
no  connective  tissue.  With  the  increase  in  age  and 
size  of  the  tumor,  there  is  a corresponding  increase 
of  connective  tissue. 

Clinically  it  is  important  to  bear  in  mind  that 
these  apparently  benign  tumors  sometimes  under- 
go malignant  degeneration  or  metastasize.  A num- 
ber of  authors  have  commented  on  the  appearance 
of  malignant  characteristics  in  benign  gastric  tu- 
mors. Thus,  Patterson®  found  fourteen  reported 
cases  of  leiomyoma  where  secondary  growths  had 
occurred.  Melnick®  reports  a case  in  which  a patient 
bled  to  death  from  an  obscure  gastrointestinal  hem- 
orrhage. At  postmortem  examination  an  ulcerated 
leiomyoma  of  the  stomach  was  found,  in  which 
there  were  “mature,  fully  differentiated,  smooth 
muscle  cells  without  anaplasia  or  invasion  and  a 
metastasis  in  the  liver  which  almost  exactly  re- 
sembled the  primary  tumor.”  Because  of  the  invad- 
ing or  metastasizing  tendencies  of  gastric  myomas, 
they  have  been  given  various  names  denoting  malig- 
nancy, such  as  leiomyoma  malignum,  metastasizing 
leiomyoma  or  leiomyoma  sarcoma.  As  a rule,  the 
invasive  properties  are  limited  and  metastasis  is 
slow,  so  that  cachexia  is  not  a prominent  symptom, 
even  in  old  cases. 

Although  the  leiomyoma  may  be  subserous  or  in- 
tramural, the  majority  are  submucous  and  even- 
tually project  into  the  lumen  of  the  stomach.  As 
growth  progresses,  the  intragastric  tumors  become 
prone  to  ulceration,  probably  because  they  are 
subject  to  repeated  trauma  and  local  nutritional 
impairment.  The  submucous  tumors  may  be  either 
sessile  or  pedunculated.  When  attached  by  a ped- 
icle, the  tumor  may,  if  situated  near  the  pyloric  end, 
enter  the  pylorus  and  duodenum,  producing  inter- 
mittent pyloric  obstruction  or  even  gastrointestinal 
intussusception. 

The  symptomatology  directly  depends  upon  these 
pathologic  characteristics  of  gastric  leiomyoma. 
There  may  be  no  symptoms  whatever,  or  only  a 
vague  type  of  dyspepsia  or  epigastric  distress  simu- 
lating ulcer.  Recurring  hemorrhage  is  probably  the 
most  common  symptom  directing  attention  to  the 
gastrointestinal  tract.  The  hemorrhage  may  be  so 
severe  as  to  be  fatal.  Anemia  is  very  common.  Ob- 

4.  Ewing,  J. : Neoplastic  Diseases.  W.  B.  Saunders  & 
Co.,  Philadelphia,  1928. 

5.  Patterson.  Quoted  by  Eliason  and  Wright,  vide  supra. 

6.  Melnick,  P.  J. : Metastasizing  Leiomyoma  of  the 

•Stomach.  Tr.  Chicago  Path.  Soc.  14:42,  1932. 
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struction  occurs  when  a j>edunculated  tumor  en- 
ters the  pylorus  or  duodenum.  The  obstruction  is 
usually  intermittent,  due  to  a ball-valve  mechanism, 
and  the  patient  is  fairly  well  between  attacks.  There 
is  little  other  interference  with  the  motility  and 
emptying  of  the  stomach. 

The  diagnosis  is  seldom  made  clinically,  al- 
though certain  features  in  roentgen  examination  are 
suggestive.  Diagnosis  without  roentgen  examination 
is  impossible.  There  are  frequently  an  absent  or  low 
free  HCl,  anemia  and  persistent  blood  in  the  .stool, 
which,  with  the  finding  of  a filling  defect  by  roent- 
gen examination,  usually  lead  one  to  think  of  car- 
cinoma. No  mass  can  be  palpated  as  a rule.  Moore,’ 
reviewing  the  roentgenologic  signs  suggestive  of  be- 
nign gastric  tumors,  concludes  that  the  filling  de- 
fect is  circumscribed  and  without  associated  spasm 
or  deformity  of  the  stomach.  There  is  no  inter- 
ference with  peristalsis  and  no  distortion  of  the 
rugae. 

The  treatment  of  gastric  leiomyoma  is  surgical 
removal.  The  tumor  is  usually  localized  and  cir- 
cumscribed and  consequently  easily  removed.  Sec- 
ondary growths  should  be  sought  for  in  the  liver 
and  in  adjacent  organs.  Careful  histologic  study  of 
the  specimen  is  indicated. 

REPORT  OF  CASE 

H.  M.,  white,  a steel  worker,  age  61,  referred  by  Dr.  E. 
D.  Skeene,  of  Gary,  Ind.,  entered  St.  Luke’s  Hospital  on 
October  31,  193S,  following  a severe  attack  of  nausea,  hema- 
temesis  and  syncope.  There  was  a history  of  a similar  at- 
tack about  one  year  previously ; also  of  abdominal  disten- 
tion and  a vague  type  of  distress  which  came  on  immedi- 
ately after  eating  for  the  past  four  or  five  years.  Other 
complaints  were  slight  dyspnea  on  exertion  and  frequent 
frontal  headaches  for  two  years;  occasional  slight  bleed- 
ing from  the  rectum  and  urinary  frequency  for  several 
years.  The  past  history  was  negative,  except  for  typhoid 
fever  in  youth ; pleurisy  fifteen  years  previously,  and  an  at- 
tack of  sciatica  about  six  months  prior  to  the  present  ill- 
ness. Family  history  was  negative. 

Roentgen  examination  had  been  done  by  Dr.  Sagel  at 
the  Methodist  Hospital  in  Gary,  Ind.  Two  weeks  prior  to 
referring  the  patient  to  the  senior  author.  Dr.  Sagel  had 
found  a definite  filling  defect  on  the  greater  curvature  of 
the  stomach,  but,  as  he  stated  to  one  of  us,  he  had  seen 
little  interference  with  peristalsis  and  little  distortion  of  the 
rugae.  He,  therefore,  believed  this  tumor  to  be  benign. 

Since  the  senior  author  was  on  vacation,  this  patient  was 
referred  to  the  gastroenterology  service  for  careful  work-up 
and  treatment,  if  indicated.  A routine  gastrointestinal  ex- 
amination was  made  in  our  laboratory.  The  fluoroscopic 
examination  was  observed  by  the  gastroenterologist,  as  well 
as  by  the  roentgenologist. 

Physical  examination  revealed  a slender,  well  nourished, 
elderly  white  male,  not  acutely  ill.  There  was  no  noticeable 
pallor.  Slight  bilateral  impairment  of  hearing  was  noted. 
.411  of  his  teeth  were  replaced  by  plates,  and  the  tonsils  were 
absent.  The  thyroid  gland  was  definitely  enlarged.  There 
were  occasional  extrasystoles,  and  the  heart  tones  were 
distant;  otherwise,  the  heart  and  lungs  were  negative.  Blood 
pressure  was  120/76.  No  abdominal  mass  could  be  pal- 

7.  Moore,  A.  B. : Benign  Tumors  of  Stomach  from 
Roentgenologic  Point  of  View.  ,T.  A.  M.  A.  89:368-370. 
July  30,  1927. 


pated.  There  was  slight  tenderness  in  the  epigastrium  to 
the  left  of  the  midline  but  no  rigidity.  There  was  a small 
right  indirect  inguinal  hernia.  The  prostate  was  definitely 
enlarged,  of  uniform  consistency  and  not  tender.  There 
were  4,100,000  erythrocytes,  5,500  leukocytes,  and  62  per 
cent  hemoglobin.  Blood  chemistry  and  urine  were  normal. 
Results  of  the  Ewald  test  meal  were:  Free  acid,  12;  com- 
bined acid,  6 ; benzidene,  2 plus.  A 4 plus  benzidene  re- 
action was  obtained  on  stool  examination.  On  management, 
the  occult  blood  in  the  stool  disappeared. 

Roentgen  examination  showed  the  heart  and  aorta  within 
normal  limits,  and  the  posterior  mediastinum  clear.  The 
esophagus  showed  no  abnormality.  The  excursions  of  the 
diaphragm  were  limited  on  the  right  side.  There  were  evi- 
dence of  adhesions  and  calcifications  involving  the  right 
lung.  The  stomach  showed  a filling  defect  on  the  greater 
curvature  of  the  pars  media,  about  2 cm.  in  diameter, 
which  seemed  to  involve  the  posterior  wall  and  was  quite 
smooth.  The  right  border  was  irregular  along  the  greater 
curvature.  The  fact  that  the  right  border  of  the  filling  de- 
fect was  smooth  was  suggestive  of  a benign  tumor,  such  as 
fibroma;  but  the  fact  that  the  lesion  extended  through  to 
the  greater  curvature  of  the  stomach  and  was  irregular  was 
considered  to  be  evidence  of  malignancy,  since  lesions  on 
the  greater  curvature  are  usually  malignant.  The  pyloric 
antrum  was  regular  in  outline,  and  the  duodenal  bulb 
showed  no  abnormality.  The  stomach  was  empty  at  the 
end  of  five  hours.  From  the  roentgenogram  this  lesion  did 
not  appear  to  extend  to  the  lesser  curvature.  It  involved 
about  two  and  one-half  inches  of  the  stomach. 

As  a result  of  the  above  careful  study,  a diagnosis  of  car- 
cinoma of  the  stomach  was  made.  The  patient’s  wife  was 
told  of  the  condition,  and  she  in  turn  told  her  husband. 
He  was  advised  to  have  an  operation  to  determine  whether 
gastric  resection  was  possible,  and  if  impossible  to  have  a 
gastroenterostomy  performed  in  order  to  relieve  the  symp- 
toms. The  patient  went  home  to  await  the  senior  sur- 
geon’s return  from  his  vacation,  at  which  time  it  was  under- 
stood that  the  operation  would  be  performed. 

During  the  next  two  weeks  the  patient  considered  the 
situation  carefully  and  announced  that,  since  he  had  a 
cancer  of  the  stomach,  he  felt  that  an  operation  was  hop>e- 
less  and  refused  to  undergo  the  ordeal.  It  took  considerable 
argument  on  the  part  of  Dr.  Skeene  and  both  of  us  to  per- 
suade the  patient  that  we  could  not  be  absolutely  positive 
as  to  the  nature  of  the  tumor  without  an  operation,  and 
even  if  it  were  of  a cancerous  nature,  we  still  might  be 
able  to  prolong  his  life  considerably.  Finally,  he  consented 
to  the  operation. 

OPERATION 

Under  ethylene  anesthesia  an  upper  left  rectus  incision 
was  made  and  the  peritoneum  opened.  The  stomach  was 
exposed  and  examined.  A tumor,  resembling  in  consistency 
and  size  a hard,  small  rubber  ball,  was  felt  through  the 
stomach  walls,  lying  entirely  inside  the  stomach,  and  ap- 
parently attached  along  the  greater  curvature,  slightly  distal 
to  the  middle.  The  walls  of  the  stomach  were  smooth  and 
apparently  normal.  The  glands  along  the  greater  curvature 
were  palpated  but  were  not  enlarged.  The  entire  surface  of 
the  liver  was  explored  but  no  nodules  felt. 

The  anterior  wall  of  the  stomach,  near  the  greater  curva- 
ture, was  incised,  exposing  the  interior  of  the  stomach.  A 
pedicled,  rounded  tumor  was  found  with  the  pedicle  base 
about  2 cm.  in  width  and  attached  to  the  mucosa,  just 
posterior  to  the  incision.  A crater-like  ulcer  was  present 
on  the  dome  of  the  tumor,  and  it  was  evident  that  bleeding 
had  been  occurring  from  this  ulcer  (fig.  1).  The  remainder 
of  the  interior  of  the  stomach  was  normal.  There  was  no 
obstruction  at  the  pylorus. 

The  tumor  was  removed  by  excising  its  pedicle  at  point 
of  attachment.  The  incision  in  the  stomach  wall  was  closed 
by  two  rows  of  fine  catgut  suture  and  finally  by  a row  of 
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Fig.  1.  Photograph  of  drawing  of  gross  specimen. 

fine  linen  suture  approximating  the  serosa  of  the  stomach 
over  the  defect.  The  abdomen  was  closed  without  drainage. 

The  patient  made  an  excellent  recovery  for  one  week  and 
then  developed  a small  area  of  consolidation  in  the  right 
lower  lobe  which  we  thought  was  a pulmonary  infarct. 
His  condition  was  quite  serious  for  a few  days,  after  which 
he  gradually  recovered  from  this  complication.  He  was 
discharged  from  the  hospital  at  the  end  of  three  weeks  in 
fairly  good  condition.  He  has  been  observed  on  five  differ- 
ent occasions  since  the  operation,  and  at  the  present  time  is 
in  excellent  condition. 

PATHOLOGIC  REPORT 

This  tissue  nodule  from  the  lining  and  inner  portions  of 
the  wall  of  the  stomach  is  3 by  2.3  by  2.4  cm.  .4t  least 
three-fourths  of  its  rounded  surface  is  covered  by  gastric 
mucosa.  Beginning  1 cm.  from  an  edge  is  an  ulcer  of  the 
gastric  mucosa  with  irregular  margins  9 by  6 mm.  The 
edges  are  sharply  rounded  and  drop  to  a base  depressed 
about  0.4  cm.  below  the  surface.  The  base  is  gray,  firm 
tissue.  On  surfaces  made  by  cutting,  there  is,  directly  under 
the  mucosa,  a sharply  limited  mass  of  firm,  gray,  fibrillar 
tissue,  2.S  by  2 by  1.8  cm.,  containing  narrow  crevices  and 
small  pockets  of  liquified  tissue.  The  largest  of  these  pock- 
ets is  0.3  cm.  in  diameter.  From  sections  prepared  by  the 
freezing  method  the  tumor  appears  to  be  of  smooth  muscle 
or  fibrous  tissue  origin,  a so-called  spindle-celled  sarcoma 
or  leiomyoma. 

HISTOLOGY 

The  sections  were  stained  with  hematoxylin-eosin,  phos- 
photungstic  acid-hematoxylin,  and  according  to  the  Mallory 
aniline-blue  procedures.  In  all  of  these  preparations  there  is 
some  variation  in  tissue  structure  because  of  edema  and 
the  disproportions  between  a stroma  background  and  cells 
considered  to  be  essential  tumor  elements.  Some  portions, 
somewhat  edematous,  are  mainly  fibrillar  stroma;  others 
are  mainly  the  essential  cells  with  only  a little  supporting 
stroma.  The  latter  portions  are  made  up  of  spindle-shaped 
or  polymorphous  cells.  They  have  a scanty  or  moderately 
abundant  acidophilic  granular  cytoplasm  and  elongated  oval 
vesicular  nuclei  with  a few  coarse  and  fine  chromatic  gran- 
ules. The  dense  portions  of  tissues  have  masses  of  these 
cells  arranged  somewhat  in  bands ; the  portions  with  more 
of  the  edematous  stroma  contain  small  groups  or  isolated 
masses  of  these  cells.  In  these  places  the  tumor  cells  are 
slightly  larger,  a little  more  polymorphous,  but  in  general 
spindle-shaped.  Their  structure  corresponds  to  smooth 
muscle  cells.  The  sections  stained  with  phosphotungstic 
acid-hematoxylin  have  a collagenous  stroma  background  in 
which  these  spindle-shaped  cells  stand  out  sharply  because 
of  their  purple-staining  qualities.  Fine  longitudinal  purple 
fibrils  are  found  in  the  cytoplasm  of  some  of  these  cells. 
The  elongated  vesicular  nuclei  are  slightly  tortuous.  The  sec- 


Fig.  2.  Microphotograph  of  section  of  tumor. 

tions  stained  according  to  Mallory’s  aniline-blue  technic 
confirm  the  details  mentioned  (fig.  2).  Tumors  of  this 
structure  have  been  diagnosed  spindle-cell  sarcomas,  lei- 
omyosarcomas or  simply  leiomyomas.  In  this  particular 
tissue,  mitosis  is  rare  and  the  cells  are  differentiated.  How- 
ever, even  such  seemingly  localized  and  differentiated  tis- 
sues are  known  to  produce  metastases.  Such  a tumor  has 
been  described  as  “metastasizing  leiomyoma  of  the  stom- 
ach” by  Melnick. 

Dr.  Edwin  Hirsch,  pathologist  at  St.  Luke’s  Hos- 
pital, in  his  final  report  on  the  tissue,  stated  that 
this  tumor  was  apparently  a simple  gastric  leiomy- 
oma. There  was  nothing  to  indicate  that  it  was  of  a 
malignant  nature,  yet  he  emphatically  pointed  out 
that  many  apparently  benign  leiomyomas  later  me- 
tastasize. Since  time  alone  and  close  observation 
of  the  patient  will  finally  determine  whether  this 
leiomyoma  is  benign  or  malignant,  a prolonged  fol- 
low-up period  is  being  planned. 

SUMMARY 

1.  A benign  tumor  of  the  stomach  may  be  diag- 
nosed malignant  after  careful  clinical  roentgen  and 
gross  examination  of  the  patient,  or  even  following 
study  of  the  frozen  section. 

2.  The  frequency  of  benign  tumors  and  of  in- 
fective granulomas  of  the  stomach  and  the  fact 
that  they  are  usually  diagnosed  as  gastric  carcin- 
omas make  it  imperative  that  pathologic  proof  of 
the  true  condition  of  such  tumors  should  be  re- 
quired before  the  diagnosis  of  gastric  carcinoma 
is  accepted  for  statistical  purposes. 

3.  The  majority  of  patients  with  suspected  malig- 
nant tumors  of  the  stomach  should  have  the  bene- 
fit of  exploratory  operation  and  biopsy,  even  though 
the  tumor  is  considered  inoperable. 

4.  Gastric  leiomyomas  which  are  apparently  be- 
nign occasionally  metastasize. 
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HYPERPLASTIC  TUBERCULOSIS  OF  THE 
COLON* 

Jesse  W.  Read,  M.D. 

TACOMA,  WASH. 

This  subject  was  chosen  since  it  is  an  important 
part  of  the  differential  diagnosis  of  tumors  of  the 
large  bowel  and  one  that  is  not  considered  often 
enough.  We  are  perhaps  too  easily  satisfied  at  times 
with  the  diagnosis  of  chronic  appendicitis  or  peptic 
ulcer,  when  a patient  presents  the  story  of  chronic 
abdominal  complaints.  At  other  times  it  is  easy  to 
accept  the  diagnosis  of  carcinoma  of  the  colon  in  a 
certain  case,  with  its  unpleasant  prognosis,  when 
in  a few  instances  we  may  encounter  a tumor  that 
is  surprisingly  amenable  to  treatment. 

The  term  hyperplastic  tuberculosis  of  the  colon 
is  used  to  designate  those  tumors  of  the  colon, 
usually  in  the  ileocecal  region,  when  the  lesion  con- 
sists of  fibrous  hyperplasia.  The  tumor  is  hard  and 
dense  and  is  surrounded  by  a fibrofatty  mass  of  in- 
flammatory tissue.  The  mucous  membrane  is  thick- 
ened and  thrown  into  folds  and  even  polypoid 
masses.  All  of  the  coats  of  the  bowel  are  thickened, 
even  the  muscular  layers.  Often  the  muscularis  is 
obliterated  and  a greyish  dense  mass  is  fused  with 
the  peritoneum.  There  is  a marked  round  cell  infil- 
tration and  epithelial  cell  proliferation,  surrounding 
a zone  of  giant  cells  which  are  few  in  number  with 
a center  of  fibrous  tissue  instead  of  the  usual 
caseous  center  found  in  true  tubercles.  Tubercle 
bacilli  are  not  found  in  the  lesion  and  there  is  very 
seldom  ulceration  of  the  mucous  membrane.  These 
tuberculomata  are  often  the  sole  focus  of  tubercu- 
losis in  the  body  and  are  usually  single,  although 
multiple  tumors  are  at  times  found.  These  lesions 
are  in  contrast  to  those  of  ulcerative  tuberculosis 
of  the  colon  which  commonly  appear  in  persons 
suffering  from  active  pulmonary  tuberculosis  and 
which  show  marked  ulceration. 

There  is  another  granulomatous  lesion  of  the 
right  colon  that  is  very  similar  to  hyperplastic  tu- 
berculosis and  is  termed  nonspecific  inflammatory 
granuloma  of  the  intestines  or  nonspecific  granu- 
loma or  infective  granuloma.  A controversy  wages 
in  the  literature  as  to  the  exact  identities  and  true 
characteristics  of  these  similar  tumors.  Some  work- 
ers feel  that  in  the  earlier  work  on  hyperplastic  tu- 
berculosis of  the  colon  cases  of  nonspecific  inflam- 
matory granuloma  were  mistaken  for  tuberculosis, 
that  hyperplastic  tuberculosis  tumors  of  the  colon 
only  follow  some  other  focus  in  the  body  and  the 
microscopic  picture  of  hyperplastic  tuberculosis  is 
one  of  more  typical  tubercle  formation  and  usually 

* Read  before  a meeting  of  Pierce  County  Medical  So- 
ciety,, Tacoma,  Wash.,  Dec.  8,  1936. 
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with  ulceration  of  the  mucous  membrane.  These 
workers  also  feel  that  tuberculous  lesions  of  the 
bowel  are  usually  multiple,  whether  ulcerative  or 
hyperplastic. 

The  lesion  described  in  nonspecific  granuloma  is 
believed  to  be  due  to  trauma  and  is  not  limited  to 
the  colon.  Six  etiologic  groups  are  listed  by  Ginz- 
berg  and  Oppenheimer.  ( 1 ) Extra-  or  periintes- 
tinal  granulomata  secondary  to  sealed  off  perfora- 
tions of  the  bowel;  (2)  granulomata  secondary  to 
known  vascular  disturbances  of  the  gut,  such  as 
strangulated  herniae;  (3)  hypertrophic  ulcerative 
stenoses  of  the  terminal  ileum  as  found  in  regional 
ileitis;  (4)  localized  hypertrophic  colitis  with  ul- 
ceration and  diarrhea;  (5)  simple  penetrating  ul- 
cers of  the  colon;  (6)  inflammatory  masses  sec- 
ondary to  lesions  of  the  appendages  of  the  bowel, 
as  diverticula,  etc. 

The  pathologic  process  found  in  these  groups 
is  one  of  chronic  tumor-like  protective  inflammation 
of  the  gastrointestinal  tract.  The  lesion  starts  from 
local  interference  with  the  blood  supply,  and  re- 
parative processes  then  become  more  prominent 
than  the  necrosing  processes.  The  breaking  down  of 
the  tissues  is  conquered  by  the  building  up.  The 
picture  is  one  of  piled  up  granulation  tissue  with 
necrosis  and  fibroplastic  change  that  involve  all 
coats  of  the  intestine.  There  is  a preponderance  of 
mononuclear  lymphoid  and  plasma  cells  in  the  gran- 
ulation tissue,  although  there  may  be  areas  densely 
infiltrated  with  polys.  There  also  may  be  foreign 
body  tubercles  and  giant  cells. 

The  symptoms  presented  by  a patient  suffering 
from  hyperplastic  tuberculosis  of  the  colon  or  from 
nonspecific  granuloma  are  characterized  by  a 
chronic  progressive  syndrome  of  dyspepsia.  If  the 
symptoms  and  findings  lead  to  the  finding  of  a 
tumor  of  the  large  intestine,  the  most  common  cause 
is  carcinoma;  however,  the  second  most  frequent 
tumor  is  tuberculosis,  and  the  third  is  nonspecific 
granuloma.  While  it  is  true  that  in  most  of  the  cases 
of  tumor  of  the  large  bowel  the  diagnosis  of  the 
tumor  must  rest  upon  its  microscopic  appearance, 
there  are  certain  clinical  differences  that  should 
lead  one  to  think  more  seriously  of  hyperplastic 
tuberculosis  or  nonspecific  granuloma  than  of  car- 
cinoma. 

The  clinical  picture  is  usually  presented  by  a 
male  probably  in  his  thirties,  who  complains  of  di- 
gestive disturbances.  He  was  previously  in  good 
health  but  began  over  a year  ago  with  mild  di- 
gestive upsets  with  gas  and  occasional  nausea. 
There  is  at  times  a nonradiating  pain  in  the  re- 
gion of  the  umbilicus,  especially  after  overeating  or 
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being  overtired.  The  pain  and  distress  have  no  re- 
lation to  kinds  of  food,  but  usually  come  on  at 
night  soon  after  retiring.  At  times  he  feels  perfect- 
ly well,  but  the  spells  gradually  become  more  se- 
vere. There  is  a progressive  loss  of  weight  and  a 
poor  appetite.  At  times  he  may  perspire  moder- 
ately at  night,  but  he  does  not  feel  particularly 
sick.  While  he  may  be  slightly  constipated,  he  has 
spells  of  diarrhea  and  no  blood  or  slime  in  the  stool. 
He  has  been  able  to  continue  his  work  perhaps  as 
a salesman. 

On  examination  we  see  a young  man  who  has 
lost  about  twenty-five  or  thirty  pounds  in  weight. 
He  appears  slightly  ill,  but  not  toxic  or  in  acute 
distress.  His  examination  is  negative  except  for 
tenderness  and  the  suggestion  of  a mass  in  his  right 
upper  or  midabdomen.  The  tenderness  is  to  the 
right  of  the  umbilicus  and  is  referred  to  it.  The 
blood  picture  is  negative  as  is  the  urine.  The  stool 
shows  no  parasites  or  ova.  A gastrointestinal  series 
is  negative  except  for  perhaps  an  appendix  that 
does  not  empty.  A barium  enema,  if  given,  may 
show  an  irritable  ascending  colon  with  an  impotent 
ileocecal  valve. 

After  summing  up  the  case  you  feel,  perhaps, 
that  he  has  a chronic  appendicitis.  He  may  have 
had  an  appendectomy  elsewhere  and,  if  you  do  an 
appendectomy,  he  will  probably  be  back  later  with 
the  same  symptoms.  At  this  stage  the  case  appears 
to  be  one  perhaps  of  colitis  and  the  treatment  is 
symptomatic. 

.A.s  the  life  history  of  the  condition  unfolds  it- 
self the  patient  will  probably  have  spells  with  more 
severe  pain  and  the  picture  of  an  abdominal  ob- 
struction and  at  this  time  a definite  tumor  mass  can 
often  be  palpated.  The  obstruction  or  presence  of 
a tumor  forces  a laparotomy  and  the  surgeon  is  con- 
fronted by  a hard  tumor  of  the  colon,  covered  by 
fatty  fibrous  tissue  and  omentum,  with  possibly  a 
kink  of  small  bowel  adherent  to  it.  Believing  the 
tumor  to  be  carcinoma,  the  mass  is  resected  in  two 
stages,  or,  if  the  patient  is  too  sick,  merely  a colos- 
tomy or  a side-tracking  ileocolostomy  is  done.  The 
patient  then  makes  a gratifying  recovery.  The 
pathologist  reports  that  the  tumor  is  not  cancer  but 
is  a mass  of  chronic  inflammatory  tissue  and  the 
diagnosis  of  nonspecific  granuloma  follows;  or,  if 
there  are  more  characteristics  of  tuberculosis,  the 
diagnosis  of  hyperplastic  tuberculosis  of  the  colon 
is  made. 

In  considering  the  differential  diagnosis  of  tu- 
mors of  the  large  bowel,  carcinoma  must  be  men- 
tioned first.  With  cancer  there  is  usually  a definite 
change  in  the  bowel  habits,  with  perhaps  frequent 


or  loose  stools.  The  tendency  of  the  malignant  le- 
sions to  cause  ulceration  is  more  definite  and  the 
stools  at  times  carry  blood  and  slime.  A barium 
enema  will  be  more  apt  to  show  a definite  filling 
defect. 

The  picture  of  ulcerative  tuberculosis  of  the 
bowel  is  usually  accompanied  by  evidence  of  pul- 
monary tuberculosis.  Ulceration  of  the  mucous 
membrane  is  marked  and  diarrhea  with  blood  and 
slime  in  the  stool  are  usually  quite  definite;  this  is 
also  usually  accompanied  by  cramps  and  pain. 

Nonspecific  granuloma  may  be  related  to  some 
previous  abdominal  accident,  a diverticulitis  or  a 
strangulated  hernia,  etc.  The  onset  of  this  condition 
is  typically  more  sudden  than  is  hyperplastic  tuber- 
culosis and  there  may  be  a slightly  febrile  course. 
Other  conditions,  such  as  chronic  ulcerative  colitis 
and  other  inflammatory  lesions,  enter  into  the  dif- 
ferential diagnosis  more  rarely. 

The  roentgen  diagnosis  may  be  inconclusive, 
since  tumors  of  the  colon  may  all  show  irregular  in- 
constant filling  defects,  some  obstruction  and  mani- 
festations of  spasm.  These  findings  occur  in  any  of 
the  above  groups  and  are  not  much  help  in  the 
accurate  diagnosis. 

While  reports  in  the  literature  differ  as  to  the 
identity  of  hyperplastic  tuberculosis  and  nonspe- 
cific granuloma,  they  all  stress  the  fact  that  treat- 
ment of  these  granulomatous  lesions  of  the  colon 
should  be  either  an  enterostomy,  a short-circuiting 
operation  or  a total  resection,  depending  on  the 
exact  conditions  met  at  operation.  Several  writers 
mention  the  fact  that  a one  stage  resection  of  a 
granulomatous  tumor  of  the  large  bowel  is  attended 
by  a lower  operative  mortality  than  the  same  pro- 
cedure in  the  presence  of  a carcinomatous  tumor. 
The  short-circuiting  operation  or  an  enterostomy, 
in  cases  where  it  would  be  inadvisable  to  perform 
a resection,  lead  the  granulomatous  tumors  to  re- 
gress and  also  relieve  the  pain.  If  a resection  is 
carried  out  at  a later  date,  the  tumor  has  usually 
become  a comparatively  innocuous  mass  that  is 
technically  easy  to  handle. 

To  pin  the  above  remarks  together  I will  now 
cite  a case  that  illustrates  many  of  the  features  of 
this  condition.  While  it  can  not  be  proven  whether 
this  case  is  one  of  hyperplastic  tuberculosis  or  of 
nonspecific  granuloma,  it  falls  into  the  granuloma- 
tous group  and  nicely  brings  out  the  points  I have 
been  making. 

Mr.  M.,  a 37-year-old  married  department  store  worker, 
came  to  us  on  October  IS,  1935,  complaining  of  abdominal 
pain  of  a week’s  duration.  The  pain  was  crampy  in  char- 
acter and  ran  across  the  upper  abdomen  from  left  to  right. 
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It  did  not  seem  to  be  related  to  kinds  of  food,  although 
eating  seemed  to  bring  on  the  pain.  The  previous  evening 
the  pain  had  come  on  severe  enough  to  double  him  up.  He 
was  nauseated,  but  did  not  vomit.  Soda  had  no  effect  on 
the  pain.  His  bowels  were  regular  three  times  a day.  He 
had  no  bladder  symptoms. 

His  past  history  included  the  usual  childhood  diseases. 
He  had  had  no  operations.  His  systemic  history  showed 
that  his  appetite  had  been  good;  he  had  had  no  bowel 
upsets  in  the  past.  He  had  never  had  indigestion  or  abdom- 
inal pain  or  upsets  similar  to  the  present  illness.  His  genito- 
urinary history  was  negative.  He  had  lost  no  weight. 

Examination  showed  him  to  be  a husky,  well  nourished 
man,  weighing  185  pounds.  His  pulse  was  96.  His  blood 
pressure  was  normal  and  he  had  no  fever.  His  examination 
was  negative  with  no  tenderness  or  masses  made  out  in  his 
abdomen. 

The  patient  recovered  from  his  upset  and  we  did  not 
see  him  again  until  January  8,  1936,  when  he  came  to  the 
office  again,  complaining  of  nausea,  mild  abdominal  pain 
and  gas  of  ten  or  fourteen  days  duration.  The  pain  came 
on  thirty  to  thirty-five  minutes  after  meals  and  was  re- 
lieved after  a bowel  movement.  The  bowels  were  the  same, 
moving  three  times  a day.  He  had  no  fever,  but  was  def- 
initely tender  in  the  left  upper  quadrant  and  just  above  the 
umbilicus.  He  was  given  alkalies  to  take  after  meals.  The 
last  of  January  he  reported  that  he  was  feeling  quite  well 
again. 

By  the  middle  of  February  he  returned  again,  complain- 
ing of  a bearing  down  pain  in  his  lower  abdomen  of  a 
week’s  duration.  Before  that  he  was  feeling  quite  well  and 
the  pain  in  his  upper  abdomen  had  disappeared.  His  bowels 
remained  regular  and  there  was  no  blood  or  slime.  He  had 
lost  eight  pounds  since  the  previous  October.  The  only  find- 
ing was  tenderness  just  above  the  umbilicus.  There  was  no 
fever. 

Due  to  the  history  of  upper  abdominal  distress  of  four 
months  duration  a roentgen  examination  of  the  upper  in- 
testinal tract  was  made  and  the  results  indicated  a chronic 
appendicitis  and  also  some  delay  in  the  duodenal  curve. 

A month  later  he  developed  severe  crampy  pain  in  his 
abdomen  and  especially  around  his  umbilicus.  He  was  naus- 
eated and  vomited  twice.  The  crampy  pain  continued  with- 
out relief  for  twenty-four  hours,  when  he  developed  def- 
inite tenderness  to  the  right  of  his  umbilicus,  slight  rectal 
tenderness  on  the  right  and  a slight  elevation  of  his  white 
blood  count  to  11,350,  with  81  per  cent  polys.  There  was 
92  per  cent  hemoglobin  with  4,692,000  red  blood  cells.  The 
temperature  was  normal. 

That  evening  he  was  taken  to  surgery  and  his  abdomen 
opened.  There  was  a small  amount  of  clear,  sanguineous 
fluid  in  the  abdominal  cavity.  The  peritoneum  in  the  right 
lower  quadrant  was  red  and  injected  and  the  mesenteric 
vessels  to  the  terminal  ileum  were  engorged.  There  was  no 
gas  or  odor  and  no  fibrin.  The  distal  two-thirds  of  the  ap- 
pendix was  distended  and  the  vessels  prominent.  The  ap- 
pendix was  bound  to  the  cecum  in  the  form  of  a V by  ad- 
hesions. The  gallbladder  was  soft  and  easily  compressible, 
the  stomach  was  not  fixed  and  not  indurated,  and  no 
Meckle’s  diverticulum  w'as  found.  The  appendix  was  re- 
moved and  the  abdomen  closed.  The  postoperative  course 
was  marred  by  episodes  of  nausea,  upper  abdominal  pain 
and  frequent  stools.  No  ova  or  parasites  could  be  found  in 
the  stool. 

By  April  9 he  began  having  spells  of  mild  crampy  ab- 
dominal pain  again.  His  bowels  were  moving  once  a day 
instead  of  three  times.  His  appetite  was  good,  and  his 
strength  was  increasing.  He  had  lost  more  than  thirty 
pounds  since  October,  1935.  The  pain  became  severe  and 
band-like  across  his  abdomen  at  the  level  of  his  umbilicus 
that  same  evening.  It  was  accompanied  by  cramps  in  the 
right  side  of  his  abdomen,  and  was  followed  by  nausea 


and  vomiting.  This  condition  continued  for  two  days  with 
no  bowel  movement  or  passage  of  gas. 

Examination  showed  some  distension  of  the  abdomen, 
especially  on  the  left  with  visible  peristalsis  and  other  signs 
of  intestinal  obstruction.  Roentgen  examination  showed  that 
some  barium  passed  through  into  the  sigmoid.  It  also 
showed  that  there  was  some  obstruction  in  the  small  bowel 
in  three  places.  After  parenteral  fluids  and  decompression 
with  a nasal  tube  he  was  in  satisfactory  shape  for  a lap- 
arotomy on  April  16.  At  that  time  a hard  mass  about  two 
inches  in  diameter  could  be  felt  in  the  left  upper  quadrant 
of  the  abdomen. 

At  operation  a small  amount  of  bloody  serous  fluid  was 
found  in  the  abdomen;  the  peritoneum  was  dull  and  in- 
jected. Just  to  the  left  of  the  midpoint  of  the  transverse 
colon  was  a hard  intrinsic  tumor  four  inches  in  diameter 
that  had  the  consistency  and  appearance  of  carcinoma. 
.A  fibrous  band  of  omentum  was  stretched  and  adherent  to 
the  terminal  ileum,  kinking  it.  No  peritoneal  or  liver 
nodules  could  be  found.  At  the  cecum  were  several  firm, 
whitish  nodules.  The  tumor  mass  was  mobilized  and  a first 
stage  Mikulicz  operation  performed.  Three  days  later  the 
mass  was  removed  from  the  outside  of  the  abdomen,  leav- 
ing a double  barreled  colostomy. 

Microscopic  section  of  the  tumor  showed  it  to  be  an  in- 
flammatory mass  of  fibroplastic  hypertrophy.  Attached  to 
the  serosa  was  inflammatory  fibrofatty  tissue.  All  of  the 
coats  of  the  intestine  were  thickened  and  there  was  no 
ulceration  of  the  mucosa.  There  was  marked  infiltration  of 
endothelial  and  polynuclear  cells  and  also  round  cells.  No 
giant  cells  or  tubercles  could  be  found.  The  microscopic  pic- 
ture was  quite  distorted  from  the  necrosis,  caused  by  the 
fact  that  the  mass  was  severed  from  its  blood  supply  and 
outside  the  abdomen  for  three  days  before  it  was  removed 
and  sections  taken. 

The  postoperative  course  was  uneventful  and  after  the 
colostomy  spur  was  crushed  the  patient  began  having  nor- 
mal bowel  movements.  The  patient  was  unable  to  have  his 
colostomy  closed  until  the  middle  of  October,  due  to  finan- 
cial reasons.  His  fecal  fistula  bothered  him  very  little,  since 
he  had  only  a small  amount  of  fecal  matter  and  some 
mucous  draining  from  it. 

At  present  the  patient  is  apparently  perfectly 
well.  He  has  gained  from  140  to  177  pounds.  He 
has  an  excellent  appetite.  He  has  no  cramps  or 
abdominal  pain  and  has  normal  bowel  movements. 
His  strength  is  good  and  he  feels  well. 

In  conclusion,  I have  presented  a discussion  of 
the  pathologic  changes,  the  clinical  picture,  and 
the  treatment  of  hyperplastic  tuberculosis  and  of 
nonspecific  granuloma  of  the  colon  and  have  illus- 
trated my  remarks  by  presenting  a case. 

The  pathology  of  these  tumors  is  represented  by 
an  area  of  fibrous  hyperplasia  usually  of  the  ascend- 
ing colon  without  ulceration  of  the  mucous  mem- 
brane and  later  causing  obstruction. 

The  clinical  picture  is  characterized  by  chronic 
progressive  dyspepsia  in  young  males  who  complain 
of  pain  referred  to  the  umbilicus,  some  nausea 
and  loss  of  weight. 

The  treatment  is  resection  of  the  lesion,  or  a 
short-circuiting  operation  and  the  prognosis  is  good. 
1125  Rust  Building. 
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If  the  control  of  tuberculosis  is  the  most  impor- 
tant of  public  health  problems  in  the  general  pop- 
ulation as  it  has  been  declared  to  be  by  Dr.  Parran, 
Director  of  the  United  States  Public  Health  Serv- 
ice, how  much  more  important  is  it  in  a university 
community  which  is  made  up  of  young  men  and 
women  of  the  age  in  whom  tuberculosis  is  the  chief 
cause  of  death.  With  few  exceptions  it  is  not  until 
puberty  that  adult  tuberculosis  with  destruction  of 
lung  tissue  manifests  itself.  So  it  is  during  the 
period  of  adolescence  that  the  most  can  be  accom- 
plished in  the  way  of  detecting  early  tuberculosis. 

As  the  average  student  entering  the  university  is 
between  seventeen  and  eighteen  years  of  age,  the 
Health  Service  has  an  excellent  opportunity  in  its 
entering  physical  examinations  to  recognize  early 


tion  of  the  imperative  need  for  early  diagnosis,  not 
only  as  a means  of  saving  individual  morbidity 
and  preventing  individual  mortality  but  to  prevent 
the  spread  of  infection  to  new  cases. 

There  is  a third  and  no  less  important  reason 
for  the  university’s  preoccupation  with  the  problem 
of  tuberculosis.  .\s  has  rightly  been  pointed  out 
by  the  Bureau  of  Medical  Economics  of  the  Ameri- 
can Medical  Association  in  its  report  on  “Univer- 
sity and  College  Student  Health  Services,”  there 
appears  to  be  a striking  unanimity  of  opinion  that 
health  education  is  the  most  important  function  of 
the  Student  Health  Service. 

In  a well  planned  and  thoroughly  executed  pro- 
gram for  the  early  detection  and  control  of  tuber- 
culosis in  a university  community  the  student  may 
learn  first  hand  something  of  the  scientific  approach 
to  the  important  individual  and  community  prob- 
lem of  tuberculosis.  No  other  single  problem  that  a 
Student  Health  Service  should  endeavor  to  solve 
gives  an  equal  opportunity  in  integrating  personal 
service  with  administrative  hygiene  and  the  whole 
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1930-31 

1342 

O.T. 

P.P.D. 
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21 
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1931-32 

1056 
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0 

20 

0 

0 
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0 

1 

1932-33 

785 

0 

0 

15 

0 

0 

0 

0 

1933-34 

871 

Saranac  Lake 

? 

25 

74 

2* 

0 

0 

0 

1934-35 

1174 

Park  Davis 

1st  P.P.D. 

145 

168 

236 

1 

0 

1 

0 

3 

23 

909t 

1935-36 

1217 

28  + 

1st  and  2nd  P.P.D. 

457 

458 

558 

5 

1 

1 

0 

4 

1063 

t 645  tests  completed. 

*One  case  was  spontaneous  pneumothorax — no  tuberculin  test. 

One  case  was  acute  pleurisy  with  effusion,  + guinea  pig,  but  four  months  prior  to  acute  illness,  was  negative  to  Saranac 
O.T.  Y 1000. 


tuberculosis.  In  addition  to  the  age  factor  which  is 
so  important  there  is  the  dormitory  or  group  living 
which  makes  the  university  or  college  such  a poten- 
tially dangerous  source  of  tuberculosis  infection. 
Students  who  live  in  a college  rooming  house  fre- 
quently eat,  sleep  and  play  together  as  intimately 
as  in  the  family  circle,  where  it  has  long  been  recog- 
nized that  the  spread  of  tuberculosis  is  most  likely 
to  occur.  But  whereas  the  average  home  may  con- 
tain four  or  five  individuals,  the  fraternity  or 
sorority  may  house  ten  times  as  many  boys  or  girls, 
all  of  whom  are  at  the  most  susceptible  age.  Reali- 
zation of  this  latter  fact  leads  directly  to  a realiza- 

*From Student  Health  Service,  L’niversity  of  Oregon. 


educational  program  of  the  institution.  Probably 
with  no  other  problem  is  there  a greater  opportun- 
ity to  develop  cooperation  between  the  members  of 
a Student  Health  Service  and  the  private  practi- 
tioners of  the  medical  profession  and  “to  insure  the 
fullest  measure  of  success  for  the  preventive  and 
clinical  as  well  as  the  educational  aspects  of  the 
health  program.” 

If,  then,  the  importance  of  the  problem  is  fully 
recognized,  there  remains  the  question  of  the  best 
approach  to  this  problem.  Authorities  quite  gener- 
ally agree  that  in  the  detection  of  incipient  tuber- 
culosis chief  dependence  is  to  be  placed  on  the 
roentgen  ray.  Unfortunately  it  is  expensive  to  secure 
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even  a single  flat  chest  plate  of  all  students.  How- 
ever, such  an  authority  as  Esmond  R.  Long^'  of 
Henry  Phipps  Institute  has  stated  that  “the  ideal 
program  for  locating  cases  of  tuberculosis  in  the 
colleges  at  the  present  time  is  a combined  one  of 
tuberculin  test  and  roentgenograms.  The  negative 
reactors  are  screened  out  by  tuberculin  and  the 
positive  reactors  are  examined  roentgenologically.” 

It  is  more  particularly  because  of  the  importance 
of  the  problem  that  the  following  data  for  the  last 
six  years  at  the  University  of  Oregon  are  presented. 
Our  results  are  small,  but  when  added  to  those 
secured  in  other  institutions  where  an  earnest  ef- 
fort has  been  made  to  deal  adequately  with  tuber- 
culosis, they  are,  we  believe,  suggestive  of  accom- 
plishments we  may  confidently  hope  to  achieve  in 
the  next  five  years. 

It  will  be  noted  that  during  these  six  years  tuber- 
culosis case  finding  has  gone  through  the  following 
evolution:  (1)  dependence  upon  physical  examina- 
tion on  entrance  and  in  response  to  specific  com- 
plaints (1930-33);  (2)  dependence  upon  tuber- 
culin testing  with  insufficient  roentgen  follow  up 
(1933-35);  and  (3)  dependence  upon  careful  tuber- 
culin testing  and  roentgenization  of  most  of  the 
positive  reactors  (1935-36). 

By  careful  tuberculin  testing  we  refer  to  the  ad- 
ministration of  accurately  measured  dosages  of 
freshly  prepared  first  and  second  strength  Purified 
Protein  Derivative,  a standardized  tuberculin.^  It  is, 
of  course,  essential  in  a program  of  this  sort  that 
a follow-up  of  readings  and  roentgenizing  of  posi- 
tive reactors  be  complete. 

Reference  to  this  table  demonstrates  that  our 
experience  at  the  University  of  Oregon  has  been  in 
accord  with  what  has  been  repeatedly  stated,  name- 
ly, that  in  the  detection  of  incipient  pulmonary 
tuberculosis  dependence  cannot  be  placed  upon 
physical  examination  routinely  required  or  in  re- 
sponse to  specific  complaints.  The  number  of  cases 
found  in  1935-1936  is  the  more  remarkable  when 
it  is  realized  that  roentgen  films  were  made  with 
an  old  dental  unit  at  speeds  estimated  at  from 
one-half  to  one  and  a half  seconds. 

Because  of  the  results  secured  in  1935-1936  and 
since  tuberculosis  is  in  such  a large  measure  a pub- 
lic health  problem,  it  has  been  decided  not  only 
to  offer  tuberculin  tests  to  all  students,  but  to  re- 
quire them  just  as  smallpox  vaccination  has  been 
required  for  a number  of  years.  However,  students 

1.  Long,  E.  R. : Tuberculosis  in  College  Students,  With 
Special  References  to  Tuberculin  Testing.  Journal  Lancet, 
55:201-204,  April  1,  1935. 

2.  Aronson,  J.  I). : Purified  Protein  Derivative  with 
Special  Reference  to  the  Technique  of  Tuberculin  Injec- 
tions and  the  Grading  of  Reactions.  Am.  Rev.  Tuberc., 
30:727-732,  Dec.,  1934. 


who  do  not  take  or  complete  the  tuberculin  tests 
may  pay  for  the  cost  of  an  acceptable  flat  chest 
film.  After  five  years  of  such  a compulsory  check 
on  all  entering  students  a second  report  will  be 
made.  We  wish  to  express  our  thanks  for  the  as- 
sistance in  the  interpretation  of  roentgen  films  by 
Dr.  Grover  C.  Bellinger,  Superintendent  of  the 
Oregon  State  Tuberculosis  Sanatorium  and  of  the 
gift  in  1935  of  P.P.D.  tuberculin  from  the  Henry 
Phipps  Institute. 


NEW  AMPUTATION  THROUGH  FEMUR  AT 
THE  KNEE* 

C.  Latimer  Callander,  M.  D. 

SAN  FRANCISCO,  CALIF. 

The  host  of  complications  attending  amputation 
through  the  lower  thigh  and  the  high  operative  mor- 
tality connected  therewith  have  directed  our  atten- 
tion to  the  causes  underlying  these  unsatisfactory 
circumstances.  We  now  bring  to  your  attention  a 
new  low  thigh  amputation  which  minimizes  these 
dangers. 

The  essential  details  of  the  operation  are  as  fol- 
lows: The  anterior  flap  includes  the  soft  tissues  of 
the  upper  part  of  the  leg  as  far  as  the  level  of  the 
tibial  tuberosity,  while  the  posterior  flap  is  a little 
longer  and  extends  well  down  on  the  gastrocnemius 
muscle.  The  popliteal  vessels  and  nerves  are  ligated 
through  an  amuscular  and  avascular  cleavage  plane 
on  the  medial  aspect  of  the  low  thigh.  All  the  ham- 
string muscles  are  severed  at  their  tendinous  in- 
sertions on  the  tibia,  and  the  femur  is  sectioned 
in  the  condylar  flare  just  proximal  to  the  adductor 
tubercle.  The  patella  is  dissected  from  the  anterior 
flap  from  the  joint  side,  leaving  the  rectus  femoris 
tendon  in  the  floor  of  the  patellar  fossa  to  act  as 
an  end-bearing  buffer  for  the  femur.  No  coapting 
primary  sutures  are  used  throughout  the  operation, 
save  four  to  six  skin  clips  or  sutures  which  hold  the 
flaps  roughly  in  position.  As  the  edges  of  the  flaps 
unite,  the  posterior  flap  retracts  gradually  but  very 
extensively  until  the  femur  occupies  the  patellar 
fossa  snugly,  and  the  suture  line  is  located  well  up 
behind  the  stump  end. 

The  advantages  this  operation  offers  over  other 
lower  third  thigh  amputations,  including  the  Gritti- 
Stokes  operation,  and  the  simplicity  of  the  pro- 
cedure warrant  a detailed  description  of  the  oper- 
ative technic  and  an  analysis  of  the  results  thus  far 
obtained. 

* Prom  the  University  of  California  Surgical  Service 
in  San  Francisco  Hospital.  Unit  of  San  Francisco  Depart- 
ment of  Health,  Dr.  J.  C.  Geiger,  Director. 

•Read  before  the  Forty-fourth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Boise,  Ida.,  Aug.  21-Sept.  4, 
1936. 
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DESCRIPTION  OF  OPERATION 

The  patient  is  placed  in  the  dorsal  decubitus 
position,  the  knee  of  the  diseased  extremity  is  flexed 
slightly,  and  the  leg  is  elevated  a little  above  the 
horizontal  on  one  or  two  sandbags.  No  tourniquet 
is  applied.  The  surgeon  stands  on  the  side  opposite 
the  affected  extremity  and  faces  the  medial  aspect 
of  the  thigh  and  knee  to  be  operated  on.  He  main- 
tains this  position  throughout  the  operation  be- 
cause the  essential  steps  are  directed  through  a me- 
dial approach  to  the  popliteal  space.  From  this  po- 
sition the  operative  work  on  the  lateral  part  of  the 
low  thigh  and  knee  are  accomplished  readily  by  ro- 
tating the  knee  medially. 

The  skin  incisions  outlining  the  slightly  unequal 
anterior  and  posterior  flaps  are  at  the  same  level  as 
the  incisions  that  sever  all  the  deeper  soft  parts. 
The  incision  on  the  medial  aspect  of  the  thigh  be- 
gins at  a point  three  fingerbreadths  proximal  to  the 
most  prominent  part  of  the  medial  femoral  con- 
dyle and  runs  horizontally  distally  in  the  palpable 
groove  between  the  vastus  medialis  and  the  sar- 
torius  muscles.  With  the  knee  in  partial  flexion  this 
groove  can  be  defined  readily.  After  the  incision 
has  been  deepiened  to  the  enveloping  or  deep  fascia 
of  the  thigh,  the  adductor  tubercle  of  the  medial 
femoral  condyle  and  the  tendon  of  the  adductor 
magnus  muscle,  which  inserts  on  it,  can  be  pal- 
pated. The  skin  incision  continues  distally  over  the 
medial  epicondyle,  sweeps  forward,  and  crosses  the 
anterior  surface  of  the  tibia  at  the  anterior  tibial 
tuberosity,  the  point  of  insertion  of  the  quadriceps 
extensor  tendon. 

The  thigh  then  is  rotated  medially,  i.  e.,  toward 
the  surgeon.  The  skin  incision  on  the  lateral  as- 
pect of  the  leg  begins  at  a pwint  three  finger- 
breadths  proximal  to  the  lateral  femoral  condyle  in 
the  palpable  groove  between  the  tendon  of  the 
tensor  fasciae  latae  (iliotibial  tract)  and  the  biceps 
femoris  muscles.  The  incision  must  be  made  very 
close  to  the  tensor  fasciae  latae  tendon,  and,  in- 
deed, overlie  a little  of  this  fibrous  tract,  in  order 
to  avoid  the  muscular  fibers  of  the  biceps.  Con- 
tinuing distally  over  the  lateral  epicondyle,  the  in- 
cision extends  forward  to  meet  the  medial  incision 
at  the  anterior  tibial  tuberosity,  thus  outlining  the 
anterior  flap  of  the  amputation. 

Corresponding  incisions  from  each  femoral  epi- 
condyle are  carried  obliquely  posteriorly  and  in- 
feriorly  until  they  meet  on  the  calf  of  the  leg  at  a 
point  considerably  inferior  to  the  level  of  the  an- 
terior tibial  tuberosity.  This  incision  for  the  pos- 
terior flap  is  deepened  to  the  fascia  on  the  gas- 
trocnemius muscle.  Thus  are  outlined  two  long  am- 


putation flaps,  the  posterior  a little  longer  than  the 
anterior.  Each  flap  partakes  not  only  of  the  soft 
parts  of  the  lower  thigh  but  of  a considerable  por- 
tion of  the  soft  tissue  of  the  leg. 

Attention  is  again  directed  to  the  medial  aspect 
of  the  thigh  and  knee.  The  horizontal  portion  of 
the  medial  incision,  common  to  the  two  flaps,  i.  e., 
that  portion  lying  between  the  vastus  medialis  and 
the  sartorius  muscles,  is  deepened  through  the  deep 
fascia  of  the  thigh.  Division  of  this  powerful  fas- 
cial layer,  which  is  the  only  strong  structure  in  the 
medial  wall  of  the  popliteal  fossa  at  this  level,  af- 
fords ingress  to  the  popliteal  space.  The  left  fore- 
finger, now  inserted  shallowly  into  the  popliteal 
space  frees  the  medial  hamstring  tendons  to  their 
tibial  insertions  by  blunt  dissection.  At  this  juncture 
these  tendons  are  divided  in  the  order  named;  sar- 
torius, gracilis,  semimembranosus  and  semitendin- 
osus.  During  this  dissection,  no  fleshy  piortion  of 
any  of  the  medial  hamstring  muscles  nor  any  part 
of  the  vastus  medialis  muscle  need  be  exposed, 
much  less  severed.  The  severed  hamstring  tendons 
retract  at  once  into  the  aponeurotic  and  areolar 
tissue  of  the  posterior  flap  and  are  not  dealt  with 
again.  Further  exposure  is  gained  by  severing  the 
tendon  of  the  adductor  magnus  muscle  at  its  at- 
tachment to  the  adductor  tubercle.  Free  access  to 
the  vasculoneural  contents  of  the  popliteal  space 
thus  is  afforded.  Moderate  flexion  of  the  knee  re- 
laxes the  popliteal  vessels  and  nerves  and  favors 
their  manipulation. 

With  a finger  now  inserted  more  deeply  into  the 
popliteal  space  and  kept  close  to  the  posterior  sur- 
face of  the  femur,  the  popliteal  artery  and  vein  are 
withdrawn  easily  to  a level  flush  with,  or  even  out- 
side, the  skin  incision.  Here  they  are  clampied,  li- 
gated, and  divided  as  near  the  superior  apex  of  the 
popliteal  space  as  is  convenient.  The  tibial  (inter- 
nal popliteal)  and  common  peroneal  nerves  are  then 
drawn  readily  into  the  wound  as  one  trunk  and  are 
anesthetized,  ligated  and  divided.  Each  of  the  com- 
ponents of  the  nerve  bundle  there  is  injected  with 
absolute  alcohol  to  prevent  neuroma  formation,  and 
the  stump  is  allowed  to  retract  into  the  proximal 
recess  of  the  popliteal  space. 

The  partly  flexed  knee  now  is  rotated  toward  the 
operator  and  the  lateral  longitudinal  skin  incision 
is  deepened  through  the  more  posterior  fibers  of 
the  tensor  fasciae  latae  tendon.  This  incision  is  car- 
ried interiorly  as  far  as  the  insertion  of  the  biceps 
muscle  on  the  head  of  the  fibula,  where  the  biceps 
tendon  then  is  severed.  At  this  stage  of  the  opera- 
tion the  popliteal  space  may  be  opened  widely  from 
side  to  side,  since  the  essential  structures  have  been 
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Pig.  1.  Anterosuperior  view  of  amputation  flaps  imme- 
cliately  following  fashioning. 

Fig.  2.  Lateral  view  of  amputation  flaps  immediately 
following  fashioning. 

Fig.  3.  Appearance  of  amputation  one  week  after  op- 
eration. The  widely- spaced  catgut  sutures,  applied  initial- 
ly, are  in  place.  Sufficient  time  has  elapsed  to  allow  the 

divided.  Deepening  of  the  incision  marking  the 
posterior  flap  down  to  the  gastrocnemius  aponeuro- 
sis and  clearing  from  it  the  areoloadipose  debris 
free  the  posterior  flap.  It  is  advantageous  to  leave 
the  fibroareolar  tissue  of  the  popliteal  space  in  con- 
tact with  the  femur  as  far  down  as  the  level  of  the 
adductor  tubercle  in  order  that  there  may  be  as 
little  dead  space  as  possible  between  the  posterior 
flap  and  the  femur. 

The  knee  then  is  extended  and  the  incision  mark- 
ing the  distal  portion  of  the  anterior  flap  is  deep- 
ened through  the  capsule  of  the  knee  joint  down  to 
the  femoral  condyles  and  to  the  tibia,  thereby  sev- 
ering the  quadriceps  tendon  at  its  insertion  into  the 
tibial  tuberosity.  The  anterior  flap,  containing  the 
patella,  is  dissected  upward  off  the  infrapatellar  fat 
pad  and  drawn  upward  on  the  thigh  until  the  su- 
perior synovial  recesses  of  the  subquadriceps  space 
are  seen.  Working  from  the  base  upward,  the  pa- 
tella is  dissected  from  its  sesamoid  position  in  the 


serum  to  stop  oozing  and  permit  the  application  of  skin 
clips  in  the  intervals  between  the  catgut  sutures.  Note  how 
the  flaps,  particularly  the  posterior  one,  have  retracted. 

Fig.  4.  Amputation  stump  six  months  after  operation. 
Note  the  extreme  length  of  the  stump  and  the  retracted 
position  of  the  suture  line. 

quadriceps  tendon,  care  being  taken  to  preserve  the 
longitudinally  disposed  tendon  of  the  rectus  femoris 
muscle  which  runs  over  it.  Preservation  of  this  ten- 
don adds  materially  to  the  end-bearing  capacity  of 
the  stump  after  the  cut  end  of  the  femur  is  fitted 
into  the  socket  from  which  the  patella  has  been  re- 
moved. The  synovia  on  the  anterior  flap  and  over 
the  femur  proximal  to  the  condyles  is  not  excised. 
The  femur  now  is  sawed  through  its  cancellous  por- 
tion just  proximal  to  the  adductor  tubercle.  At  this 
level  the  shaft  of  the  femur  has  expanded  to  a size 
that  approximately  corresponds  to  the  patellar 
socket  in  the  quadriceps  tendon.  The  cut  end  of  the 
femur  is  rounded  with  a bone  cutting  forceps  and 
a rasp  until  no  sharp  surfaces  and  no  fringes  of 
periosteum  remain. 

The  two  large  flaps  are  inspected  now  for  small 
bleeding  points.  These  can  be  ascertained  best  by 
sluicing  the  surfaces  of  both  flaps  with  large  quan- 
tities of  warm  salt  solution.  The  flushing  has  the 
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additional  advantage  of  washing  away  small  soft 
tissue  and  bone  debris.  Many  small  bleeding  points 
may  require  ligation  after  this  procedure.  Inspec- 
tion of  the  body  of  the  posterior  flap  shows  no 
muscle  fibers  but  only  areoloadipose  tissue  and  the 
cut  ends  of  the  hamstring  tendons.  These  tendons 
already  are  retracted  into  their  aponeurotic  beds 
and  are  scarcely  visible.  The  flaps  now  are  allowed 
to  fall  together  loosely. 

The  only  coapting  suturing  during  the  operation 
is  in  the  form  of  not  more  than  four  to  six  clips  or 
sutures  placed  at  such  intervals  as  to  keep  the  flaps 
in  fair  apposition.  When  the  skin  edges  are  approxi- 
mated, the  aponeurotic  edges  also  lie  in  contact; 
mere  apposition  is  sufficient  to  produce  firm  union. 
None  of  the  tendons  or  aponeuroses  of  the  anterior 
flap  are  sutured  to  the  corresponding  structures  of 
the  posterior  flap.  In  this  way  no  structure  is  under 
any  tension,  and  the  trauma  and  consequent  pres- 
sure necroses  resulting  from  suture  of  these  deeper 
structures,  therefore,  cannot  occur.  The  flaps  ap- 
pear exceedingly  long  and  even  extend  one  or  more 
inches  beyond  the  femur  end  immediately  after 
they  are  fashioned. 

To  the  surgeon  accustomed  to  the  routine  type  of 
lower  third  femur  amputation,  the  flaps  will  appear 
excessively  redundant  and  clumsy,  and  he  will  fear 
that  a bulbous  stump-end  and  large  dead  spaces 
will  result.  He  will  wonder,  too,  when  he  notes  how 
wobbly  the  femur  lies  between  the  flaps,  how  the 
femur  end  will  gain  contact  with  the  patellar  socket 
and  fuse  there.  During  the  early  days  of  conva- 
lescence, the  reason  for  leaving  these  flaps  under 
no  tension  appears.  At  the  end  of  the  second  or 
third  postoperative  day  and  sometimes  even  within 
a few  hours  after  the  operation,  the  hamstring 
muscles,  severed  only  at  their  distal  attachment, 
contract  to  the  degree  that  the  skin  suture  line  lies 
posteriorly  placed  at  about  the  level  of  the  stump 
end,  and  the  femur  is  felt  in  the  patellar  fossa. 

POSTOPERATIVE  CONVALESCENCE 

.After  the  operation  the  stump  is  wrapped  snugly 
in  a gauze  roll  and  the  patient  is  returned  to  bed. 
He  is  able  to  sit  upright  in  bed  in  the  evening  of  his 
operative  day  and  can  be  placed  in  a wheel  chair 
during  the  next  day  or  two.  Daily  dressings  are  re- 
quired because  an  abundant  serosanguineous  oozing 
between  the  skin  edges  may  take  place  for  several 
days  in  spite  of  the  most  meticulous  hemostasis. 
The  drainage  gradually  lessens.  The  absence  of  pri- 
mary suturing,  other  than  that  necessary  for  flap 
approximation,  minimizes  the  pocketing  of  fluid  ac- 
cumulation and  allows  all  secretions  to  escape 
through  the  wide  intervals  between  the  skin  clips. 


Usually  the  major  oozing  stops  in  from  one  to 
three  days.  When  this  drainage  has  ceased,  the  skin 
edges  between  the  sutures  placed  at  the  time  of  the 
operation  are  approximated  carefully  by  additional 
skin  clips.  These  clips  are  applied  readily  without 
anesthesia.  This  procedure,  which  has  been  adopted 
only  in  the  most  recent  cases,  has  resulted  in  com- 
plete union  of  the  flap  edges  within  a week.  The 
time  of  convalescence  has  been  decreased  remark- 
ably in  this  fashion. 

As  convalescence  progresses,  the  posterior  flap  re- 
tracts gradually  until  the  suture  line,  now  pKisterior 
in  position,  is  well  proximal  to  the  bone  end,  occa- 
sionally a distance  of  one  or  more  inches.  When  it 
is  recalled  that  the  suture  line  at  the  end  of  the 
operation  is  an  inch  or  more  distal  to  the  bone  end, 
it  becomes  apparent  how  extensive  is  the  power  of 
the  intact  hamstring  muscles  to  retract  the  posterior 
flap.  In  a short  time  the  femur  is  lodged  securely 
in  the  patellar  fossa,  thus  assuring  great  stability 
of  the  soft  parts  of  the  stump.  There  is  excellent 
end-bearing  because  of  the  presence  of  the  rectus 
femoris  tendon,  the  elements  of  the  prepatellar 
bursa,  and  of  tough  skin  over  the  bone  end.  The  pa- 
tient can  extend  his  stump  powerfully,  a requisite 
in  any  thigh  amputation. 

MORTALITY 

Mortality  from  thigh  amputation  will  be  de- 
creased very  considerably,  if  the  technic  as  out- 
lined is  followed  meticulously.  The  factors  that 
lower  the  mortality  rate  are:  lessened  shock  from 
adequate  control  of  blood  supply  and  from  section 
of  muscles  only  in  their  tendinous  insertions;  dimin- 
ished incidence  of  pneumonia  from  a lessened  pe- 
riod of  recumbency;  decreased  tendency  to  anaero- 
bic or  aerobic  infection  because  no  structures  are 
under  tension,  this  being  the  result  of  long  flaps 
and  little  suturing;  ready  exit  for  the  serum  pro- 
duced in  the  wound,  and  the  lessened  incidence  of 
reamputation,  which  in  itself  carries  a considerable 
death  rate. 

Thus  far  thirty-one  amputations  have  been  per- 
formed according  to  this  method.  The  majority  of 
these  patients  were  over  70  years  of  age;  three  have 
died,  a mortality  of  9 per  cent. 

IMortality  statistics  of  thigh  amputations  vary 
widely.  Much  depends  on  the  condition  of  the  pa- 
tient. The  best  of  the  larger  series  show  a death 
rate  of  1 5 per  cent,  while  the  series  in  the  city  hos- 
pitals and  relief  homes  show  much  higher  figures. 
Prior  to  the  development  of  this  operation,  the  mor- 
tality of  thigh  amputations  in  our  service  in  the  San 
Francisco  City  Hospital  exceeded  50  per  cent. 

I desire  to  canvass  the  doctors  within  reach  of  this  Jour- 
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nal  in  order  to  evaluate  through  them  the  results  obtained 
from  this  operation. 

Information  is  asked  for  on  the  following  points:  Num- 
ber of  patients  operated  upon,  mortality,  condition  for 
which  the  operation  was  performed,  condition  of  the  pa- 
tient before  the  operation,  complications. 

I would  appreciate  your  discussion  of  any  unusual  diffi- 
culties which  you  may  have  encountered  in  the  performance 
of  this  operation  along  the  lines  laid  down  in  the  above 
paper.  Please  suggest  any  changes  in  the  technic  which 
you  may  consider  beneficial.  Proper  acknowledgment,  of 
course,  will  be  made  for  the  use  of  case  histories  submitted. 
450  Sutter  Street. 

HEMOLYTIC  BLOOD  TRANSFUSION 
REACTION 

REPORT  OF  A FATAL  CASE* 

Max  W.  Hemingway,  M.D. 
and 

Robert  W.  Hemingway,  M.D. 

BEND,  ORE. 

Until  the  studies  made  by  Landsteiner,  in  1901, 
on  hemagglutination,  blood  incompatibilities  pres- 
ented a seemingly  unsurmountable  barrier  to  the 
transfusion  of  blood.  A simple  method  for  deter- 
mining compatibility  grew  out  of  the  classifications 
of  Jonsky  (1907)  and  Moss  (1910).  As  a result, 
transfusion  of  blood  became  a popular  therapeutic 
procedure  at  about  the  time  of  the  World  War.  To- 
day, provided  one  has  taken  the  necessary  precau- 
tions in  preliminary  grouping  and  cross  agglutina- 
tion tests,  it  is  a procedure  relatively  free  from 
danger.  Nevertheless,  transfusion  reactions  do  oc- 
cur, and  it  has  been  learned  that  certain  reactions, 
most  of  them  mild,  but  others  severe  and  fatal,  can- 
not be  clearly  explained  on  the  basis  of  the  obvious 
incompatibilities  discovered  by  Jonsky  and  Moss. 

In  order  to  separate  the  unimportant  from  the 
serious  reactions,  recent  authors  have  made  an  effort 
to  formulate  a classification  of  the  various  tjqjes. 
The  classifications  are  for  the  most  part  symptom- 
atologic. 

1.  “The  incompatible”  which  is  nearly  always  as- 
sociated with  agglutination  or  hemolysis  of  the  don- 
or’s cells  by  the  recipient’s  serum;  in  many  cases  it 
will  prove  fatal  unless  the  early  manifestations  are 
observed  by  the  operator. 

2.  “The  citrate”  reaction  is  generally  character- 
ized by  a still  unexplained,  slightly  delayed  febrile 
response;  it  is  common  enough  reaction,  even  when 
the  blood  is  given  without  the  citrate,  and  it  for- 
tunately seems  harmless. 

3.  “The  allergic”  reactions  may  take  the  form 
of  urticaria,  asthma,  localized  edema,  severe  shock 
or  some  other  phenomenon  belonging  to  the  allergic 
group. 

* Read  before  the  Sixty-second  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  The  Dalles,  Ore.,  Oct.  8-10, 
19S6. 


The  subject  of  delayed  reactions  following  trans- 
fusion is  not  entirely  new.  Just  where  they  belong 
in  the  common  classification  is  difficult  to  say.  From 
available  data  one  is  led  to  believe  that  most  of 
them,  perhaps  all,  are  due  to  the  use  of  demonstra- 
ble incompatible  blood.  The  outstanding  clinical 
feature  in  this  type  of  case  is  that  there  is  nearly 
always  urinary  suppression  with  uremia.  In  a re- 
view of  the  twenty-nine  cases  referred  to  in  the 
literature  one  cannot  fail  to  be  struck  by  the  simil- 
arity of  the  clinical  course  in  almost  all  of  them. 

In  1931  Bordley^  presented  a review  of  fourteen 
cases  from  the  literature  and  a report  of  three  cases 
of  his  own.  From  the  seventeen  cases,  according  to 
Bordley,  a clinical  syndrome  that  is  characteristic 
of  the  reaction  may  be  outlined  as  follows:  (1)  Im- 
mediately after  the  transfusion  there  is  a sharp  feb- 
rile reaction,  followed  frequently  by  hemoglobinuria 
and  invariably  by  suppression  of  urine.  (2)  There 
is  an  interval  of  several  days,  during  which  there 
is  symptomatic  improvement  but  continued  oliguria, 
and  (3)  after  the  interval  the  characteristic  symp- 
toms (agitation  or  drowsiness  followed  by  uremia 
with  convulsions  and  coma)  develop  rapidly  and 
usually  reach  their  peak  eight  days  after  the  trans- 
fusion. Progressive  uremia  is  the  picture  in  the 
fatal  cases,  while  profuse  diuresis  accompanies  re- 
covery. 

The  pathologic  picture,  as  described  by  Baker 
and  Dodds^  and  Witts,®  is  one  of  central  or  nodular 
necrosis  of  the  liver,  pale  edematous  kidneys,  with 
the  collecting  tubules  filled  with  cellular  debris 
(e.g.,  desquamated  tubular  epithelium,  plus  red 
blood  cells  and  lymphocytes),  and  degenerative 
changes  in  all  tubular  epithelium. 

In  the  case  reported  here  the  clinical  picture  was 
typical  of  a hemolytic  blood  transfusion  reaction 
with  oliguria. 

CASE  HISTORY 

A white  female,  age  43  years,  seen  at  home  October  7, 
1935,  with  the  complaint  of  excessive  uterine  bleeding  for 
the  past  seven  days.  Her  history  revealed  an  ammenorrhea 
since  April;  otherwise  negative.  Patient  was  referred  to  the 
hospital. 

Physical  examination  showed  a patient  quite  apathetic, 
pallor  of  the  skin,  and  some  dyspnea  on  exertion.  Blood 
pressure  110  systolic,  70  diastolic.  Pulse  62,  with  respira- 
tions 28,  temperature  100.  Pelvic  examination  revealed  a 
slightly  enlarged  uterus,  somewhat  soft,  otherwise  negative. 
Remainder  of  the  general  physical  examination  negative. 

Laboratory:  Hgb.  48  per  cent  sahli,  r.b.c.  2,570,000,  w.b.c. 
6,700  with  a normal  differential,  negative  Kahn  and  Was- 

1.  Bordley,  J. : Reactions  following  Transfusion  of  Blood 
with  Urinary  Suppression  and  Uremia.  Arch.  Int.  Med. 
47;  288-315,  Feb.,  1931. 

2.  Baker,  S.  L.  and  Dodds,  E.  C. : Obstruction  of  Renal 
Tubules  during  E.xcretion  of  Hemoglobin.  Brit.  Jr.  Exper. 
Path.  6:247-260,  Oct.,  1925. 

3.  Witts,  L.  j. : Note  on  Blood  Transfusion  with  Ac- 
count of  Fatal  Reaction.  Lancet  1:1297-1299,  June  22, 
1929. 
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sermann,  sedimentation  rate  14-52  mm.,  catherized  urine 
specimen  negative. 

Patient  was  given  antuitrin  S,  glucocalcium,  and  glucose 
10  per  cent  intravenously. 

October  10  the  uterine  bleeding  had  practically  ceased. 
■4t  2 p.m.  415  cc.  whole  blood  was  given  by  the  direct 
multiple  syringe  method.  The  patient  belonged  to  Group 
IV  Moss  and  the  donor,  a vigorous,  healthy  male  aged  23, 
belonged  to  the  same  group.  Matching  and  cross  matching 
were  observed  over  a period  of  two  hours  with  no  evidence 
of  agglutination. 

At  the  close  of  the  transfusion  the  patient  became  ap- 
prehensive, and  complained  of  chilly  sensations.  At  3 p.m. 
she  became  nervous,  trembling,  and  complained  of  pain  in 
the  upper  lumbar  region.  Temperature  101°,  pulse  88, 
respiration  28,  pulse  poor  volume.  Caffeine  was  adminis- 
tered at  hourly  intervals.  Urine  examination  showed  al- 
bumin 4 plus,  with  granular  casts,  and  positive  test  for  oc- 
cult blood. 

On  October  11  bleeding  from  the  uterus  became  profuse, 
necessitating  packing.  Patient  appeared  in  extremis,  ad- 
renalin 5 m.  given  intravenously.  Catherized  urine  reddish 
brown  in  color,  and  contained  albumin  and  casts.  Glucose 
intravenously  and  saline  by  hypodermoclysis.  Patient  nau- 
seated and  vomiting. 

Nausea  and  vomiting  persisted  more  or  less  constantly 
for  five  days.  There  was  amelioration  of  this  distressing 
symptom  after  the  fifth  day,  although  nausea  persisted 
more  or  less  up  to  the  time  of  her  death. 

Fluids  were  given  intravenously  and  included  glucose 
10  per  cent,  Fischer  solution,  and  5 per  cent  acacia  in  saline. 
Saline  given  by  hypodermoclysis. 

There  was  marked  suppression  of  urine  until  the  sixth 
day,  when  the  urinary  output  gradually  increased.  Visible 
hemoglobinuria  noted  for  two  days  after  the  transfusion. 

Diathermy,  1800  miliamp,  over  both  kidney  regions  given 
for  forty  minutes  twice  daily.  Sweating  was  attempted  with 
seemingly  only  fair  results. 

There  was  slow  hut  gradual  decrease  in  patient’s  hemo- 
globin and  red  cell  count.  Many  immature  white  cells  ap- 
peared in  the  circulation.  The  blood  pressure  varied  be- 
tween 145/80  to  110/70. 

Ten  days  following  the  first  transfusion  a second  trans- 
fusion was  decided  upon  but  refused. 

Though  the  urinary  output  increased,  the  patient  be- 
came progressively  weaker,  and  it  became  increasingly  dif- 
ficult to  administer  fluids  because  of  the  obliteration  of  her 
superficial  veins.  On  the  fifteenth  day  findings  of  broncho- 
pneumonia developed,  and  the  patient  expired  on  the  sev- 
enteenth day. 

In  an  attempt  to  determine  why  the  reaction 
occurred,  the  following  tests  were  made: 

The  laboratory  retyped  both  the  recipient  and 
the  donor,  and  found  them  to  belong  to  Group  IV 
Moss.  Matching  and  cross-matching  was  observed 
over  a four  hour  period  with  no  evidence  of  ag- 
glutination. Regrouping  of  both  the  donor’s  and  re- 
cipient’s blood,  which  the  laboratory  had  obtained 
prior  to  the  transfusion,  showed  them  both  to  be- 
long to  Group  IV  Moss.  Rematching  and  cross 
matching  of  this  same  blood  showed  no  agglutina- 
tion in  a four  hour  period  of  observation. 

Fragility  test  of  recipient’s  blood  showed  hemoly- 
sis beginning  at  0.44  per  cent  NaCl  and  complete 
at  0.30  per  cent  NaCl.  Fragility  test  of  donor’s 
blood  showed  hemolysis  beginning  at  0.42  per  cent 
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Chart  1 shows 
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minhstration  and  the  fluid  loss  by  way  of  the  urine  and 
vomitus.  On  the  fifth  day,  the  urinary  output  progressive- 
ly increased  and  continued  so  up  to  the  time  of  the  pa- 
tient’s death.  It  can  be  seen  that  the  output  closely  paral- 
leled the  intake. 
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Chart  2 shows  the  daily  intake  compared  with  the  daily 
output,  and  also  the  trend  of  the  blood  urea  nitrogen.  The 
hemoglobin  and  red  blood  cell  count  shows  the  progres- 
siv'e  decline  in  both.  The  important  point  to  be  noted  is 
that  the  uremic  manifestations  improved  progressively 
after  about  the  eighth  day,  while  the  picture  of  secondary 
anemia  became  increasingly  greater. 

NaCl  and  complete  at  0.30  per  cent  NaCl.  To  the 
washed  cells  of  the  recipient’s  blood  was  added  a 
comparable  amount  of  the  donor’s  serum  with  no 
hemolysis  resulting.  The  recipient’s  serum  added  to 
the  washed  cells  of  the  donor’s  blood  produced  no 
hemolysis.  Part  of  these  tests  were  observed  at  37° 
C.  and  part  when  the  bloods  were  chilled  for  two 
hours  at  5°  C.,  with  no  hemolysis  resulting. 

AUTOPSY  REPORT 

At  autopsy,  a generalized  exsanguination  of  all  viscera 
was  noted.  The  uterus  was  grossly  normal.  The  following 
tissues  were  taken  for  microscopic  study;  kidney,  spleen, 
liver,  adrenals,  uterus  and  bone  marrow.  Only  the  tissues  re- 
vealing pathologic  changes  are  described,  namely:  Kidney 
revealed  areas  of  fibrosis  with  lymphocytic  infiltration. 
Many  of  the  glomeruli  were  completely  destroyed  and  re- 
placed by  fibrous  connective  tissue.  Other  glomeruli  were 
decreased  in  size  and  the  capsule  of  Bowman  was  thickened 
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by  connective  tissue  proliferation.  Liver  reveals  a destruc- 
tion of  liver  cells  about  the  central  vein  area  with  dilatation 
of  the  venous  sinuses  and  blood  pigment  deposits. 

Anatomic  Diagnosis.  (1)  Chronic  glomerular  nephritis. 
(2)  Chronic  passive  congestion  of  the  liver  on  a basis  of 
cardiac  failure. 

DISCUSSION 

In  Bordley’s  study  of  the  cases  reported  in  the 
literature,  he  noted  that  the  symptoms  of  the  de- 
layed reaction  began  from  a day  to  a week  after  the 
! transfusion  and  progressed  to  a peak  by  the  eighth 
I to  twelfth  day.  The  outstanding  observations  were 
those  associated  with  severe  impairment  of  renal 
function.  In  all  cases  there  was  retention  of  non- 
protein nitrogen. 

In  regard  to  treatment.  Baker  and  Dodds  have 
demonstrated  the  factors  which  give  rise  to  anuria 
by  rabbit  experimentation.  Anuria  is  produced  by 
the  blockage  of  the  renal  tubules  with  precipitated 
blood  pigment.  This  precipitation  occurs  only  if  the 
urine  is  acid.  Their  experiments  show  that  the  hemo- 
globin is  thrown  out  of  solution  when  the  reaction 
of  the  medium  is  not  more  than  about  pH  6 and 
the  NaCl  content  is  about  1 per  cent  or  over.  If 
there  is  an  alkaline  urine,  there  is  hemoglobinuria 
but  no  suppression.  It  seems,  therefore,  that  estab- 
lishing an  alkaline  diuresis,  suppression  of  urine 
may  be  minimized.  Von  Deesten  and  Cosgrove^ 
report  a typical  case  with  recovery  following  vene- 
section with  immediate  relief  of  the  uremic  mani- 
festations. 

McCandless®  reported  a t3rpical  case  of  reaction 
with  oliguria  and  uncovered  a total  of  twenty-nine 
reported  cases.  His  own  case  recovered,  following  a 
second  transfusion  in  which  the  donor  and  recip- 
ient were  in  Group  IV  and  matched  and  cross 
matched.  No  reaction  followed  the  second  trans- 
fusion. 

Reactions  of  this  type  have  occurred  when  the 
blood  given  varied  from  40  to  1000  cc.,  and  when 
given  either  by  the  direct  or  citrate  method.  The 
mortality  rate,  according  to  McCandless,  is  62  per 
cent. 

It  is  apparently  not  clearly  understood  why 
hemolysis  should  occur  after  satisfactory  cross  ag- 
glutination tests.  Baker  and  Dodds  conclude  that 
hemolysis  occurs  in  incompatible  blood,  and  the 
reason  it  is  not  detected  in  the  usual  cross  aggluti- 
nation tests  is  that  hemolysin  and  agglutin  are  not 
always  present  in  proportionate  amounts  in  the 
serum,  and  a slight  degree  of  hemolysis  may  be 
overlooked  in  the  tests. 

5.  McCandless,  H.  G. : Hemolytic  Blood  Transfusion  Re- 
action with  Oliguria.  J.  A.  M.  A.  105:  952-954.  Sept.  21, 
1935. 

4.  Von  Deesten,  H.  T.  and  Cosgrove,  S.  A. : Renal  In- 
sufficiency following  Blood  Transfusion — Recovery  after 
Venesection.  Ann.  Int.  Med.  7:  105-108,  .July,  1933. 


CONCLUSIONS 

1.  A fatal  hemolytic  transfusion  reaction  oc- 
curred, in  which  no  incompatability  could  be  shown 
by  the  usual  methods  before  and  after  the  trans- 
fusion. 

2.  Death  in  this  case  resulted  more  or  less  from 
exsanguination  complicated  by  bronchopneumonia. 
A second  transfusion  is  not  contraindicated  in  such 
cases. 

3.  In  the  treatment  the  production  of  an  alka- 
line diuresis  seems  desirable. 


FEMALE  SEX  HORMONE  IN  INVOLUTION 
MELANCHOLIA 

A PRELIMINARY  REPORT* * 

Carroll  Cypher  Carlson,  M.  D. 

TOPEKA,  KANSAS 

Since  Kraepelin  separated  the  depression  of  the 
involution  from  other  mental  disorders  and  termed 
it  melancholia,  the  method  of  approach  to  the  ob- 
servation of  the  role  played  by  the  endocrine  glands 
in  this  disorder  has  been  largely  confined  to  feeding 
of  whole  glands  or  injection  of  crude  extracts.  The 
results  have  been  speculative  and  inconclusive.  With 
the  isolation  of  the  female  sex  hormone  by  Allen 
and  Doisey^’  ^ and  the  discovery  of  the  various 
methods  of  detecting  this  hormone  in  the  blood 
and  urine^,  new  impetus  has  been  given  to  investi- 
gation and  treatment  of  depressions  of  the  meno- 
pause. As  a result  there  have  appeared  reports  of 
success  with  female  sex  hormone  therapy  by  some 
workers®’ as  well  as  less  favorable  results^®'” 


•Prom  the  Menninger  Clinic. 

• I am  indebted  to  Dr.  W.  N.  Keiier  for  permission  to 
report  this  work  which  was  done  at  the  Western  State 
Hospitai,  Fort  Steiiacoom,  Washington. 

* Read  before  Section  III  at  the  American  Psychiatric 
Convention  in  St.  Louis,  Missouri,  May  6,  1936. 

1.  Aiien,  E.  and  Doisy,  E.  A. : Ovarian  Hormone  ; Pre- 
liminary Report  on  Its  Localization,  Extraction  and 
Partial  Purification  and  Action  in  Test  Animals.  J.  A.  M. 
A.  81;  819-821,  Sept.  8,  1923. 

2.  Allen,  E.  and  Doi.sy,  E.  A. : Induction  of  Sexually 
Mature  Condition  in  Immature  Females  by  Injection  of 
Ovarian  Follicular  Hormone.  Am.  J.  Physiol.  69:577-588, 
Aug.  1924. 

3.  Allen,  E.  et  al. : Extraction  and  Some  Properties  of 
Ovarian  Hormone.  J.  Biol.  Chem.  61:711-727,  Oct.,  1924. 

4.  Allen,  E.,  Pratt,  J.  P.  and  Doisy,  E.  A. : Ovarian  Fol- 
licular Hormone  ; Its  Distribution  in  Human  Genital  Tis- 
sues. J.  A.  M.  A.  85;  399-405,  Aug.  8,  1925. 

5.  Prank  R.  T. : Role  of  Female  Sex  Hormone.  J.  A.  M. 
A.  97:1852-1857,  Dec.  19,  1931. 
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able  Etiology  and  Treatment.  J.  A.  M.  A.  103:13-16,  July 
7,  1934. 

7.  Werner,  A.  A. ; Syndrome  Accompanying  Deficiency 
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Cases.  Flndocrinology.  19:695-700,  November-December, 
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9.  Strecker,  E.  A.  and  Keyes,  B.  L. : Ovarian  Therapy 
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10.  Bowman,  K.  M.  and  Bender,  L. ; Treatment  of  In- 
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Ps.vchiat.  11:867-893,  March,  1932. 

11.  Aiien,  E.  B. : Menstrual  Dysfunction  in  Disorders 
of  Personality:  Their  Nature  and  Treatment.  Endocrin- 
ology. 19:255-268,  May-June,  1935. 
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and  almost  nihilistic  views  on  the  value  of  this 
endocrine  treatment  by  others’^^’^®’^^. 

The  issue  has  been  further  confused  by  the  con- 
troversy concerning  the  existence  of  involution  mel- 
ancholia as  a separate  entity.^'®  This  began  when 
Dreyfus  reviewed  the  material  on  which  Kraepelin 
based  his  findings  and  concluded  that  these  cases 
correspionded  to  mixed  states  of  manic-depressive 
psychosis.  Kraepelin  accepted  these  conclusions 
but  Kirby,  reviewing  the  work  of  Dreyfus,  con- 
cluded that  in  some  cases  the  manic-depressive  di- 
agnosis was  based  on  very  meager  data.  Since  then 
some  writers  have  been  firm  in  their  belief  that 
involution  melancholia  is  a distinct  entity^®,  while 
Others  say  that  it  is  undoubtedly  a form  of  manic- 
depressive  psychosis,  but  on  account  of  its  size  and 
importance  deserves  a separate  classification^^. 

It  may  be  that  the  emphasis  on  a possible  endo- 
crine causation  has  been  an  additional  reason  for 
separating  this  group.  There  has  been  much  specu- 
lation as  to  the  effect  of  the  decline  of  ovarian  ac- 
tivity in  involution  melancholia  which  occurs  at  the 
same  time  the  affective  responses  are  beginning  to 
diminish.  Some  writers,  however,  have  reported 
cases  indistinguishable  in  symptoms  from  involu- 
tion melancholia  occurring  in  the  1920’s  and  1930’s 
and,  therefore,  suggest  that  the  psychosis  may  be 
understandable  entirely  on  a psychogenic  basis. 
They  are  opposed  by  endocrine  enthusiasts  who 
substantiate  their  views  with  reports  of  remarkable 
recovery  from  the  use  of  endocrine  extracts. 

To  help  clarify  this  confused  issue,  it  would  seem 
desirable  that  an  attempt  be  made  to  show  whether 
or  not  cases  of  involution  melancholia  differ  from 
normal  women  of  the  menopause  in  regard  to  en- 
docrine function  by  the  use  of  laboratory  methods. 
This  I have  attempted  to  do  by  making  female  sex 
hormone  determinations  in  the  urine  of  a group  of 
selected  cases  of  depressed  psychosis  of  the  involu- 
tion period. 

Out  of  the  material  at  my  disposal,  I selected  ten 
cases  of  involutional  depression  which  may  be  con- 
sidered representative  of  that  group.  They  were  all 
women,  their  psychosis  was  their  first  attack,  and 

12.  Novak,  E. : Use  and  Abuses  of  Modern  Gland  Prod- 
ucts in  Gynecologic  Disorders.  J.  A.  M.  A.  105:  662-667, 
Aug.  31,  1935. 

13.  Pratt,  J.  P. : vide  8 supra.  Goldberger,  M.  A.  and 
Spielman,  F. : 

14.  Frank,  R.  T. ; Present  Endocrine  Diagnosis  and 
Therapy  ; Critical  Analysis  Based  on  Hormone  Studies  in 
Female.  J .A.  M.  A.  103:  393-402,  Aug.  11,  1934. 

15.  Hoch.  A.  and  MacCurdy,  J.  T. : Prognosis  of  In- 
volutional Melancholia.  Am.  J.  Psychiat.  1:433-473,  Jan., 
1922. 

16.  Henderson,  D.  K.  and  Gillespie,  R.  D. : A Text- 
Book  of  Psychiatry  for  Students  and  Practitioners,  pp. 
158,  159.  Oxford  University  Press,  London,  1927. 

17.  Strecker,  E.  A.  and  Ebaugh,  F.  S. : Practical  Clini- 
cal Psychiatry  for  Students  and  Practitioners.  Blakiston’s 
Son  & Co.  Fourth  Edition,  Philadelphia,  1935. 


they  had  all  passed  the  menopause.  The  ages  ranged 
from  48  to  74  years,  and  the  psychosis  had  existed 
from  six  months  to  seventeen  years.  Their  chief 
symptoms  consisted  of  a depression,  marked  anxi- 
ety, feelings  of  unreality,  hypochondriacal  or  ni- 
hilistic delusions  and  minimal  mental  retardation. 
The  group  was  very  small  and  must  be  considered 
in  the  light  of  preliminary  work.  Protocols  are  ap- 
pended. 

TECHNIC 

The  female  sex  hormone  was  determined  in  the 
urine  of  these  patients  after  the  method  of  Frank. 
Determinations  were  made  each  week  for  four 
weeks,  and  three  day  collections  of  urine  were 
used.t  Samples  of  500  cc.  were  continuously  ex- 
tracted with  chloroform  for  ten  hours  and  the  ex- 
tract evaporated.  The  residue  was  emulsified  in  2 
cc.  or  less  of  water  and  injected  in  four  portions 
within  ten  hours  into  adult  female  mice,  which  had 
been  spayed  ten  days  before.  Vaginal  smears  had 
been  taken  for  two  weeks  on  each  mouse  before 
spaying  to  determine  the  normality  of  its  estrous 
cycle.  After  spaying,  vaginal  smears  were  taken 
each  day  to  check  the  result  of  spaying.  After  in- 
jection of  the  emulsified  residue,  vaginal  smears 
were  taken  every  day  thereafter  for  at  least  ten 
days.  All  cases  of  a positive  reaction  were  evident 
within  five  days. 

In  these  tests  no  attempt  was  made  to  acidify  the 
urine  as  recommended  by  Smith  and  Smith^®  who 
report  that  after  acidification  and  boiling  from  one 
and  one-half  to  forty  times  as  much  estrin  is  found. 
In  the  light  of  this  work,  the  value  of  the  positive 
reactions  obtained  by  me  may  be  enhanced,  while 
some  doubt  may  be  cast  on  the  validity  of  the  nega- 
tive reaction,  but  my  work  was  done  prior  to  this 
report  and  was  intended  for  comparison  with  the 
results  in  the  current  literature. 

RESULTS  AND  DISCUSSION 

Four  tests  were  made  one  week  apart  on  each  of 
the  ten  cases.  Five  different  patients  gave  a posi- 
tive reaction  one  week  out  of  the  four.  Four  of 
these  positive  reactions  were  4-plus,  that  is,  only 
epithelial  cells  were  found  in  the  vaginal  smear.  The 
fifth  positive  reaction  was  3-plus,  the  smear  consist- 
ing of  three-fourths  epithelial  cells  and  one-fourth 
white  cells.  These  positive  reactions  were  rechecked 
on  different  mice,  using  an  extracted  sample  from 
the  same  bottle.  These  tests  all  gave  a 4-plus  re- 
action, including  the  one  which  was  previously  only 

18.  Smith,  G.  V.  and  Smith,  O.  W. : Quantitative  De- 
termination of  Urinary  estrin.  Am.  J.  Physiol.  112:  340- 
350,  June,  1935. 

tin  the  first  part  of  this  work  I was  assisted  by  Mr. 
Leonard  Tripp,  technician. 
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3-plus.  The  other  five  patients  all  gave  negative 
tests  throughout  the  four  weeks,  that  is,  the  vaginal 
smear  after  injection  of  the  extract  contained  only 
white  cells  for  ten  days  after.  As  the  material  in- 
jected was  extracted  from  500  cc.  urine,  it  was  con- 
sidered for  practical  purposes  that  no  female  sex 
hormone  was  being  excreted. 

The  cases  were  not  chosen  because  of  the  results 
of  the  female  sex  hormone  tests  and  it  is  merely  a 
coincidence  that  five  were  positive  and  five  were 
negative.  They  could  be  divided  into  groups  for 
comparison,  those  which  gave  a positive  reaction  in 
the  urine  for  female  sex  hormone,  and  those  which 
did  not.  The  average  age  of  the  patients  in  each 
group  at  the  onset  of  the  menopause  proved  to  be 
exactly  the  same,  46.6.  There  was,  however,  a 
marked  difference  in  the  latency  period  between  the 
two  groups.  In  the  first  group,  those  with  the  posi- 
tive estrogenic  reaction,  the  average  age  at  the  onset 
of  the  psychosis  was  53.4  years,  or  6.8  years  after 
the  onset  of  the  menopause.  The  average  age  of 
the  second  group  at  the  onset  of  the  psychosis  was 
48.6  years,  or  two  years  after  the  onset  of  the  meno- 
pause. The  average  duration  of  psychosis  was  about 
the  same  in  the  two  groups  of  patients.  The  average 
age  at  the  time  of  examination  of  the  first  and  sec- 
ond groups  respectively  was  58  years  and  53.6 
years,  or  a total  duration  of  psychosis  of  4.6  years 
and  5 years  respectively.  It  is  very  interesting  that 
some  of  the  patients  should  retain  some  measure  of 
ovarian  activity  as  well  as  have  a longer  interval 
I between  the  onset  of  the  menopause  and  the  onset 
of  psychosis.  However,  the  number  of  cases  studied 
is  too  small  to  draw  from  it  a general  conclusion 
in  reference  to  these  particular  findings. 

Ovarian  activity  was  found  to  be  present  in  one 
patient  twenty-six  years  after  the  onset  of  meno- 
pause. The  other  four  patients  had  definite  ovarian 
functions  one,  three,  eleven  and  sixteen  years  after 
the  onset  of  menopause  respectively.  A definite  con- 
i elusion  from  these  observations  is  that  some  pa- 

I 

j dents  suffering  from  involution  melancholia  do  show 
some  degree  of  ovarian  activity.  This  evidence  is 
I contrary  to  previous  speculations  that  involution 
melancholia  is  caused  by  a sudden  cessation  of  pro- 
[;  duction  of  follicular  hormone,  or  resulted  from  a 
li  nonfunction  of  the  ovaries.  In  all  patients  who  did 
: give  a positive  test,  the  results  were  quantitatively 

I less  than  those  found  in  normal  menstruating  wom- 

I en,  but  at  the  same  time  gave  evidence  of  some 

I ovarian  activity.  The  importance  of  the  fact  that 
the  ovaries  of  some  involution  melancholia  patients 
continued  to  produce  follicular  hormones  while 
others  did  not  warrants  further  study. 


Comparison  of  the  results  of  this  study  with  the 
results  reported  in  nonpsychotic  women  in  the  men- 
opause reveals  an  interesting  similarity.  In  the  nor- 
mal menopause  the  urine  may  be  negative  for  fe- 
male sex  hormone,  or  it  may  show  subnormal 
amounts  present  in  varying  quantities.  Too,  it  may 
be  negative  at  one  time  and  positive  at  another. 
Frank,  who  has  examined  a large  number  of  wom- 
en, reports  that  in  the  menopause  the  humoral  con- 
ditions found  differ  widely.  He  also  reports  that, 
when  the  menopausal  symptoms  are  similar,  it  is 
impossible  to  predict  the  endocrine  findings.  Similar 
conclusions  can  be  drawn  for  this  group  of  involu- 
tion melancholiacs.  This  similarity  between  normal 
and  psychotically  depressed  women  of  the  involu- 
tion period  suggests  that  disturbances  of  the  female 
sex  hormone  do  not  play  a major  role  in  the  pro- 
duction of  the  psychosis. 

This  similarity  may  explain  why  conflicting  re- 
sults have  been  reported  from  the  use  of  theelin 
in  psychoses  of  the  involution  period.  As  it  is  still 
a debated  question  whether  or  not  theelin  is  effi- 
cacious in  relieving  the  symptoms  of  the  normal 
menopause,  it  has  been  suggested  that  the  reason 
for  failure  lies  in  the  marked  variations  in  ovarian 
functions.  Kurzrok^^  reported  that  he  was  success- 
ful in  treating  with  theelin  only  those  menopausal 
cases  that  had  no  excretion  of  female  hormone  in 
the  urine.  Those  that  did  give  evidence  of  some  de- 
gree of  ovarian  activity  by  urine  tests  did  not  re- 
spond to  theelin  therapy.  The  basis  for  this  rela- 
tionship between  a positive  test  for  female  sex 
hormone  in  the  urine  and  an  unsatisfactory  response 
to  theelin  therapy  is  not  known.  Whether  or  not 
the  presence  of  definite  ovarian  activity  modifies 
the  possible  effect  of  theelin  therapy  in  involution 
melancholia  is  also  not  known.  This  presents,  too, 
an  interesting  problem  for  further  study. 

While  it  is  obvious  that  the  study  of  ten  cases 
does  not  permit  of  definite  conclusion,  the  trend  of 
results  is  distinct.  The  ovarian  function  in  cases 
of  menopause  with  depressive  psychoses  is  found  to 
be  no  different  than  that  reported  in  the  cases  of 
menopause  without  psychoses.  The  observation  that 
there  is  an  increased  latency  period  between  the 
onset  of  menopause  and  onset  of  psychoses  in  some 
patients,  who  continue  to  excrete  some  female  sex 
hormone,  may  suggest  that  endocrine  changes  play 
a part  in  producing  the  psychosis.  However,  the 
finding  that  in  this  group  of  involution  melancholia 
patients  the  endocrine  changes  were  not  uniform, 
that  is,  that  some  excreted  female  sex  hormone 

19.  Kurzrok,  R. ; Follicular  Hormone  in  Urine  as  Index 
of  Therapy  in  Menopause.  Endocrinoiogy.  16:366-368, 
July-Aug.,  1932. 
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while  Others  did  not,  would  suggest  that  the  endo- 
crine changes  of  the  menopause  are  not  the  only 
factors  concerned  in  the  production  of  a psychosis. 
This  is  also  suggested  by  the  similarity  between  the 
endocrine  findings  reported  for  normal  women  of 
the  menopause  and  this  group  of  involution  melan- 
cholia patients.  Before  an  endocrine  basis  for  this 
psychosis  can  assume  a major  importance  it  must 
be  shown  wherein  these  patients  differ  endocrino- 
logically  from  women  in  the  normal  menopause. 

SUMMARY 

Ten  cases  of  involution  melancholia  have  been 
studied  endocrinologically  by  testing  the  urine  for 
female  sex  hormone  each  week  for  four  weeks.  Five 
cases  each  gave  a positive  reaction  one  week  out  of 
the  four,  and  the  other  three  weeks  were  negative. 
All  the  tests  on  the  other  five  patients  were  nega- 
tive. The  endocrine  findings  in  these  ten  cases 
were  not  uniform  and  in  this  the  findings  are  simi- 
lar to  those  reported  in  normal  women  at  the  meno- 
pause. This  suggests  that  the  endocrine  changes 
present  in  involution  melancholia  are  not  the  only 
factors  concerned  in  the  production  of  the  psychosis. 
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.^11  cases  diagnosed  Involution  Melancholia. 

Case  1.  Mrs.  P.,  age  56,  admitted  April  12,  1935. 
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CASE  SUMMARY 

53.6 

5 

Previous  personality:  .\lways  worried,  morose,  tendency 
to  view  events  in  a melancholy  light,  always  unhappy,  and 
since  her  divorce  eight  years  before  has  been  more  seclusive. 
Had  menopause  at  40,  or  fifteen  years  before  onset  of  psy- 
chosis six  months  before  her  admission.  The  onset  occurred 
when  her  doctor  told  her  she  might  lose  her  eyesight. 

Psychiatric  picture:  She  became  afraid  of  losing  her  mind, 
developed  a fear  of  living.  She  was  afraid  to  get  up  in  the 
morning,  and  was  sure  she  was  suffering  eternal  punishment 
for  something  unknown.  Now  she  does  not  want  to  live 
and  has  attempted  suicide.  She  is  very  depressed,  and  con- 
stantly sits  by  herself  groaning,  wringing  her  hands,  pulling 
her  hair.  She  refuses  to  eat,  and  resists  dressing.  She  is 
poorly  oriented  and  has  no  insight. 


Examinational  data: 

1.  Physical:  Tonsils  cryptic,  systolic  murmur  at  the  apex; 
blood  pressure  120/80. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  8-11-35  3 plus  and 
4 plus,  8-19-35  negative,  8-26-35  negative,  9-3-35  nega- 
tive. 

Case  2.  Mrs.  N.,  age  74,  admitted  May  9,  1933. 

Previous  personality:  Rigid,  overconscientious  and  easily 
worried.  Menopause  at  48  years,  or  nine  years  before  onset 
of  psychosis  at  57  years. 

Psychiatric  picture:  She  had  a severe  depressed  period 
when  57  years  old,  never  fully  recovering.  She  remained  at 
home  until  no  longer  able  to  be  taken  care  of.  Her  de- 
lusional system  has  remained  practically  the  same  through- 
out her  illness.  She  feels  that  all  people  are  against  her, 
and  is  very  apprehensive  for  she  knows  she  is  going  to  be 
punished.  She  is  extremely  agitated,  restless,  her  movements 
are  jerky,  her  speech  monotonous  and  repetitive.  Her  re- 
sponses are  somewhat  retarded  and  she  is  incoherent.  Her 
facial  expression  is  fearful,  and  she  is  constantly  moving  in 
bed,  suggestive  of  a mild  chorea.  She  needs  constant  watch- 
ing, because  of  frequent  attempts  at  suicide  by  drowning 
in  the  water  closet.  At  present  she  is  confused  and  dis- 
oriented. Judgment  is  defective  and  there  is  no  insight. 
Examinational  data: 

1.  Physical:  Moderate  arteriosclerosis.  Blood  pressure 
150/80. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  8-22-35  4 plus  and 
4 plus,  8-29-35  negative,  9-5-35  negative,  9-14-35  nega- 
tive. 

Case  3.  Mrs.  C.,  age  45,  admitted  June  26,  1935. 
Previous  personality:  Despondent,  timorous,  worried, 

rigid,  easily  angered  and  at  times  petulant.  She  was  di- 
vorced about  five  years  before  the  onset  because  she  be- 
came tired  of  her  husband.  She  married  again  the  next 
year.  Menopause  began  at  44  years. 

Psychiatric  picture:  The  present  illness  began  when  her 
husband’s  business  failed  and  the  patient  became  worried, 
anxious  and  wanted  to  die.  She  believed  something  terrible 
was  going  to  happen  to  her  family  and  herself,  and  be- 
lieved she  was  to  blame.  She  was  agitated,  contrary,  denied 
actual  happenings  such  as  meals,  visits  of  the  family,  etc. 
Her  appearance  is  extremely  depressed.  She  has  made  many 
attempts  at  suicide  by  slashing  at  her  wrists. 

Examinational  data: 

1.  Physical:  Slight  edema  of  the  ankles.  Heart  negative. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  8-25-35  negative, 
9-2-35  negative,  9-9-35  negative,  9-15-35  negative. 

Case  4.  Mrs.  M.,  age  57,  admitted  July  16,  1935. 
Previous  personality:  Serious,  sensitive  and  inhibited. 

Tendency  to  despondency.  Morose,  humorless  and  with 
sudden  fits  of  anger.  Menopause  at  40  years,  ten  years 
before  the  present  psychosis. 

Psychiatric  picture:  She  became  depressed  and  agitated 
seven  years  ago  when  she  had  to  move  away  from  her 
parents’  home.  Since  then  has  had  many  exacerbations  of 
depression  with  partial  remission.  She  was  in  a psychiatric 
hospital  two  years  ago  for  a few  months.  Present  exacer- 
bation began  six  months  ago.  She  is  markedly  depressed, 
agitated  and  apprehensive,  and  feels  that  terrible  things  are 
going  to  happen  to  her.  Her  speech  is  somewhat  slow  and 
her  thoughts  slightly  retarded.  She  is  confused  and  cries 
when  questioned. 

Examinational  data: 

1.  Physical:  Bilateral  early  cataracts,  heart  slightly  dilated 
and  occasional  extrasystole. 

2.  Neurologic:  Essentially  negative. 


February,  1937 


INVOLUTION  MELANCHOLIA CARLSON 


59 


3.  Female  sex  hormone  in  500  cc.  urine:  9-3-35  negative, 

9- 10-35  negative,  9-18-35  negative,  9-26-35  negative. 

Case  5.  Mrs.  W.,  age  62,  admitted  July  19,  1934. 
Previous  personality:  Happy,  cheerful,  agreeable,  but 
somewhat  inhibited.  Hysterectomy  when  53  years  old,  and 
felt  effects  of  menopause  soon  after.  That  was  ten  years 
before  onset  of  psychosis. 

Psychiatric  picture:  The  present  illness  began  three 

months  before  admission.  She  was  extremely  fearful  and 
agitated,  felt  she  had  committed  an  unpardonable  sin.  She 
now  believes  she  is  possessed  of  the  devil,  and  that  her  soul 
is  lost.  She  is  extremely  sad  and  depressed,  and  feels  she 
has  disgraced  everyone,  and  as  a result  her  children  will  be 
disgraced.  She  cries  most  of  the  time.  She  is  restless;  her 
movements  are  agitated ; she  does  not  speak  voluntarily  and 
her  responses  are  somewhat  retarded.  Her  memory  and 
orientation  are  good,  but  she  has  no  insight. 

Examinational  data: 

1.  Physical:  Essentially  negative. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  10-10-35  negative, 

10- 17-35  negative,  10-25-35  negative,  11-4-35  4 plus  and 
4 plus. 

Case  6.  Mrs.  T.,  age  64,  admitted  May  15,  1935. 
Previous  personality:  Morose,  inhibited,  humorless,  silent, 
overconscientious  and  high-tempered.  Onset  of  menopause 
was  at  the  age  of  56  shortly  before  onset  of  psychosis. 

Psychiatric  picture:  The  present  illness  is  of  eight  years 
duration  and  at  the  present  time  her  mental  symptoms  are 
slightly  more  exaggerated  than  at  the  onset.  Now  she  is 
irritable  and  nervous  and  markedly  depressed.  She  has 
hallucinations,  sees  cattle,  people,  etc.  in  her  room.  She 
has  crawling  pains  and  creeping  sensations  over  her  body. 
She  feels  that  she  is  damned  and  nothing  can  be  done  for 
her.  Her  expression  is  sad  and  worried.  She  continually 
rocks  back  and  forth  in  her  chair,  chews  her  lips  and  moves 
her  hands  in  a hopeless  fashion.  She  believes  she  will  never 
die,  but  if  she  does  it  will  be  by  fire.  She  reiterates  that 
she  would  kill  herself  if  she  could  find  a way.  She  has  no 
insight,  but  her  orientation  is  good. 

Examinational  data: 

1.  Physical:  Essentially  negative. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  9-28-35  negative, 
10-5-35  negative,  10-13-35  negative,  10-20-35  negative. 

Case  7.  Mrs.  R.,  age  49,  admitted  Sept.  16,  1933. 

Previous  personality:  Worried,  serious,  inhibited,  addicted 
to  a narrow  routine,  morose,  humorless,  high-tempered. 
Her  menopause  was  at  46  years,  the  same  time  as  the  onset 
of  psychosis. 

Psychiatric  picture:  Since  the  onset  of  menopause  she  has 
been  nervous,  depressed,  irritable,  extremely  depressed.  She 
was  worried,  fearful  and  apprehensive.  She  awakened  her 
husband  at  night  because  she  didn’t  want  to  be  alone. 
She  sat  around  the  house  all  day  moaning  and  wringing 
her  hands.  Now  she  is  sad  and  dejected.  Her  movements 
are  slow  and  her  replies  are  somewhat  retarded  and  whis- 
pered. She  is  incoherent  at  all  times  and  feels  she  is  to 
blame  for  her  family  trouble.  Her  appearance  is  worried 
and  apprehensive  and  at  times  she  becomes  very  agitated. 
Her  memory  is  fair  and  orientation  is  good.  At  times  she 
seems  to  have  a slight  degree  of  insight. 

Examinational  data: 

1.  Physical:  Tonsils  large  and  cryptic.  The  rest  of  the  ex- 
amination was  negative. 

2.  Neurologic:  Essentially  negative. 


3.  Female  sex  hormone  in  500  cc.  urine:  9-22-35  negative, 

9- 30-35  4 plus  and  4 plus,  10-8-35  negative,  10-15-35 
negative. 

Case  8.  Mrs.  A.,  age  54,  admitted  Oct.  16,  1928. 

Previous  personality:  Worried,  rigid,  silent,  high-tem- 
pered, sedate,  humorless,  meticulous,  stubborn  and  inclined 
to  worry  over  trifles.  Menopause  began  at  47  years  of  age, 
as  did  the  onset  of  psychosis. 

Psychiatric  picture:  The  present  illness  has  lasted  for 
seven  years  and  the  mental  picture  remains  unchanged. 
She  is  markedly  depressed  and  agitated  and  given  to  emo- 
tional outbreaks  in  which  she  is  self-accusatory.  She  be- 
lieves she  is  a prostitute  because  she  bore  children;  she 
feels  that  her  womb  has  melted  away.  She  also  believes 
she  has  to  die  to  be  saved  from  her  sins,  and  if  she  doesn’t 
die  her  children  will  die  for  her.  She  hears  voices  and  be- 
lieves she  can  see  events  in  the  future.  Her  appearance  is 
agitated  and  frightened  and  depressed.  She  is  resistive  to 
care.  She  is  well  oriented  and  her  memory  is  good,  but  she 
has  no  insight. 

Examinational  data: 

1.  Physical:  Essentially  negative. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  10-1-35  negative, 

10- 9-35  negative,  10-16-35  negative,  10-22-35  negative. 
Case  9.  Mrs.  O.,  age  48,  admitted  Aug.  13,  1935. 

Previous  personality:  No  information  except  that  the 
onset  of  the  menopause  was  one  year  prior  to  admittance 
at  the  age  of  47  years. 

Psychiatric  picture:  The  present  illness  began  one  year 
prior  to  admittance  simultaneous  with  the  menopause.  She 
had  been  living  with  a man  other  than  her  husband  the 
previous  year  and  one-half,  and  during  this  time  became 
depressed,  agitated  and  made  many  attempts  at  suicide.  She 
believes  her  bowels  have  turned  to  stone,  and  that  she  can 
never  sleep  or  feel.  Her  appearance  is  apprehensive  and 
agitated.  Her  speech  is  somewhat  rambling  and  discon- 
nected. She  cries  frequently  and  easily. 

Examinational  data: 

1.  Physical:  Rough  systolic  murmur  at  the  apex  not  trans- 
mitted. Blood  pressure  115/80.  Mild  right  inguinal  her- 
nia. Slight  clubbing  of  the  fingers. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  9-27-35  negative, 

10- 3-35  4 plus  and  4 plus,  10-11-35  negative,  10-20-35 
negative. 

Case  10.  Mrs.  P.,  age  48,  admitted  Oct.  8,  1935. 

Previous  personality:  Morose,  calm,  stubborn,  inhibited, 
slow  in  thought  and  indecisive.  Menopause  began  at  46 
years,  simultaneous  with  the  onset  of  the  psychosis. 

Psychiatric  picture:  The  present  illness  began  two  years 
prior  to  admittance  with  hot  flushes  and  nervousness.  She 
lost  interest  in  her  surroundings,  began  to  worry  and  finally 
became  very  depressed.  She  talked  continually  of  suicide. 
Now  she  believes  she  is  not  fit  to  accomplish  anything.  She 
is  constantly  in  motion,  pacing  the  floor,  putting  her  hands 
in  her  mouth,  biting  her  nails  and  wringing  her  hands.  Her 
appearance  is  very  depressed  and  apprehensive  and  her 
thought  is  slightly  retarded.  Her  memory  and  orientation 
are  good,  but  her  insight  is  negative. 

Examinational  data: 

1.  Physical:  Mottled  cyanosis  of  her  hands  and  feet.  Tonsils 
enlarged  and  cryptic.  The  rest  of  the  examination  was 
negative. 

2.  Neurologic:  Essentially  negative. 

3.  Female  sex  hormone  in  500  cc.  urine:  11-1-35  negative, 

11- 7-35  negative,  11-15-35  negative,  11-21-35  negative. 
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NASAL  ASTHMA* 

Treacy  H.  Duerfeldt,  M.  D. 

TACOMA,  WASH. 

The  complaint  of  “catarrh,”  with  partial  to  com- 
plete nasal  obstruction  which  frequently  alternates 
from  side  to  side  and  with  periodic  attacks  of  sneez- 
ing, profuse  watery  to  mucoid  nasal  discharge  ac- 
companied by  itching  of  the  nose,  palate,  pharynx, 
or  ears,  is  frequently  encountered  and  familiar  to 
each  of  you.  Because  of  disputed  etiology  and  path- 
ology this  syndrome  is  called  by  many  names,  such 
as  vasomotor  rhinitis,  h3q>eresthetic  rhinitis,  per- 
ennial hay  fever,  perennial  rhinitis,  nasal  hydror- 
rhea, atopic  coryza,  allergic  rhinitis  and  nasal  asth- 
ma. The  term  nasal  asthma  is  quite  appropriate, 
Rackemann  points  out,  as  it  suggests  a classifica- 
tion of  patients  on  the  basis  of  etiology  as  is  com- 
monly accepted  in  the  case  of  bronchial  asthma.  In 
general,  it  is  a syndrome  which  is  poorly  handled 
by  the  medical  profession  and,  in  fact,  is  looked 
upon  by  many  rhinologists  as  a more  or  less  hope- 
less condition. 

It  is  estimated  that  about  one  per  cent  of  the 
American  population  are  handicapped  by  this 
trouble.  Not  only  are  the  local  symptoms  annoying 
and  disturb  the  equilibrium  of  the  nervous  system 
but  may  even  interfere  with  the  daily  tasks  of  the 
individual.  In  addition,  a feeling  of  depression,  las- 
situde or  toxemia  is  frequently  complained  of  by 
sufferers  of  nasal  asthma.  Sinus  disease  is  found  in 
twenty-five  per  cent  or  more  of  these  cases  and  at 
least  thirty  per  cent  are  complicated  by  bronchial 
asthma  which  usually  increases  until  it  becomes  the 
major  complaint.  Many  of  the  frequent  colds  in 
children  are  symptoms  of  nasal  asthma.  In  addition, 
many  true  infections  are  complications  of  an  under- 
lying allergic  rhinitis  and  cannot  be  cleared  up  un- 
til that  underlying  condition  is  relieved. 

There  are  many  who  still  claim  that  vasomotor 
rhinitis  is  the  result  solely  of  nasal  pathology  and 
infection.  In  some  patients  it  seems  to  result  from 
a disturbed  endocrine  balance.  However,  there  is  a 
growing  belief  that  many  if  not  all  cases  are  due 
to  allergy.  This  concept,  it  must  be  admitted,  is  not 
perfect  enough  to  fit  all  cases  at  the  present  time 
but  yields  considerable  success  in  the  treatment  of 
many. 

By  allergy  we  mean  the  pathologic  hypersensi- 
tiveness of  body  tissues  to  a substance,  usually  a 
protein,  which  is  harmless  to  most  individuals.  Thus 
in  the  majority  of  cases  we  can  demonstrate  that 
the  contact  of  certain  usually  harmless  substances 

♦ Read  before  the  Forty-Seventh  Annual  Meeting  of 
Washington  State  Medical  Association,  Yakima,  Wash., 
Sept.  1-2,  1936. 


with  the  allergic  mucosa,  either  direct  or  through 
the  blood  stream,  is  capable  of  producing  the  patho- 
logic changes  and  all  the  symptoms  of  nasal  asthma. 

The  allergic  constitution  or  the  ability  of  the  in- 
dividual to  become  hypersensitive  to  certain  aller- 
gens is  hereditary.  The  contact  of  the  specific  aller- 
gens must  be  in  sufficient  quantity  in  order  to  pro- 
duce symptoms,  although  the  threshold  of  clinical 
manifestation  may  be  lowered  by  certain  nonspe- 
cific factors  and  thus  cause  symptoms  to  appear 
with  smaller  amounts  of  the  specific  allergens. 
Thus,  in  some  cases  at  all  times,  and  in  others  at 
various  intervals,  some  other  factor  or  factors  may 
be  necessary  before  the  onset  of  symptoms.  These 
nonspecific  factors  consist  of  such  things  as  changes 
in  temperature,  especially  cooling;  nerve  strain  or 
overtiring,  chemical  or  mechanical  irritants,  and  in- 
fections, either  local  or  systemic.  These  disturb  the 
balance  in  the  “allergic  equilibrium.”  The  recogni- 
tion of  these  nonspecific  factors  does  not  detract 
from  the  allergic  viewpoint  but  rather  broadens  our 
conception  and  aids  in  the  successful  treatment  and 
management  of  the  patient. 

The  specific  exciting  substances  or  allergens  may 
be  pollens,  animal  epidermals,  foods,  dusts,  molds, 
bacteria  or  certain  miscellaneous  substances.  In  the 
Tacoma  district  pollens,  especially  those  of  grasses, 
are  present  in  the  air  most  of  the  year,  remaining  in 
house  dust  in  sufficient  quantities  to  cause  trouble 
for  some  people  during  the  time  that  none  is  found 
in  the  outside  air.  In  a series  of  eighteen,  two  pa- 
tients illustrating  this  finding,  the  nonseasonal 
symptoms  were  relieved  by  desensitizing  injections 
of  pollen  extract.  Feather  dust  is  probably  the  most 
important  of  the  animal  epidermals,  for  contact 
with  it  from  pillows  is  intimate  over  a long  period 
each  day.  Cat  and  dog  hair  from  pets  is  the  re- 
sponsible cause  in  many  cases.  Horse  hair,  another 
common  offender,  may  be  present  in  the  mattress 
or  the  upholstered  furniture.  The  cow  that  is  kept 
in  the  living  room  in  the  form  of  a rug  pad  may  be 
the  source  of  the  patient’s  trouble. 

In  each  of  the  eighteen  patients  some  food  was 
proven  to  be  at  least  a contributory  cause  of  this 
condition.  Wheat,  corn,  peas,  potato,  chocolate,  to- 
mato, tuna  fish,  walnuts,  celery  and  cinnamon  ap- 
pear most  frequently  in  this  particular  series. 

I include  orris  root  among  the  dusts  as  this  com- 
mon cause  of  trouble  is  usually  in  the  powdered 
form  when  it  provokes  nasal  asthma.  House  dust, 
aside  from  its  mechanical  action,  often  has  a spe- 
cific allergic  action,  in  which  case  the  patient  re- 
acts most  markedly  to  his  own  house  dust.  Here 
desensitization  can  be  successfully  carried  out.  The 
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I common  molds  which  produce  very  fine  spores  in 
large  numbers  have  been  incriminated  by  some  and 
may  be  part  of  the  specific  factor  in  house  dusts. 
Pyrethrum,  which  is  used  in  fly  sprays  and  insect 
powders,  is  frequently  important  and  was  found  to 
I cause  trouble  in  two  of  these  patients.  Many  other 
substances  have  been  reported  as  causes  of  trouble 
' but  were  not  factors  in  these  patients.  As  a rule  the 
sensitizations  in  nasal  asthma  are  multiple  rather 
: than  single  and  most  frequently  include  air-borne 

I allergens.  Bacterial  sensitization  did  not  appear  to 
be  primarily  important  in  this  series.  However,  the 
infection  present  is  often  a complicating  feature 
which  may  maintain  the  nasal  irritability  and  must 
, be  treated  after  the  primary  allergic  cause  has  been 
removed. 

I DIAGNOSIS 

In  the  diagnosis  of  nasal  asthma  a history  care- 
fully taken  is  of  great  help.  Since  the  allergic  con- 
stitution is  inherited,  a positive  history  of  allergy 
in  the  patient’s  family  is  a definite  lead.  In  this 
series  sixty  per  cent  gave  a positive  family  history. 
Likewise  a {personal  history  of  any  other  allergic 
condition  greatly  increases  the  probability  that  the 
nasal  trouble  is  also  due  to  some  form  of  sensitiza- 
tion. In  this  group  seventy-one  per  cent  of  those 
with  a negative  family  history  gave  a personal  his- 
tory of  some  other  form  of  allergy.  The  exact  symp- 
toms and  a description  of  the  onset  of  an  attack 
often  suggests  the  probable  type  of  allergen  respon- 
sible and  assists  in  the  subsequent  treatment.  The 
presence  of  itching  in  the  eyes  indicates  as  a rule 
that  the  allergen  is  of  the  air-borne  type.  The  ag- 
gravation of  symptoms  in  theaters  or  in  groups  may 
be  due  to  the  presence  of  orris  root. 

The  relief  of  symptoms  when  away  from  home 
may  be  due  to  avoidance  of  house  dust  or  of  the 
pets.  The  fact  that  certain  foods  have  disagreed 
with  the  patient  or  are  disliked  should  be  noted  es- 
pecially for  reference  with  regard  to  diet  trials. 
Note  the  various  medications  which  have  been  tried 
for  relief.  The  history  of  nasal  operations  and  their 
effect  on  the  condition  will  guide  when  further  sur- 
gery may  be  considered. 

The  nasal  examination  will  help  to  distinguish 
the  allergic  from  the  infectious  rhinitis.  In  nasal 
asthma  the  mucous  membrane  is  pale,  glistening, 
boggy  and  wet.  It  becomes  more  edematous  after 
mechanical  irritation.  A smear  of  the  nasal  secre- 
tions stained  with  Wright’s  stain  shows  a predomi- 
nance of  the  eosinophiles  in  nasal  asthma.  Cohen 
and  Rudolph  state  that  an  eosinophile  count  of  ten 
per  cent  or  more  is  diagnostic  of  allergic  rhinitis. 
Visualization  of  the  nose  after  shrinking  and  visu- 


alization of  the  postnasal  pharynx  are  part  of  the 
nasal  examination.  Marked  nasal  pathology  with 
contact  between  septum  and  turbinate,  frank  sinus 
infection,  the  presence  of  polyps  and  blockage  of 
the  posterior  orifice  must  be  recognized. 

In  nasal  asthma  diagnostic  skin  tests  should  be 
made  by  the  scratch  method  in  all  cases  and  then 
followed  by  intradermal  tests  except  in  young  chil- 
dren. Food  sensitizations  are  to  be  checked  by 
diets,  including  as  well  as  those  excluding  the  re- 
acting or  suspected  food.  Mention  should  be  made 
of  the  two  mucous  membrane  tests  in  which  the 
suspected  allergen  is  either  blown  into  the  nose  or 
dropped  into  the  conjunctival  sac.  The  use  of  these 
additional  tests  may  later  classify  some  of  the  now 
nonreacting  cases  under  the  definitely  allergic  type. 

TREATMENT 

Treatment  of  nasal  asthma  may  be  considered 
under  three  headings,  namely:  palliative,  nonspe- 
cific and  specific.  Palliative  treatment  has  to  be 
used  frequently.  The  use  of  plain  mineral  oil  as  a 
spray  which  acts  mechanically  to  give  a protective 
coating  over  the  surface  of  the  mucous  membrane 
will  help  some  patients  sensitive  to  air-borne  irri- 
tants. Shrinkage  of  the  edematous  mucosa  is  usually 
advisable.  The  use  of  the  benzedrine  inhaler  gives 
good  results  in  some.  In  many  cases  the  best  re- 
lief is  obtained  from  the  use  of  ephedrine  as  an  oily 
or  aqueous  spray  or  nose  drops.  However,  some  pa- 
tients have  such  sensitive  noses  that  any  form  of 
local  treatment  produces  an  unpleasant  reaction.  In 
these  the  best  palliative  treatment  is  to  stop  all 
local  medication  entirely.  Frequently  relief  can  be 
obtained  by  giving  ephedrine  orally  as  in  the  treat- 
ment of  bronchial  asthma.  Palliative  treatment 
should  always  mean  temporary  treatment  and 
should  not  be  continued  indefinitely. 

Nasal  surgery  is  one  form  of  nonspecific  treat- 
ment. I cannot  discuss  this  subject  but  feel  that 
too  much  nasal  surgery,  especially  radical  surgery, 
is  being  done  in  the  allergic  condition.  The  results 
are  seldom  satisfying.  Definite  sinus  infection  must 
be  drained,  polyps  should  be  removed,  marked  nasal 
pathology  should  be  corrected,  but  not  as  the  sole 
treatment  for  nasal  asthma.  Nasal  tampons  are  the 
basis  of  another  form  of  nonspecific  therapy  com- 
mon among  rhinologists  which  has  yielded  disap- 
pointing or  very  temporary  results.  The  intranasal 
use  of  water  cooled  ultraviolet  light  is  advocated  by 
some  and  does  help  in  some  cases.  Zinc  ionization 
of  the  nasal  mucosa  is  a form  of  cauterization  which 
should  be  reserved  for  the  few  who  will  not  respond 
to  other  therapy.  In  general,  it  is  inferior  to  and 
more  dangerous  than  the  less  expensive  cauteriza- 
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tion  with  chemicals.  Spivacke  recommends  the  ap- 
plication of  liquefied  phenol.  He  explains  that  there 
is  no  impairment  of  the  sense  of  smell  as  occurs  in 
other  forms  of  cauterization  but  the  permanence 
of  relief  is  uncertain.  Occasionally  treatment  with 
stock  vaccines  or  sterile  peptone  affords  more  or 
less  lasting  relief.  I would  also  classify  autogenous 
vaccine  therapy  under  the  nonspecific  treatment. 
Thyroid  therapy  to  control  a hypothyroidism  is 
logical.  High  vitamin  intake  with  adequate  amounts 
of  calcium  is  advantageous.  The  removal  of  foci  of 
infection,  the  treatment  of  secondary  anemia  or 
other  general  measures  should  be  taken  to  improve 
the  health  and  resistance  of  the  patient. 

Specific  treatment  for  nasal  asthma  consists  of 
the  elimination  of  offending  substances  from  the  pa- 
tient’s environment,  desensitizing  injections  or  a 
combination  of  the  two.  In  other  words,  we  either 
keep  the  allergic  patient  away  from  the  offending 
material  or  make  him  tolerant  to  it.  When  elimina- 
tion is  possible  and  is  completely  carried  out,  a per- 
fect result  may  be  expected.  This  can  usually  be 
done  in  the  case  of  foods,  feather  dust  and  certain 
other  animal  epidermals.  In  the  case  of  pollens, 
orris  root  and  house  dust,  desensitization  is  usually 
the  treatment  of  choice.  Adequate  control  and  a 
prolonged  period  of  observation  and  treatment  are 
necessary  for  good  results. 

A series  of  eighteen  patients  representing  those 
with  the  chief  complaint  of  nasal  asthma  with  ob- 
servations complete  enough  to  draw  conclusions  as 
to  causative  substances  and  the  results  of  treatment 
were  studied  carefully.  Excellent  results  had  been 
obtained  from  treatment  in  five  patients,  or  twenty- 
eight  per  cent.  Good  results  had  been  obtained  in 
eight,  or  forty-four  per  cent,  making  a total  of  sat- 
isfactory results  in  seventy-two  per  cent.  Results 
were  estimated  as  fair  in  seventeen  and  poor  in 
eleven  per  cent. 

CASE  REPORTS 

Case  1.  Female,  age  36,  seen  February,  1932.  Nasal  symp- 
toms of  obstruction,  profuse  discharge  and  sinus  headaches 
for  two  months.  Concurrent  bronchitis.  Anginal  pains  on 
exertion  radiating  to  left  arm  for  six  months.  Symptoms  of 
irritable  colon  for  one  year.  History  of  having  had  hay 
fever  in  middle  west  several  years  before.  Family  history 
negative  for  allergy. 

Roentgenogram  of  chest  normal.  Electrocardiogram  nor- 
mal. Nose  showed  deviated  septum  with  boggy  mucosa. 
Sinuses  were  clear.  Nasal  smear  showed  30  per  cent  eosino- 
philes.  Skin  tests  showed  reactions  to  foods  only,  including 
wheat,  potato,  salmon  and  tuna  fish. 

Results  of  diet  good.  Symptoms  of  nose,  bowel  and  chest 
pain  all  relieved  to  reappear,  if  these  foods  were  eaten 
when  tired. 

Case  2.  Male,  age  9,  seen  March,  1931.  Nasal  symptoms 
of  obstruction  and  discharge  for  two  years.  Family  history 
negative.  Nasal  mucosa  boggy.  Nasal  smear  60  per  cent 


eosinophiles.  Skin  tests  showed  strong  reactions  to  pollens, 
slight  to  foods,  including  banana,  citrus  fruits  and  celery, 
and  suspicious  to  cat,  dog  and  cattle  hair. 

Results:  Excellent  with  pollen  therapy  alone.  Symptoms 
returned  during  spring  of  1935,  eighteen  months  after  treat- 
ment had  been  discontinued,  following  an  overindulgence 
in  citrus  fruits.  Results  again  excellent  with  pollen  treat- 
ment and  diet. 

Case  3.  Female,  age  18,  seen  December,  1931.  Nasal  symp- 
toms of  discharge,  itching  and  sneezing  with  occasional  eye 
symptoms  for  four  years.  Had  suffered  three  attacks  of 
dyspnea  with  wheezing  during  that  time.  Past  history  of 
fall  hay  fever  in  Michigan.  Family  history  negative. 

Submucous  resection  one  year  before  with  good  structural 
result  but  no  relief  from  symptoms.  Skin  tests  showed 
strong  reactions  to  cat  hair,  pollens,  orris  root,  house  dust 
and  foods  including  corn,  peanuts,  walnuts  and  cinnamon. 

Results:  good. 

Case  4.  Female,  age  45,  seen  February,  1932.  Nasal  symp- 
toms of  frequent  colds,  obstruction,  itching,  sneezing,  head- 
ache and  discharge  for  five  years.  Past  history  of  several 
attacks  of  pansinusitis  and  chronic  arthritis  of  knees. 
Marked  reaction  from  any  form  of  intranasal  treatment. 
Family  history  negative. 

Nasal  mucosa  very  boggy.  Roentgenogram  of  sinuses 
showed  thickening.  Skin  tests  showed  strong  reactions  to 
pollens,  pyrethrum,  house  dust  and  foods,  including  wheat, 
oat,  pepper  and  crab.  Also  moderate  reactions  to  bacteria 
and  foods  including  peas,  halibut,  oyster  and  salmon. 

Results:  fair  to  good.  Acute  sinus  flare  up  caused  increase 
in  symptoms  for  a long  period.  Autogenous  vaccine  injec- 
tions increased  arthritis.  Radical  sinus  surgery  probably 
indicated  for  removal  of  foci  of  infection. 

Case  5.  Male,  age  12,  seen  November,  1932.  Nasal  symp- 
toms of  frequent  colds,  obstruction,  discharge,  sneezing  and 
itching  for  three  years.  Past  history  of  more  colds  than  rest 
of  family  all  his  life.  Family  history  of  hay  fever  in  father, 
eczema  in  sister  and  maternal  grandfather. 

Nasal  mucosa  boggy.  Sinuses  clear.  Nasal  smear  20  per 
cent  eosinophiles.  Skin  tests  showed  strong  reactions  to 
feathers,  house  dust  and  foods  including  potato,  peach, 
pepper,  peas  and  walnuts. 

Results:  excellent.  Ingestion  of  these  foods,  especially 
potato  and  peach,  was  followed  regularly  by  return  of 
symptoms  and  an  increase  of  eosinophiles  in  the  nasal 
secretions. 

Case  6.  Male,  age  31,  seen  August,  1933.  Nasal  symptoms 
of  obstruction,  discharge,  sinus  headaches,  and  sneezing  plus 
itching  of  the  eyes  for  five  years.  History  of  practically 
continuous  nasal  treatments  during  this  period  with  radical 
surgery  advised  as  the  only  possible  relief.  Family  history 
of  asthma  in  mother  and  hay  fever  in  one  sister. 

Nasal  mucosa  boggy.  Roentgenograms  of  sinuses  showed 
questionable  thickening.  Nasal  smears  10  to  30  per  cent 
eosinophiles.  Skin  tests  showed  strong  reactions  to  house 
dust  and  foods  including  peas,  tomato,  potato,  tuna  fish, 
corn  and  apple. 

Results:  good  to  excellent. 

Case  7.  Female,  age  33,  seen  November,  1933.  Nasal 
symptoms  of  obstruction,  sneezing,  itching  and  recurrent 
polyps  for  thirteen  years.  Past  history  of  occasional  attacks 
of  urticaria  and  of  asthma.  Family  history  negative. 

Nasal  mucosa  boggy.  Several  large  polyps.  Sinuses  slight- 
ly cloudy.  Nasal  smear  80  per  cent  eosinophiles.  Skin  tests 
showed  strong  reactions  to  orris  root,  house  dust  and  foods, 
including  wheat,  corn,  walnuts,  celery  and  peas.  There  was 
a moderate  reaction  to  autogenous  bacteria. 

Results:  poor.  Refused  to  have  polyps  removed  again. 
Although  better  for  a time,  an  acute  sinus  infection  increased 
symptoms  and  she  discontinued  treatment.  Polyps  had  not 
reduced  in  size  even  while  she  was  feeling  better. 
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EDITORIAL 


NEED  OF  PUBLIC  MEDICAL  EDUCATION 

As  a general  rule,  the  knowledge  of  the  public  in 
regard  to  matters  of  health  is  some  twenty  to  thirty 
years  behind  that  of  the  medical  profession.  It  is 
quite  common,  for  instance,  to  hear  laymen  speak 
* of  autointoxication,  acid  condition,  and  use  other 
terms  long  since  discarded  by  well-informed  medi- 
j cal  men.  It  is  quite  apparent  that  the  medical  pro- 
fession, guardian  as  it  is  of  the  knowledge  of  health 
' and  matters  pertaining  to  it,  must  take  the  lead  in 
spreading  information  and  ideas  which  are  useful, 
and  in  dispelling  theories  which  are  outmoded  and 
outworn.  There  is  no  question  but  that  the  well 
I informed  patient  who  understands  what  his  phys- 
j ician  is  trying  to  do  is  far  more  satisfactory  and 
j more  cooperative  than  the  one  who  has  so  little 
knowledge  of  medicine  that  he  neither  understands 
nor  believes. 

If,  then,  the  public  looks  to  the  medical  profes- 
sion for  leadership  and  guidance  in  matters  of 
I health,  should  it  not  also  depend  on  the  same  lead- 
\ ership  for  information  as  to  the  preservation  of  the 
I system  which  is  now  giving  better  medical  service 
than  any  other  system  in  the  world?  There  is  much 
demand  for  the  system  of  so-called  prepaid  medi- 
cine, or  even  a system  of  medicine  controlled  by  the 
state.  The  demand  for  these  schemes  is  very  readily 
understood.  The  costs  of  modern  first  class  medical 
attention  undoubtedly  seem  high.  In  the  face  of 
lowered  costs  of  automobiles  and  other  manufac- 
tured commodities,  the  cost  of  medicine  and  medi- 
cal care  have  increased.  This  increased  cost  is  due 
to  the  increased  use  of  and  public  demand  for  more 
accurate  and  more  thorough  methods  of  diagnosis 
and  treatment.  The  multitude  of  laboratory  pro- 
cedures needed,  the  extensive  use  of  the  roentgen 
ray  and  the  wider  use  of  first  class  hospital  facili- 
ties have  united  to  markedly  increase  the  cost  of 
medical  care. 

These  things  are  not  taken  into  consideration  by 
the  public  when  it  demands  cheaper  medical  service. 
Neither  are  the  reasons  for  the  development  in  this 
country  of  such  high  class  medical  facilities  readily 


appreciated  by  those  who  cry  for  change.  It  is  only 
because  the  public  has  been  willing  in  the  past  to 
give  the  medical  profession  adequate  financial  sup- 
port that  more  have  been  able  to  study,  to  develop 
and  improve.  The  doctor  whose  income  is  so  low 
that  he  cannot  afford  postgraduate  study,  periodi- 
cals and  books  is  not  an  asset  to  any  community. 
We  must,  therefore,  avail  ourselves  of  every  oppor- 
tunity to  educate  the  public,  not  only  in  methods 
of  care  of  the  sick  and  understanding  of  disease, 
but  also  in  the  basic  principles  upon  which  the 
supremacy  of  our  profession  is  based. 


AMERICAN  COLLEGE  OF  SURGEONS 
MEETING 

The  sectional  meeting  of  American  College  of 
Surgeons,  which  will  be  held  in  Seattle,  March  31- 
April  2,  with  headquarters  at  Olympic  Hotel,  will 
offer  rare  opportunity  to  surgeons  of  the  Pacific 
Northwest  to  participate  in  one  of  the  most  notable 
professional  gatherings  that  has  been  featured  for 
this  section.  It  promises  to  be  one  of  the  biggest 
meetings  ever  held  in  the  Northwest.  The  scope  of 
the  meeting  will  include  Washington,  Oregon, 
Idaho,  Montana  and  British  Columbia.  Committees 
are  planning  for  over  fifteen  hundred  visiting  doc- 
tors. 

Beside  the  many  local  surgical  clinics  and  path- 
ologic exhibits,  distinguished  members  of  the  pro- 
fession will  be  included  from  other  sections.  Among 
them  will  be  George  W.  Crile  of  Cleveland,  Presi- 
dent of  the  Board  of  Regents  of  the  American  Col- 
lege of  Surgeons;  Charles  L.  Scudder  of  Boston; 
Winchell  McK.  Craig  and  G.  B.  New  of  Rochester; 
C.  C.  Higgins  of  Cleveland;  P.  B.  Magnuson  of 
Chicago;  Perry  G.  Goldsmith  of  Toronto,  Canada; 
Edward  Jackson  and  Thomas  E.  Carmody  of  Den- 
ver, Colo.,  all  of  whom  will  participate  in  clinics. 
Mr.  Robert  Jolly,  of  Houston,  Texas,  President  of 
American  Hospital  Association,  will  deliver  an  ad- 
dress dealing  with  hospitals.  These  well  known 
surgeons  will  cover  a wide  field  in  the  latest  ad- 
vances in  surgery  which  will  make  it  well  worth 
while  every  doctor  to  attend  who  will  be  able  to  do 
so.  Further  details  of  this  meeting  will  be  published 
in  next  month’s  issue  of  this  journal. 


TACOMA  SURGICAL  CLUB  MEETING 
Tacoma  Surgical  Club  will  hold  a meeting  on 
Saturday,  April  3,  the  day  following  the  American 
College  of  Surgeons  meeting  in  Seattle.  The  pro- 
gram will  be  built  around  the  subject,  “Congenital 
Defects  and  Abnormalities  and  Their  Surgical  Sig- 
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nificance.”  The  morning  will  be  devoted  to  dissec- 
tions and  demonstrations,  while  the  afternoon  pro- 
gram will  present  some  of  the  guest  speakers  from 
the  Seattle  meeting.  Details  of  this  program  will  be 
presented  in  next  month’s  issue. 


WASHINGTON  MEDICAL  AID  BILLS 
Physicians  of  Washington  who  care  for  patients 
under  the  Department  of  Labor  and  Industries  are 
advised  that  all  bills  to  the  Department  must  be  in 
its  office  at  Olympia  by  April  1.  The  biennium 
closes  on  that  date  and  bills  which  are  not  on  hand 
at  that  time  will  not  be  honored,  due  to  the  fact 
payments  for  the  past  biennium  will  end  with  that 
date. 


MEDICAL  NOTES 


OREGON 

Basic  Science  Examinations  will  be  held  at  the  Public 
Library,  Portland,  Saturday,  March  20,  8:30  a.m.  The  sub- 
jects for  examination  will  be  anatomy,  physiology,  pathol- 
ogy, chemistry  and  hygiene.  Reciprocity,  on  the  basis  of 
examinations  only,  has  been  established  with  the  basic  sci- 
ence examining  boards  of  Minnesota,  Wisconsin  and  Iowa. 
.Application  blanks  and  general  instructions  may  be  obtained 
from  Charles  D.  Byrne,  Secretary,  State  Board  of  Higher 
Education,  Eugene,  Ore.  Subsequent  examinations  will  be 
held  July  17  in  Corvallis  and  November  20  in  Portland. 

Postgraduate  Course.  The  second  annual  postgraduate 
course  offered  under  the  combined  auspices  of  University  of 
Oregon  Medical  School  and  Oregon  -Academy  of  Ophthal- 
mology and  Oto-Laryngology  will  be  held  in  Portland  the 
week  of  April  5.  C.  S.  O’Brian  of  the  University  of  Iowa 
will  conduct  the  work  in  Ophthalmology  and  W.  J.  McNally 
of  McGill  University  of  Montreal  that  in  Oto-Laryngology. 
Further  information  can  be  obtained  from  the  chairman  of 
the  Committee  on  Arrangements,  .A.  B.  Dykman,  Medical 
Dental  Building,  Portland. 

New  Infirmary  at  State  College.  The  new  building  to 
house  the  Lfniversity  Health  Service  at  Corvallis  has  re- 
cently been  completed,  at  a cost  of  $120,000.  It  was  opened 
for  public  inspection  January  10.  The  building  is  dedicated 
to  the  memory  of  Wendell  James  Phillips,  who  organized 
the  health  service  in  1916. 

Hospital  Remodeled.  Bandon,  scene  of  the  recent  fire, 
is  to  have  a new  hospital,  the  R.  V.  Leep  Memorial.  The 
former  Red  Cross  headquarters  building  is  to  be  trans- 
formed into  an  eight-bed  hospital  with  a surgery.  W.P..A. 
funds  have  helped. 

New  Health  Officer.  Adolph  Weinzirl,  formerly  asso- 
ciated with  the  Seattle  City  Health  Department,  and  for 
the  past  four  years  member  of  the  faculty  at  Johns  Hop- 
kins Medical  School  of  Hygiene  and  Public  Health,  has 
been  appointed  health  officer  for  the  city  of  Portland.  He 
succeeds  John  G.  .Abele  who  becomes  epidemiologist. 


Veteran  Facility  Conversion.  Work  is  to  be  started 
soon  on  the  Veterans  Facility  at  Roseburg  to  convert  the 
institution  in  order  to  take  care  of  psychiatric  cases.  Some 
general  hospital  facilities  are  to  be  retained  and  the  institu- 
tion will  not  close  during  conversion. 

New  Hospital  Staff.  The  staff  of  Emanuel  Hospital, 
Portland,  elected  Eugene  Steinmetz  staff  chairman,  and  C. 
E.  Marston,  secretary-treasurer. 

Edward  Thorstenberg,  who  has  been  practicing  at 
Powers,  has  moved  to  Bandon,  and  will  take  over  the 
practice  of  -Arthur  Gale. 

Veteran  Physician  Injured.  E.  .A.  Pierce  of  Portland 
received  a brain  concussion  and  scalp  laceration  when  he 
was  struck  by  an  automobile  January  4. 

Missionaries  to  India.  Dr.  and  Mrs.  H.  G.  Hebard  of 
Halfway  are  leaving  soon  to  become  medical  missionaries 
in  India. 

New  County  Health  Head.  D.  C.  McDonald  has  been 
appointed  head  of  the  Washington  County  health  unit. 

R.  E.  Schmidt,  formerly  with  the  Vale  CCC  camp,  has 
opened  an  office  in  that  city  for  private  practice. 

E.  P.  Tupker  of  Salem  is  moving  to  Baker  to  become 
associated  with  Charles  -A.  Grant. 

J.  B.  Gregory  has  opened  a small  hospital  in  Wallowa. 

W.  W.  Heringer  has  opened  an  office  in  McMinnville. 

WASHINGTON 

Deaconess  Hospital  Staff  of  Spokane  discussed  “Peptic 
Ulcer”  at  its  regular  monthly  meeting  January  12.  Etiology, 
statistical  studies,  medical  and  surgical  indications  were 
taken  up  in  order.  It  was  emphasized  that  the  neurogenic 
hypothesis  explains  better  the  conditions  which  prevail 
than  any  other.  Increasing  clinical  and  experimental  evi- 
dence indicates  that  ulceration  of  the  upper  intestinal  tract 
is  most  often  associated  with  an  imbalance  between  the 
sympathetic  and  parasympathetic  nervous  system,  the  aug- 
mentary effect  being  on  the  side  of  the  parasympathetic. 

Statistics  on  peptic  ulcer  admissions  to  the  Deaconess 
Hospital  for  the  past  five  years  were  discussed  by  J.  D. 
Edgar.  In  the  perforated  ulcer  group  the  mortality  rate 
was  lowest  where  the  most  simple  procedures  were  carried 
out.  In  the  elective  surgical  group  gastric  resections  were 
extremely  rare.  In  discussing  the  medical  management  Don- 
ald Palmer  presented  material  indicating  that  the  best 
results  thus  far  reported  in  the  literature  have  been 
obtained  on  a Sippy  regime  in  conjunction  with  freedom 
from  nervous  and  emotional  strain. 

Various  surgical  indications,  including  perforation,  ob- 
struction, hemorrhage  and  deep  penetrating  ulcers,  were 
discussed  by  David  W.  Gaiser.  In  view  of  the  universally 
good  results  reported  following  subtotal  gastric  resection, 
it  was  suggested  that  this  procedure  might  safely  be 
adopted  in  a larger  number  of  cases.  Following  a brief 
general  discussion  on  the  ulcer  question,  films  (supplied 
through  the  courtesy  of  Davis  and  Geek  Laboratories) 
were  exhibited,  showing  various  operative  procedures  on 
the  upper  intestinal  tract. 
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Meeting  of  Seattle  Surgical  Society.  The  annual 
clinics  of  the  Seattle  Surgical  Society  were  held  at  Harbor- 
view  Hospital,  January  22  and  23,  with  a large  attendance 
of  both  local  and  out  of  town  physicians.  Harry  M.  Richter 
was  the  principal  speaker,  and  addressed  the  group  at  the 
clinics,  as  well  as  at  the  informal  dinner  Friday  evening 
and  the  annual  banquet  Saturday  evening.  Dr.  Richter’s 
clinics  occupied  the  mornings,  while  the  afternoons  were 
devoted  to  clinical  reports  and  discussions  by  twenty-eight 
members  of  the  society,  including  more  than  half  its  active 
membership. 

Health  Officer  Appointed.  S.  P.  Lehman,  formerly 
with  a CCC  Camp  at  Deception  Pass,  has  been  appointed 
county-city  health  officer  in  Thurston  County  and  Olympia. 
He  replaces  B.  D.  Holland,  who  goes  to  Fort  Stevens,  Ore., 
as  a member  of  the  Army  Medical  Corps. 

Crippled  Children  Examined.  A third  clinic  for  exam- 
ination of  crippled  children  of  Southwestern  Washington 
was  held  at  Tacoma  General  Hospital,  January  29.  Held 
under  auspices  of  the  Child  Welfare  Division  of  the  State 
Department  of  Public  Welfare,  the  clinic  was  conducted  by 
William  H.  Goering  of  Tacoma  and  Minor  C.  Lile  and  Ira 
O.  McLemore  of  Seattle. 

Whatcom  County  Medical  Society  at  its  annual  meet- 
ing last  month  elected  the  following  officers  for  the  ensuing 
year:  President,  C.  E.  Beebe;  Vice-President,  C.  L.  Long- 
streth ; Secretary,  W.  C.  Moren;  Treasurer,  E.  L.  Cilley; 
Delegate  to  the  annual  meeting  of  Washington  State  Medi- 
cal Association,  J.  C.  McGregor. 

Physician  Honored.  F.  W.  Maier,  who  is  leaving  Wilbur 
to  accept  a position  at  Medical  Lake,  was  honored  by  a 
farewell  dinner  at  the  Madsen  Hotel,  January  12.  More 
than  one  hundred  guests  were  present  to  honor  Dr.  Maier, 
to  hear  many  laudatory  talks,  and  to  witness  the  presenta- 
tion of  a fine  wrist  watch.  He  has  resided  at  Wilbur  for 
thirty-five  years. 

Injured  in  Automobile  Accidents.  E.  M.  Adams  of 
Arlington  was  injured  in  an  accident  on  Pacific  Highway 
December  29.  His  injuries  were  not  serious.  F.  L.  Peterson 
of  Chewelah  suffered  minor  injuries  when  his  car  skidded 
from  the  road,  December  27.  F.  W.  Maier  of  Wilbur  suf- 
fered minor  injuries  when  his  car  collided  with  a stage  on 
December  19. 

Health  Officer  Resigns.  B.  D.  Holland  has  resigned 
from  the  position  as  county-city  health  officer  of  Olympia 
and  Thurston  County  to  accept  a position  with  the  United 
States  Army. 

.\ttends  National  Meeting.  J.  S.  Thomas,  head  of  the 
venereal  disease  clinic  with  Seattle  Health  Department,  at- 
tended the  conference  sponsored  by  the  U.  S.  Public  Health 
Service  in  Washington,  D.  C.,  December  23-24. 

Course  by  Dr.  Schiller.  Spokane  County  Medical  So- 
ciety sponsored  a course  of  lectures  on  surgical  pathology 
by  Walter  Schiller  of  Vienna,  February  4,  5 and  6. 

C.  E.  Wiseman  of  Tacoma  is  recovering  from  an  appen- 
dectomy, performed  January  11,  shortly  after  he  had  per- 
formed a similar  operation  on  one  of  his  patients. 


Contract  for  Indian  Service.  W.  C.  Aylen  of  Auburn 
has  received  a contract  from  the  Indian  Service  to  care 
for  residents  of  Muckleshoot  Reservation. 

W.  A.  Mitchell  of  Colfax  has  been  appointed  health 
officer  of  Whitman  County,  to  succeed  R.  J.  Skaife. 

Weddings.  Philip  H.  Narodick  and  Miss  Blanche  Gordon 
of  Seattle  were  married  January  17.  Miss  Gordon  has  for 
several  years  been  literary  secretary  for  American  College 
of  Surgeons.  Robert  L.  King  of  Seattle  and  Miss  Phoebe 
Edmunds  of  Halifax,  Va.,  were  married  in  the  latter  city, 
December  29. 


IDAHO 

Hospital  Improvements.  The  Cottage  Hospital  at  Bur- 
ley has  recently  added  new  equipment  and  has  provided 
four  additional  beds. 

New  Hospital.  Several  public  spirited  organizations  at 
Blackfoot  have  united  to  sponsor  construction  of  a thirty- 
bed  hospital. 

S.  B.  Dudley  of  Caldwell  has  returned  to  practice  after 
several  months  illness  in  Portland  and  California.  He  in- 
tends to  confine  his  practice  to  ophthalmology. 

Ralph  Falk,  O.  F.  Swlndell,  and  Robert  S.  Smith 
have  taken  over  the  offices  and  equipment  of  the  late  E. 
E.  Laubaugh  of  Boise. 


OBITUARIES 

Dr.  Reginald  C.  Plummer  of  Seattle,  Wash.,  died  De- 
cember 26,  1936,  after  a long  illness  from  tuberculosis, 
aged  55  years.  He  was  born  in  Lansing,  Mich.,  in  1881. 
He  received  his  medical  education  at  the  University  of 
Michigan  Medical  School,  Ann  Arbor,  from  which  he 
graduated  in  1908.  He  then  served  as  interne  at  The  Ann 
.\rbor  Hospital,  majoring  in  eye,  ear,  nose  and  throat  work. 
■\fter  his  internship  he  became  assistant  to  Dr.  Canfield, 
professor  of  otolaryngology  at  the  medical  school.  He  served 
wiith  him  until  1912  when  he  located  in  Seattle  after  having 
spent  several  months  in  Vienna.  He  was  associated  with  G. 
W.  Swift,  C.  T.  Cooke  and  A.  T.  Wanamaker  until  the 
spring  of  1926  when  illness  caused  his  retirement.  He  served 
overseas  during  the  World  War,  retiring  with  rank  of 
Major.  He  was  a skillful  surgeon  and  successful  in  practice. 
During  his  long  illness  he  was  cheerful  and  uncomplaining. 
His  retiring  disposition  and  many  lovable  qualities  endeared 
him  to  patients  and  physicians. 

Dr.  Ernest  E.  Laubaugh  of  Boise,  Ida.,  died  December 
13,  of  pneumonia,  aged  49  years.  He  was  born  in  Shick- 
shinny.  Pa.,  and  obtained  his  medical  degree  from  Medico- 
Chirurgical  College  of  Philadelphia  in  1909.  Following 
graduation  he  remained  at  the  university  as  instructor  in 
physical  diagnosis  and  neurology.  In  1913  he  came  to  Boise 
as  state  bacteriologist,  resigning  in  1917  to  enter  the  United 
States  Army  Medical  Corps.  He  was  discharged  in  1919 
with  rank  of  captain.  On  his  return  to  Boise  he  became 
special  advisor  to  State  Department  of  Public  Welfare.  He 
obtained  recognition  as  an  able  internist  and  was  also  well 
known  for  his  literary  interests  which  included  the  collec- 
tion of  a fine  Napoleonic  library. 
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Dr.  Edward  J.  Taggart  of  Bremerton,  Wash.,  died  Jan- 
uary 16,  of  complications  following  a minor  operation. 
He  was  73  years  of  age.  He  was  born  in  Stockport,  Ohio, 
and  received  his  medical  degree  from  Omaha  Medical 
College  in  1888.  After  postgraduate  work  in  New  York 
and  Chicago,  he  moved  to  Kitsap  County.  His  early  prac- 
tice was  beset  with  many  hardships,  due  to  difficulties  of 
transportation,  and  he  often  had  to  resort  to  rowboat  or 
launch  to  make  his  calls.  He  retired  from  active  practice  in 
1930.  Dr.  Taggart  attracted  some  attention  a few  months 
ago  when  a visit  from  a nephew  brought  to  light  the  fact 
that  he  was  a member  of  the  first  football  team  at  Notre 
Dame  University. 

Dr.  Charles  D.  Weaver  of  Twin  Falls,  Idaho,  died  at 
his  home  December  19  after  a few  days  illness,  due  to  strep- 
tococcic infection,  aged  68  years.  He  was  born  in  Indiana 
and  received  his  medical  education  at  Colorado  School  of 
Medicine,  graduating  in  1897.  Shortly  after  graduation  he 
located  at  McPherson,  Kas.,  where  he  practiced  several 
years.  In  1908  he  moved  to  Twin  Falls.  Always  interested 
in  organized  medicine,  he  was  one  of  the  organizers  of  the 
South  Side  Medical  Society  and  was  its  first  president.  Last 
year  he  completed  a history  of  medical  practice  in  south- 
ern Idaho.  He  was  in  active  practice  and  also  serving  as 
county  physician  at  the  time  of  his  death. 

Dr.  George  H.  T.  Sparling  of  Grand  Coulee,  Wash., 
died  December  26  of  pneumonia,  aged  68  years.  He  ob- 
tained his  medical  degree  from  University  of  Oregon  Medi- 
cal School  in  1890  and  began  practice  in  Seattle  in  1891. 
He  was  one  of  the  early  health  officers  of  Seattle  and  in 
1917  established  the  full  time  department  for  King  County. 
In  1927  he  was  appointed  health  officer  for  Walla  Walla 
County  and  two  years  later  took  over  the  health  depart- 
ment of  Clark  County.  At  the  time  of  his  death  he  was 
health  officer  at  Mason  City  and  Grand  Coulee. 

Dr.  B.  W.  Mather  of  Boise,  Ida.,  died  December  13,  aged 
64  years.  He  was  born  at  Garretsville,  N.  Y.,  and  received 
his  medical  degree  from  Albany  Medical  College  in  1899. 
.\fter  graduation  he  located  at  Salt  Lake  City,  but  moved 
to  Mountain  Home,  Ida.,  two  years  later.  While  in  Salt 
Lake  he  was  consultant  for  the  Oregon  Short  Line  Rail- 
road. In  1920  he  moved  to  Boise  where  he  specialized  in 
anesthesia. 

Dr.  James  A.  Darby  of  Vancouver,  Wash.,  died  January 
18,  aged  62.  He  was  born  in  Hunnewell,  Missouri,  and  had 
lived  at  Pomeroy,  Wash.,  before  entering  the  University  of 
Oregon  Medical  School.  He  graduated  from  that  institu- 
tion in  1906,  and  practiced  for  a number  of  years  at  Pome- 
roy. In  1923  he  went  to  Longview,  and  six  years  later 
moved  to  Vancouver. 

Dr.  Daniel  O.  Webster  of  Portland,  Oregon,  died  No- 
vember 29,  aged  60.  He  was  born  at  Lakeport,  New  Hamp- 
shire, in  1876,  and  received  his  medical  education  at  Boston 
University  School  of  Medicine,  graduating  in  1903.  He  had 
practiced  in  Portland  for  thirty-three  years  and  had  taken 
much  interest  in  Masonic  affairs,  holding  membership  in 
many  branches  of  that  fraternity. 

Dr.  Henry  R.  Wheeler  of  Pocatello,  Ida.,  died  sudden- 
ly December  21  at  his  home,  aged  73  years.  He  received  his 
medical  degree  from  University  Medical  College  of  Kansas 
City  in  1896.  Since  1898  he  has  been  in  the  Indian  Service 
and  was  stationed  at  Fort  Hall  from  1906  until  his  retire- 
ment in  1932. 
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CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 
Central  Willamette  Medical  Society  met  Thursday,  Jan- 
uary 7,  at  Corvallis  for  its  regular  monthly  meeting. 
Doctors  were  present  from  Eugene,  Albany,  Lebanon,  Cor- 
vallis and  other  points  in  the  four  counties  making  up  the 
society.  The  banquet  was  served  at  the  Benton  Hotel  and 
after  the  transaction  of  business  the  paper  of  the  eve- 
ning was  given  by  Sherman  E.  Rees  of  Portland  on  the 
subject,  “Radiographs  of  the  Abdomen.”  The  next  meeting 
will  be  held  in  Eugene  on  the  fourth  Thursday  of  Feb- 
ruary. 

New  officers  for  the  Central  Willamette  Medical  Society 
for  1937  are:  H.  R.  Kauffman,  Toledo,  president;  Charles 
E.  Hunt,  Eugene,  president-elect;  Joel  Booth,  Lebanon, 
vice-president;  L.  M.  Bain,  Albany,  secretary. 


LANE  COUxNTY  MEDICAL  SOCIETY 
Pres.,  E.  L.  Zimmerman;  Secty.,  E.  D.  Furrer 

Lane  County  Medical  Society  held  a meeting  January  15 
with  the  staff  of  the  health  service  at  University  of  Ore- 
gon at  the  new  university  infirmary.  A tour  of  inspection 
was  made  of  the  new  building,  dinner  was  served  at  the 
faculty  club  and  following  the  dinner  a program  was  put 
on  by  Fred  Miller,  director  of  the  university  health  service 
and  Marion  Hayes  of  the  health  service.  Walter  Browne, 
the  third  member  of  the  health  service,  also  assisted.  The 
subject  was  “Pulmonary  Tuberculosis  and  Pneumonia  as 
Diagnosed  and  Treated  on  the  Campus.”  All  students  are 
given  tuberculin  tests  on  admission  and  before  graduation 
and  all  positive  reactors  have  roentgen  films  of  the  chest. 
Many  incipient  cases  have  been  picked  up  in  this  manner. 
This  examination  is  compulsory  to  all  students. 

The  new  officers  for  1937  for  Lane  County  Medical 
Society  are:  president,  E.  L.  Zimmerman;  president-elect, 
G.  S.  Beardsley;  vice-president,  Charles  Donahue;  and 
secretary,  E.  D.  Furrer. 

The  new  infirmary,  recently  completed  at  a cost  of 
$120,000,  is  the  very  latest  word  in  infirmary  and  hospital 
construction.  The  equipment  and  arrangements  are  the 
very  finest  and  many  modern  innovations  are  seen  through- 
out the  building.  The  most  modern  laboratory  and  roentgen 
equipment  is  installed.  There  are  several  full  time  nurses 
on  duty  and  at  present  the  beds  are  practically  filled  as 
there  is  a moderate  epidemic  of  influenza  on  the  campus. 
Complete  medical  service  is  given  to  students  with  the 
exception  of  major  surgery. 


MULTNOMAH  COUNTY  MEDICAL  SOCIETY 
Pres.,  B.  R.  Brooke;  Secty.,  J.  C.  Adams 
Multnomah  County  Medical  Society  held  its  annual 
meeting  at  Benson  Hotel,  Portland,  December  16.  Otis  F. 
,\kin  was  installed  as  president,  and  Robert  L.  Benson 
was  named  president-elect.  Howard  P.  Lewis  was  elected 
secretary.  John  C.  Adams,  Charles  E.  Sears,  Roy  A.  Payne, 
Leo  S.  Lucas,  James  E.  Buckley,  E.  W.  Rockey,  and  B.  O. 
Woods  were  elected  to  the  council. 
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WASHINGTON 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  W.  Henderson;  Secty.,  J.  S.  McCarthy 

Cowlitz  County  Medical  Society  held  its  regular  monthly 
meeting  at  Hotel  Monticello,  Longview,  January  19,  at 
6:30  p.m.,  with  a dinner  party.  The  following  officers  w'ere 
installed  for  the  new  year:  P.  H.  Henderson,  president; 
A.  F.  Birbeck,  vice-president;  J.  S.  McCarthy,  secretary 
and  treasurer. 

Following  this  a very  interesting  program  was  furnished 
by  F.  Bertram  Zener  of  Portland,  whose  subject  was 
“Trichomonas  Vaginalis  Vaginitis.”  His  paper  was  very 
interesting  in  that  he  gave  us  some  new  points  in  the 
diagnosis  and  treatment  for  a disease  that  has  been  so 
resistant  to  the  ordinary  line  of  treatment.  Also,  Ernest  J. 
Nitschke,  of  Portland,  read  a paper  on  “Trichomonas 
Vaginalis  in  the  Male.” 

This  meeting  was  well  attended.  G.  H.  Mathis,  of 
Toledo,  was  our  guest  from  the  Lewis  County  Medical 
Society. 

The  auxiliary  met  the  same  evening  at  Hotel  Monticello 
with  a dinner  meeting.  They  were  entertained  by  Mrs. 
Roswell  Quinn,  who  gave  a book  review  on  “.'Vn  American 
Doctor’s  Oddessy”  by  Victor  Heiser,  M.D. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  a regular  meeting 
January  18  at  8:15  p.m.  in  Auditorium  of  Medical  Dental 
Bldg.,  Seattle,  President  V.  W.  Spickard  presiding. 

Minutes  of  the  meeting  of  January  4 were  read  and  ap- 
proved. 

The  following  were  elected  to  membership:  O.  J.  Blende, 
Philip  S.  Nelson,  Rueben  E.  Nelson,  Gordon  Wotherspoon, 
W.  W.  Davidson  and  N.  E.  Magnussen. 

Joseph  H.  Sayre  announced  that  there  were  seven  posi- 
tions open  for  physicians  in  CCC  camps. 

The  first  paper  of  the  evening  was  read  by  Charles  N. 
Spratt  of  Minneapolis  on  “Eye  Conditions  of  Interest  to  the 
General  Practitioner.”  He  first  discussed  conjunctivitis.  The 
red,  inflamed  eye  is  generally  considered  by  the  layman  to 
be  a case  of  “pink-eye”  which  in  reality  includes  everything 
from  conjunctivitis  to  traumatic  conditions.  The  best  treat- 
ment is  a bland  eye  wash  and  mild  astringent  avoiding  the 
use  of  argyrol.  Gonorrheal  conjunctivitis  is  generally  sug- 
gested by  the  history.  He  discussed  the  diagnosis  and  treat- 
ment of  iritis.  The  dangers  from  glaucoma  were  recited 
and  necessity  of  immediate  attention  for  this  condition. 
He  lamented  the  fact  that  some  men  refer  patients  requir- 
ing glasses  to  optometrists.  While  this  may  be  satisfactory 
for  people  more  than  twenty-five  years  of  age,  it  may  be  a 
serious  condition  in  younger  individuals  who  should  have 
the  advantage  of  the  treatment  of  a skilled  oculist. 

The  second  feature  was  a sound  film,  “The  Medical 
Regiment  in  Action.”  This  was  presented  by  permission  of 
the  Surgeon  General  through  the  courtesy  of  Ford  Motor 
Company.  It  portrayed  the  activities  of  the  medical  corps 
during  maneuvers  simulating  actual  war  conditions. 


KITSAP  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  P.  Schutt;  Secty.,  J.  E.  Haddon 
The  January  meeting  of  Kitsap  County  Medical  Society 
was  held  at  Elks  Temple,  Bremerton,  January  12.  M. 


Shelby  Jared  of  Seattle  addressed  the  meeting  on  legisla- 
tive measures  of  interest  to  the  medical  profession. 

OKANOGAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  McKinley;  Secty.,  C.  E.  Randolph 
The  January  meeting  of  the  Okanogan  County  Medical 
Society  was  held  in  the  office  of  Merrill  D.  Wood  in  Oka- 
nogan. T.  J.  McCain  of  Omak  was  elected  president,  G.  E. 
Stevens  of  Okanogan  was  elected  secretary. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  W.  Howe;  Secty.,  W.  B.  Penney 
The  regular  monthly  meeting  of  Pierce  County  Medical 
Society  was  held  January  12,  at  8 p.m.,  in  the  Medical 
.\rts  Building,  Tacoma,  with  A.  W.  Howe  in  the  chair. 
Minutes  of  the  previous  meeting  were  read  and  approved. 

The  application  of  Harlow  B.  Thompson  was  balloted 
upon  and  he  was  duly  elected  a member  of  the  society. 

The  first  paper  of  the  evening  was  “Fractures  of  the 
Neck  of  the  Femur,  Illustrated  with  Lantern  Slides,”  by 
E.  F.  Dodds.  He  reviewed  the  literature  and  contrasted 
the  different  methods  of  handling  this  serious  condition  in 
vogue  at  the  present  time. 

J.  F.  Griggs,  Jr.,  gave  a paper  entitled,  “The  Young 
Physician  Looks  at  Medical  Economics,”  which  was  very 
well  received  and  created  a great  deal  of  general  dis- 
cussion. 

Dr.  Griggs  was  appointed  by  Dr.  Howe  to  bring  in 
appropriate  resolutions  for  Dr.  Mattson’s  family. 

SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Murphy;  Secty.,  W.  J.  Wagner 
The  first  meeting  of  the  year  of  Snohomish  County 
Medical  Society  was  held  in  the  library  of  the  Medical 
and  Dental  Building,  Everett,  January  7,  8:00  p.m. 

Mr.  Stanton  Hall,  pharmacist,  gave  a paper  on  “U.S.P. 
Drugs.”  Wm.  V.  Fulton  read  a paper  on  “Skin  Diseases.” 
W.  L.  VanBuskirk  was  admitted  to  membership. 

SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  G.  Sprowl;  Secty.,  M.  T.  Harris 
The  annual  meeting  of  Spokane  County  Medical  Society 
was  held  at  Spokane  City  Club,  January  14.  A.  D.  Mac- 
Intyre was  installed  as  president,  and  Otto  M.  Rott  was 
named  president-elect.  Milo  T.  Harris  was  re-elected  sec- 
retary, and  D.  H.  Lewis  and  H.  V.  Valentine  were  named 
trustees. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Lange;  Secty.,  S.  R.  Page 
The  regular  dinner  meeting  of  Walla  Walla  Valley  Medi- 
cal Society  was  held  at  Grand  Hotel,  Walla  Walla,  at  6:30 
p.m.,  January  14.  A short  business  meeting  preceded  the 
scientific  part  of  the  program.  Arthur  A.  Yengling  of  Walla 
Walla  was  elected  a member  of  the  society. 

Albert  Mathieu,  associate  professor  of  obstetrics  and 
gynecology  in  University  of  Oregon  Medical  School,  gave 
a very  interesting  and  practical  discussion  of  various  ob- 
stetric problems  which  most  frequently  confront  the  gen- 
eral practitioner.  Dr.  Mathieu’s  paper  was  very  informal 
and  based  largely  on  personal  experiences  in  the  manage- 
ment of  the  prenatal,  natal  and  postnatal  phases  of  obstet- 
rics. A general  discussion  followed  each  of  the  three  phases. 

The  next  meeting  will  be  held  February  11  with  George 
.'\nderson  of  Spokane  as  guest  speaker. 
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SOCIAL  SECURITY  IN  OREGON 

Portland,  Ore.,  Jan.  23,  1937. 

The  headquarters  of  Oregon  State  Medical  Society  have 
had  frequent  requests  within  recent  weeks  for  information 
regarding  the  National  Social  Security  Act  and  also  the 
State  Social  Security  Act.  The  aim  of  the  present  article 
will  not  be  to  explain  various  details  of  these  acts,  but 
simply  to  point  out  pertinent  facts  which  should  be  known 
at  this  time  by  every  employer,  whether  he  be  in  the  prac- 
tice of  medicine  or  engaged  in  some  other  business. 

It  should  be  understood  at  the  outset  that  the  Na- 
tional Social  Security  .Act  is  made  up  of  two  parts  which 
are  unrelated  to  each  other  and  which  must  be  considered 
separately.  This  having  been  done,  the  two  answers  may 
be  joined.  One  part  relates  to  old  age  pensions  and  the 
other  part  to  unemployment  insurance.  They  will  be  con- 
sidered in  this  order. 

Old  .Age  Pensions  must  be  paid  by  every  employer  and 
every  employee,  excepting  domestics  and  casual  labor 
which  are  not  included  This  means  that  every  physician 
who  has  one  or  more  employees  must  pay  on  or  before 
February  28,  1937,  one  per  cent  of  his  pay  roll,  and  the 
employee  or  employees  must  also  pay  one  per  cent.  The 
law  provides  that  the  employer  is  responsible  for  the  pay- 
ment for  himself  as  well  as  that  of  his  employee  or  em- 
ployees, and  the  law  provides  that  he  shall  deduct  the 
respective  amounts  from  the  pay  checks  of  his  employees. 


In  any  event  the  employer  is  responsible  for  the  payment. 
Therefore,  under  the  Old  Age  Provision  of  the  Social 
Security  .Act,  the  employer  must  remit  two  per  cent  of 
his  pay  roll  on  or  before  thirty  days  following  the  month 
for  which  such  pay  roll  is  payable. 

Now  let  us  consider  the  unemployment  features.  Under 
the  unemployment  provision  of  the  bill  every  employer  of 
eight  or  more  must  pay  to  the  government,  and  every 
employer  of  four  or  more  must  pay  to  the  State  of  Ore- 
gon, one  per  cent  of  his  pay  roll.  However,  every  employer 
who  contributes  to  the  Oregon  Unemployment  Insurance 
Fund  is  entitled  to  take  as  a credit  against  his  Federal 
Unemployment  Tax  the  amount  he  has  put  into  the  state 
fund  but  not  to  exceed  ninety  per  cent  of  his  Federal  Un- 
employment Tax. 

It  will  thus  be  seen  that,  according  to  the  provision  of 
the  old  age  section  of  the  Social  Security  Act,  the  employer 
must  remit  two  per  cent  of  his  pay  roll  and  in  accordance 
with  the  unemployment  provision  (if  more  than  seven  or 
more  than  three  employees)  one  per  cent  or  a total  of 
three  per  cent  of  his  full  pay  roll.  One  per  cent  of  this  is 
to  be  deducted  from  the  pay  checks  of  employees.  Most 
physicians,  therefore,  having  less  than  four  employees, 
will  pay  one  per  cent  of  their  pay  roll  for  themselves  and 
one  per  cent  for  their  employees. 

.A.  G.  Bettman, 
Editor 


WASHINGTON 


WOMAN'S  AUXILIARY 

WASHINGTON  PUBLIC  RELATIONS  PUBLICITY 

Walla  Walla,  Jan.  26,  1937. 

.A  very  outstanding  piece  of  work  has  been  done  by  Mrs. 
J.  T.  Rooks,  chairman  of  the  Public  Relations  Committee 
of  Walla  Walla  Valley  .Auxiliary.  Last  year  as  president, 
and  this  year  as  chairman  of  her  committee,  she  has  gath- 
ered and  mounted  198  posters.  They  can  be  displayed  as 
one  whole  or  in  fourteen  different  groups:  Food  Values, 
Common  Defects  in  Children,  Communicable  Diseases,  Pos- 
ture, Nostrum  Evils,  Quack  Medicine  Vendors,  Pregnancy 
and  Maternity,  Baby’s  Bill  of  Health,  Care  of  Infants  and 
Children  to  School  Age,  Good  Eye  Sight,  Cancer,  Dentistry 
and  Hygeia.  They  are  arranged  and  displayed  in  such  way 
that  they  interest  the  public  in  authentic  medicine. 

■As  an  experiment  the  series  was  first  loaned  to  Wash- 
ington Teachers  Institute  in  Walla  Walla,  and  since  then 
there  have  been  constant  calls  for  it.  .At  the  Walla  Walla 
County  Fair  and  the  Milton,  Ore.  .Apple  Show  there  were 


crowds  in  the  health  booth  all  the  time.  Schools  both 
in  the  city  and  rural  districts  and  P.-T.  .A.  study  groups 
have  had  it.  It  has  been  given  to  three  different  Teachers 
Institutes,  and  parts,  particularly  the  chart,  “The  Human 
Factory,”  have  been  used  for  actual  teaching  in  high 
school  classes  in  physiology,  hygiene,  chemistry  and  gym- 
nastics. 

For  the  benefit  of  other  auxiliary  groups  that  might  be 
interested,  I asked  Mrs.  Rooks  to  work  out  the  cost  and 
the  sources  from  which  she  obtained  her  posters  and  litera- 
ture. The  posters  with  the  mounting  and  mailing  charges 
run  to  about  $22.  The  health  literature,  489  circulars  per- 
taining to  health  which  have  been  distributed  to  date  in 
connection  with  the  health  poster  display,  $30.  Everything 
has  been  obtained  from  .A.  M.  A.  or  sources  indorsed  by 
them. 

Mrs.  Roscoe  W.  Smith, 

Chairman  Press  and  Publicity, 
Walla  Walla  Valley  Auxiliary. 


IDAHO 


IDAHO  CAMPAIGN  FOR  CONTROL  OF  CANCER 
Pocatello,  Idaho,  Jan.  2S,  1937. 

Under  a banner  with  the  slogan,  “early  cancer  is  cura- 
ble; fight  cancer  with  knowledge,”  the  Idaho  Division, 
Women’s  Field  Army  of  the  American  Society  for  the  Con- 
trol of  Cancer,  is  on  the  march  with  Mrs.  R.  S.  Stringfellow 
of  Boise  as  state  commander  and  your  medical  society 
cancer  committee  as  advisory  officers.  W.  F.  Howard  of 
Pocatello  is  chairman  of  the  cancer  committee.  Other  mem- 


bers are  James  L.  Stewart  of  Boise  and  .Alexander  Barclay 
of  Coeur  d’Alene. 

The  purpose  of  the  campaign  is  to  reduce  the  appalling 
cancer  mortality  by  education.  The  Women’s  Field  .Army 
will  create  a receptive  public  sentiment  for  cancer  education 
which  will  be  supplied  by  the  members  of  the  State  Med- 
ical Association. 

Every  medical  society  member  is  urged  to  offer  his  servi- 
ces to  the  local  cancer  committee  as  a speaker.  If  a local 
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committee  has  not  been  formed,  the  medical  men  are 
asked  to  write  to  Mrs.  Stringfellow  at  Box  1703,  Boise, 
and  suggest  the  name  of  some  woman  leader  in  the  com- 
munity who  might  be  willing  to  head  a committee. 

The  hope  is  to  have  a medical  educational  talk  given 
before  every  organized  group  of  women  in  the  state  and 
before  many  men’s  groups.  The  radio,  newspapers,  maga- 
zines and  graphic  exhibits  will  be  used  in  a nation  wide 
effort  to  make  the  public  “cancer  conscious,”  not  with  the 
intent  of  alarming  them  but  to  sound  a warning  of  the 
need  to  haste,  to  urge  that  where  certain  symptoms  are 
present  the  individual  go  to  his  or  her  family  physician  for 
advice,  to  warn  against  quacks  with  nostrums,  serums  or 
salves  that  they  claim  will  bring  a cure. 

The  Idaho  division  will  have  three  vice-commanders, 
a captain  in  every  county  seat,  and  many  lieutenants  and 
sergeants.  But  the  most  important  factor  in  the  campaign 
will  be  the  aid  of  the  medical  men.  The  educational  and 
publicity  campaign  will  culminate  in  an  enlistment  of  mem- 
bers at  $1  each,  to  take  place  the  week  of  March  21.  Out 
of  the  money  raised,  70  per  cent  will  be  used  to  establish 
the  cancer  control  program  on  a permanent  basis  in  Idaho. 
Men  will  be  asked  to  join  the  army  as  contributing  mem- 
bers. D.  C.  Ray,  President. 


BOOK  REVIEWS 


Textbook  of  Medicine.  By  Charles  Phillips  Emerson, 
M.  D.,  Research  Professor  of  Medicine,  Indiana  University. 
Formerly  Associate  in  Medicine  and  Medical  Resident, 
Johns  Hopkins  University  and  Hospital,  etc.  1296  pp.  $8.00. 
J.  B.  Lippincott  Company,  Philadelphia,  London,  Montreal, 
1936. 

The  author’s  plan  “is  to  present  internal  medicine  in 
terms  of  the  clinical  pictures  of  diseases.”  He  also  has  in 
mind  that  internal  medicine  is  largely  an  art  and  presents  it 
in  the  light  of  its  historical  development.  This  reminds  one 
of  the  philosopher  who  said,  “no  conception  can  be  prop- 
erly understood  except  through  its  history.”  The  other  main 
point  the  author  has  in  mind  is  that  each  disease  syndrome 
is  to  be  presented  as  a defensive  reaction  and  that  bacte- 
riology, biochemistry  and  other  basic  sciences  cannot  ex- 
plain all  the  conditions  met  with  and  in  each  patient  and 
domestic,  social  and  industrial  environments  must  be  con- 
sidered. 

The  book  covers  very  thoroughly  the  usual  diseases 
treated  in  a textbook  of  medicine.  The  space  devoted  to 
pathology  is  rather  scanty,  but  is  clearly  written.  The 
treatment  is  necessarily  brief,  but  seems  adequate  so  far  as 
our  present  knowledge  goes.  The  views  on  allergy  will  be 
refreshing  to  those  who  have  become  skeptical  of  the  ex- 
treme views  of  those  who  call  themselves  allergists.  It  is 
certainly  a safe  book  to  put  in  the  hands  of  a student  and 
the  practitioner  will  find  it  an  excellent  means  of  bringing 
himself  up  to  date.  Griswold. 


writer,  a well-known  practitioner  and  inspired  instructor  in 
medicine  in  a large  west  coast  institution,  for  over  twenty 
years  has  kept  notes  on  the  course  and  progress  of  patients 
with  Bright’s  disease.  These  notes,  in  the  turn  of  time,  have 
reached  voluminous  proportions  in  an  endeavor  to  corre- 
late, and  in  the  hope  of  clarifying  various  opinions  ex- 
pressed in  the  enormous  literature  on  the  subject.  In  conse- 
quence thereof,  the  writer  has  admirably  sifted  his  notes 
to  a condensation  where  the  salient  points  of  this  intricate 
subject  are  ostentatiously  portrayed. 

In  contrast  to  most  writers  w'ith  their  tedious  elucida- 
tion on  this  subject,  this  author,  drawing  from  references  of 
authorities  and  personal  experiences,  has  simplified  as  much 
as  possible  his  writings  and  made  plain  comments  on  dif- 
ficult material.  In  introductory  measures  the  writer  in  brief 
and  concise  chapters  states  the  classification  of  Bright’s  dis- 
ease, and  discusses  the  physiology  of  kidney  function,  the 
water  balance  in  the  body,  edema  and  tests  of  kidney 
function. 

The  main  body  is  taken  up  under  the  titles  of  acidosis 
and  alkalosis  in  Bright’s  disease,  uremia,  clinical  laboratory 
tests  for  urinary  proteins  and  blood,  the  biochemistry  of  the 
blood  in  renal  disease,  renal  insufficiency  in  conditions  other 
than  Bright’s  disease,  etc.  Hemorrhagic  Bright’s  disease  in 
its  several  phases  is  portrayed.  Degenerative,  hypertensive 
and  arteriosclerotic  Bright’s  disease  are  described  in  a com- 
prehensive manner.  .A  book  of  this  style  is  a pleasure  to 
read.  It  assisted  the  reviewer  more  than  any  other  on  the 
subject  of  Bright’s  disease  to  place  properly  in  his  thoughts 
some  valuable  information  in  this  field.  Bowers. 


Physiological  Principles  in  Treatment.  By  Walter 
Langdon-Brown,  M.A.,  M.D.,  Cantab.,  Hon.  D.  Sc.  Oxon. 
F.R.C.P , Consulting  Physician  to  St.  Bartholomew’s  and 
the  Metropolitan  Hospitals,  etc.,  and  Reginald  Hilton,  M.A., 
M.D.,  Cantab.,  F.R.C.P.,  Physician  in  Charge  of  Out- 
Patients,  St.  Thomas’  Hospital,  etc.  Seventh  Edition.  308 
pp.  $3  00.  William  Wood  and  Company,  Baltimore,  1936. 

The  author  states  this  book  does  not  aim  at  being  a com- 
plete treatise  on  applied  physiology,  but  is  an  attempt  to 
prove  that  knowledge  of  physiology  is  a substantial  aid  to 
medical  practice.  Former  methods  of  study  have  been  re- 
placed by  more  modern  learning.  Thus  uric  acid  is  no 
longer  the  bugbear  of  former  days;  the  role  of  calcium  is 
associated  with  vitamin  D and  parathormone.  Many  simi- 
lar facts  may  be  cited.  Many  physiologic  principles  are 
discussed,  such  as  vitamins  and  the  deficiency  diseases,  gas- 
tric and  intestinal  digestion,  glycosuria,  insulin  and  ketosis. 
The  anemias  are  discussed  under  the  headings  of  megalo- 
cytic,  microcytic  and  hemolytic.  The  author  does  not  over- 
look allergy  and  some  of  the  allergic  diseases. 


Diseases  of  the  Air  and  Food  Passages  of  Foreign- 
Body  Origin.  By  Chevalier  Jackson,  M.D.,  Sc.D.,  F..A.C.S. 
Professor  of  Bronchoscopy  and  Esophagoscopy,  Temple 
University,  and  Chevalier  L.  Jackson,  A.B.,  M.D.,  M.Sc., 
Professor  of  Clinical  Bronchoscopy  and  Esophagoscopy, 
Temple  University.  $12.50.  994  pp.,  with  2000  illustrations. 
W.  B.  Saunders  Company,  Philadelphia  and  London,  1936. 

This  is  a fascinating  book,  whether  the  reader  is  a laryn- 
gologist or  general  practitioner.  Almost  unbelievable  extrac- 
tions of  foreign  bodies  from  the  air  and  food  passages  are 
described  with  most  realistic  illustrations.  The  carelessness 
of  operators  on  pharyngeal  and  tonsillar  conditions  as  well 
as  the  neglect  of  parents  in  dealing  with  children  is  indi- 


Bright’s  Disease  and  .Arterial  Hypertension.  By  Wil- 
lard J.  Stone,  B.  Sc.,  M.  D.,  F.  A.  C.  P.,  Clinical  Profes- 
sor of  Medicine,  School  of  Medicine,  University  of  South- 
ern California,  Los  Angeles,  etc.  352  pp.,  with  illustrations. 
Cloth,  $5.00  net.  Philadelphia  and  London.  W.  B.  Saun- 
ders Company,  1936. 

This  book  is  dedicated  to  the  memory  of  a distinguished 
teacher  of  pharmacology,  the  late  Arthur  R.  Cushny.  The 
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cated  by  the  statement  that  87  per  cent  of  these  foreign 
bodies  get  into  these  passages  through  the  carelessness  of 
some  individual.  This  suggests  the  necessity  of  specific  edu- 
cation in  the  way  of  prophylaxis.  The  authors  describe 
several  hundred  cases  where  the  foreign  bodies  were  not 
discovered  previous  to  coming  under  their  care.  In  the 
matter  of  diagnosis  emphasis  is  naturally  placed  on  the 
use  of  the  roentgen  ray.  Unless  the  roentgenogram  were 
available,  a large  proportion  of  the  cases  could  not  be  diag- 
nosed. In  the  matter  of  treatment  ingenuity  has  produced 
sets  of  instruments  which  could  scarcely  be  credited  by  one 
unfamiliar  with  this  kind  of  work.  Their  application  and 
results  obtained  present  a marvelous  picture  of  accomplish- 
ment. The  presentation  of  about  three  thousand  cases, 
arranged  according  to  the  foreign  bodies  extracted,  illus- 
trates the  wide  range  of  application  for  the  relief  of  these 
conditions.  This  volume  not  only  summarizes  what  has 
been  presented  in  previous  publications,  but  adds  so  much 
additional  information  that  it  is  invaluable  for  one  engaged 
in  this  special  line  of  work. 


The  1936  Year  Book  of  Radiology.  Edited  by  Charles 
.\.  Waters,  M.  D.;  Whitmer  B.  Firor,  M.  D.;  Ira  J.  Kap- 
lan, B.  Sc.,  M.  D.  604  pp.  $4.50.  Year  Book  Publishing  Co., 
Inc.,  Chicago,  Illinois. 

To  those  familiar  with  the  previous  issues  of  this  book, 
which  has  been  published  annually  since  1932,  no  introduc- 
tion is  needed.  It  is  an  attempt  to  present  in  condensed 
form  the  outstanding  articles  of  the  year  on  all  phases  of 
radiology.  As  such  it  suffers  the  limitations  which  are  in- 
herent in  such  a publication,  but  nevertheless  serves  an  ex- 
tremely useful  purpose,  particularly  in  permitting  one  to 
judge  whether  the  original  of  the  abstracted  article  is  worth 
reading,  or  will  give  the  informatipn  desired  for  a particular 
purpose.  As  substitutes  for  the  original  articles  the  ab- 
stracts are  necessarily  unsatisfactory  as  the  limitations  of 
space  preclude  the  possibility  of  presenting  more  than  the 
salient  points.  The  value  of  the  book  lies  chiefly  in  the  com- 
pleteness with  which  the  literature  has  been  combed  for 
significant  articles,  and  particularly  where  library'  facilities 
are  limited  it  is  the  best  available  substitute  for  a complete 
access  to  .American  and  foreign  periodical  literature.  The 
editing  has  been  done  with  surprising  skill  and  thorough- 
ness. The  illustrations  are  of  good  quality  and  the  book 
should  be  a valuable  addition  to  the  library  of  anyone  in- 
terested in  roentgen  diagnosis  or  treatment.  Exner. 


Ox  Your  Guard.  The  Prevention  and  Treatment  of  Sex 
Diseases.  By  Carl  Warren,  B.A.,  B.S.,  M.S.J.,  Advised  and 
.Assisted  by  Eminent  Specializing  Physicians.  160  pp.  $1.00. 
Emerson  Books,  Inc.,  New  York,  1937. 

.At  the  present  time  there  is  a popular  wave  of  attack 
on  venereal  diseases.  Discussion  of  gonorrhea  and  syphilis 
is  being  removed  from  the  obscurity  of  the  past  and 
exposed  to  the  light  of  publicity.  This  book  is  a frank 
discussion  of  gonorrhea  and  syphilis  for  popular  consid- 
eration and  advice.  It  is  stated  that  in  the  United  States 
six  to  seven  million  people  have  syphilis  and  thirteen  to 
fourteen  million  have  gonorrhea.  The  general  public  does 
not  appreciate  the  complications  and  disability  resulting 
from  these  infections.  Information  is  contained  in  this 
volume.  Considerable  space  is  given  to  prophylaxis,  de- 
scribing the  diminution  of  venereal  disease  following  its 
application  in  the  Army  and  Navy  and  various  countries. 
The  author  states  that  the  rubber  condom  is  the  most 


popular  prophylaxis,  between  350,000,000  and  400,000,000 
being  sold  annually  in  this  country.  If  enlightenment  of 
the  public  will  lead  to  the  suppression  of  venereal  disease, 
this  book  should  help  to  accomplish  this  result. 

A Synopsis  of  Surgical  Anatomy.  By  Alexander  Lee 
McGregor,  M.Ch.  (Edin.),  F.R.C.S.  (Eng.),  Lecturer  on 
Surgical  Anatomy,  University  of  Witwatersrand.  With  a 
Foreword  by  Sir  Harold  J.  Stiles,  K.B.E.,  F.R.C.S.  (Edin.). 
Third  Edition.  664  pp.  $6.00.  William  Wood  and  Com- 
pany, Baltimore,  1936. 

This  is  not  a volume  describing  general  anatomy,  but 
deals  with  anatomic  conditions  and  their  relations  to  sur- 
gery in  a manner  most  helpful  to  the  surgeon.  The  profu- 
sion of  illustrative  figures  for  almost  every  condition  de- 
scribed clarifies  the  text  in  a realistic  manner.  Whether 
the  discussion  pertains  to  bones,  nerves,  muscles  or  organs, 
the  black  and  white  illustrations  offer  vivid  suggestions 
illuminating  the  text.  Each  chapter  is  an  essay  on  the 
portion  of  the  body  under  consideration  and  deals  with 
practical  suggestions  that  will  prove  helpful  to  the  student 
or  practitioner. 

A System  of  Clinical  Medicine.  Dealing  with  the  Diag- 
nosis, Prognosis,  and  Treatment  of  Disease.  For  Students 
and  Practitioners.  By  Thomas  Dixon  Savill,  M D.  Lond. 
Edited  by  Agnes  Savill,  M.D.  and  E.  C.  Warner,  M.D., 
F.R.C.P.  Tenth  Edition.  1114  pp.  $9.00.  William  Wood  & 
Company,  Baltimore,  1936. 

The  popularity  of  this  volume  is  indicated  by  the  pub- 
lication of  ten  editions  and  eight  reprints  since  1905.  The 
extensive  changes  in  this  revision  have  been  accomplished 
by  the  aid  of  seventeen  specialists  who  have  introduced 
many  new  features  illustrating  up-to-date  methods  The 
plan  followed  in  this  volume  is  to  emphasize  the  importance 
of  symptomatology,  under  which  each  disease  is  first  con- 
sidered, followed  by  physical  examination,  diagnosis,  prog- 
nosis and  treatment.  Each  of  the  twenty  chapters  covers 
one  or  a group  of  organs,  the  diseases  of  which  are  then 
stated  in  an  orderly  sequence.  The  essential  points  of  each 
disease  are  emphasized  with  an  avoidance  of  controversial 
material.  One  can  obtain  much  information  from  this 
volume  concerning  all  medical  subjects. 

A Manual  of  Pharmacology.  By  the  late  Walter  E. 
Dixon,  M.A.,  M.D.,  B.S.,  B.Sc.,  D.P.H.,  F.R.S.,  Sometime 
Professor  of  Materia  Medica  and  Pharmacology  at  King’s 
College,  London,  etc.  Revised  by  W.  A.  M.  Smart,  M.B., 
B.S.,  B.Sc.,  M.R.C.S.,  L.R.C.P.,  Lecturer  in  Pharmacology 
and  To.xicology,  London  Hospital  Medical  College,  etc. 
Eighth  Edition.  483  pp.  $6.50.  William  Wood  & Company, 
Baltimore,  1936. 

The  usefulness  of  this  volume  is  indicated  by  eight 
editions  and  seven  reprints  in  thirty  years.  Its  twenty-six 
chapters  discuss  the  drugs  commonly  employed,  with  a de- 
scription of  their  pharmacologic  actions  and  therapeutic 
uses.  This  edition  revises  previous  printings  with  introduc- 
tion of  the  latest  knowledge  of  the  uses  of  drugs.  There 
is  also  a discussion  of  parasites,  vitamins,  hormones  and 
vaccines.  Much  useful  information  is  obtainable  from  this 
book. 


■A  Handbook  of  Hygiene  for  Students  and  Teachers. 
By  Cyril  G.  Eastwood,  B.Sc.,  M.B.,  Ch.B.  (Manch.), 
M.R.C.S.  (Eng.),  L.R.Cl.P.  (Lond.),  Assistant  Medical 
Officer  of  Health,  Borough  of  Worthing,  etc.  358  pp.  $2.50. 
William  Wood  & Company,  Baltimore,  1936. 

The  author  states  that  hygiene  is  the  art  of  looking  after 
the  human  body  and  keeping  it  in  efficient  working  order. 
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Five  years  ago  Abbott  and  a cooperating  labora- 
tory offered  Haliver  Oil  with  Viosterol  to  the 
physician.  It  was  born  of  original  research  at  a 
time  when  much  uncertainty  surrounded  the  po- 
tency of  many  of  the  vitamin  products  on  the 
market.  Thereafter  the  physician  could  prescribe 
Abbott’s  Haliver  Oil  with  complete  assurance  that 
his  patients  would  get  all  those  vitamins  he  in- 
tended them  to  have.  And  he  did,  after  Abbott’s 
ethical  promotion  presented  him  with  the  facts. 

Today  the  story  is  unchanged.  (Today,  too,  it 
is  no  secret  that  deficient  vitamin  products  are 
still  offered  for  sale.)  Abbott  goes  direct  to  the 
source  in  the  North  Pacific  and  assumes  complete 
control  of  production.  No  outside  factor  beclouds 
certainty  of  quality  of  our  haliver  products.  After 
the  fish  are  caught  their  freshly  extracted  livers 
are  packed  in  ice  and  salt  and  rushed  to  our 
modern  refinery  in  Seattle  for  preliminary  assay- 
ing. Only  fish  oils  of  the  highest  quality  are  used. 

Full  vitamin  potency  is  proved  by  rigid  bio- 
assays conducted  in  a fully  equipped,  completely 
modern  laboratory  under  conditions  making  for 
the  utmost  scientific  accuracy.  All  label  claims 
for  vitamin  content  are  based  solely  upon  the  bio- 
assay results,  but  as  additional  checks  to  accu- 
racy, both  colorimetric  and  spectroscopic  assays 
are  applied  to  each  lot  at  Abbott  Laboratories. 

Prescribe  Abbott’s  Haliver  Oil  with  Viosterol 
routinely  for  lactating  or  expectant  mothers,  and 
all  other  patients  who  require  additional  Vita- 
mins A and  D.  Available  at  prescription  phar- 
macies in  soft,  tasteless  capsules  in  boxes  of  25, 
50,  100  and  250.  They  are  also  available  in 
10-cc.  and  50-cc.  vials  with  special  droppers. 
Abbott  L.xbor.vtories,  North  Chicago,  III. 


ABBOm  HALIVER  OIL 

WITH  VIOSTEROL 


I ABBOTT  LABORATORIES  M 0-:l7 

I North  Chicago,  III. 


Send  me  FREE  samples  of  Abbott's  Haliver 
Oil  with  Viosterol  capsules. 

M.  D. 

Address 

City Stote 


72 


BOOK  REVIEWS 


Vol.  36,  No.  2 


.•\s  a preliminary  the  reader  is  given  some  basic  facts  on 
physiology,  anatomy  and  biology.  The  different  parts  dis- 
cuss nutrition  and  diet,  hygiene  of  children,  diseases  of 
children,  hygiene  of  the  school,  hygiene  and  education. 
Under  these  headings  many  useful  facts  are  presented 
concerning  diet  and  the  rearing  and  training  of  children. 
Suggestive  illustrations  accompany  the  text  which  increases 
its  usefulness.  One  can  obtain  valuable  information  from 
this  volume. 

The  Harvey  Lectures.  Delivered  under  the  auspices  of 
The  Harvey  Society  of  New  York,  1935-1936.  Series  XXXI. 
255  pp.  $4.00.  The  Williams  & Wilkins  Company,  Balti- 
more, 1936. 

The  eight  lectures  constituting  the  program  of  the  Har- 
vey Society  for  the  past  year  were  delivered  by  Bergmann, 
Rous  and  Shope  of  the  Rockefeller  Institute;  Yerkes  and 
Fulton  of  Yale  University;  Lewis  of  Johns  Hopkins  Uni- 
versity; Houssay  of  University  of  Buenos  Aires;  Daly  of 
University  of  Edinburgh.  They  deal  with  various  subjects, 
including,  among  other  titles,  proteins  and  proteolytic  en- 
^ymes,  virus  tumors  and  the  tumor  problem,  malignant 
cells,  physiology  of  the  bronchial  vascular  system.  Each 
lecture  is  followed  by  a more  or  less  extensive  bibliography 
amplifying  the  subject  under  discussion. 

The  1936  Year  Book  of  General  Medicine.  Edited  by 
George  F.  Dick,  M.D.,  Lawrason  Brown,  M.D.,  George  R. 
Minot,  M.D.,  S.D.,  F.R.C.P.  (Hon.)  Edin.,  William  B. 
Castle,  M.D.,  A.M.,  M.D.  (Hon.)  Utrecht,  William  D. 
Stroud,  M.D.  and  George  B.  Eusterman,  M.D.  848  pp. 
$3.00.  The  Year  Book  Publishers,  Inc.,  Chicago,  1936. 

In  this  annual  review  of  medical  subjects  infectious  dis- 
eases are  considered  by  Dick,  diseases  of  the  Chest  by 
Lawrason  Brown,  of  the  blood  and  blood  forming  organs 
by  Minot  and  Castle,  of  the  heart  and  blood  vessels  by 
Stroud  and  of  the  digestive  system  and  metabolism  by 
Eusterman.  As  is  customary  in  this  volume,  the  purpose  is 
to  sketch  the  advances  of  the  past  year,  with  the  presenta- 
tion of  suggestions  that  may  be  more  completely  studied  if 
one  so  desires. 


TRUTH  ABOUT  MEDICINE 
propaganda  for  reform 

The  McGlasson  Company.  The  Bureau  of  Investigation 
reports  that  the  McGlasson  Company,  of  Detroit,  was  the 
trade  name  used  by  Rex  R.  Rader,  F.  W.  Dennis  and  Ellen 
McGlasson  Dennis,  his  wife,  in  the  sale  through  the  United 
States  mails  of  an  alleged  “complete  treatment”  for  sinus 
trouble.  The  company  also  operated  an  agency  known  as  the 
Illinois  McGlasson  Company  of  Chicago.  No  physicians, 
chemists  or  pharmacists  were  connected  with  the  McGlasson 
enterprises.  Ellen  McGlasson,  “supervisor  of  the  nose  and 
throat  department,”  claimed,  while  observing  “thousands 
treated  for  sinus,”  to  have  obtained  from  one  of  the  physi- 
cians “his  own  special  formula.”  With  this  “special  formula” 
the  McGlasson  Company  felt  equipped  to  rid  the  world  of 
sinus  infection.  According  to  the  statement  made  by  Mr. 
Rader  to  the  Post  Office  authorities,  the  treatment  consisted 
of  “Part  the  “toxic  poison  eliminator”  which  was  claimed 
to  contain  Rochelle  salt,  1 per  cent  phenolphthalein,  and 
drops  of  oil  of  cinnamon;  and  “Part  B”,  the  “special  for- 
mula,” which  was  composed  of  boric  acid,  thymol,  eucalyp- 
tol.  methyl  salicylate,  oil  of  thyme,  sodium  salicylate,  alcohol 
and  water.  The  McGlasson  treatment  was  practically  iden- 
tical with  the  Clara  Ross  “sinus  cure”  fraud  reported  by  the 
Bureau  of  Investigation  in  The  Journal  A.  M.  A.,  Dec.  15, 
1934,  p.  1873.  .Although  the  McGlasson  Company  submitted 
to  the  Post  Office  inspectors  numerous  testimonials  endorsing 
the  “sinus  remedy,”  the  officers  were  apparently  not  im- 


pressed and  recommended  that  a fraud  order  be  issued 
against  the  concerns.  The  Postmaster  General  on  October 
13,  1936,  closed  the  United  States  mails  to  the  concerns  and 
parties  involved.  (/.  A.  M.  A.,  Dec.  5,  1936,  p.  1909). 

The  Nutritional  Significance  of  Gelatin.  The  Council  on 
Foods  has  endeavored  to  evaluate  the  nutritional  claims 
made  for  gelatin.  In  view  of  the  available  evidence  the  Coun- 
cil believes  that  gelatin  properly  made  is  a wholesome  food, 
that  it  has  special  usefulness  when  one  desires  to  add  variety 
to  the  diet  by  incorporating  gelatin  in  nutritious  soups  or 
pleasant  desserts,  and  that  for  these  reasons  it  is  often  a use- 
ful food  for  inclusion  in  the  diet  of  healthy  persons  or  of  sick 
or  convalescent  patients.  Gelatin  appears  to  be  well  tolerated. 
The  claim  that  gelatin  is  an  aid  in  the  digestion  of  milk, 
however,  is  in  the  opinion  of  the  Council  not  established.  The 
claim  that  gelatin  is  of  value  as  a source  of  aminoacetic  acid 
in  the  treatment  of  some  of  the  myopathies  cannot  be  recog- 
nized ; in  the  light  of  present  evidence,  gelatin  has  no  special 
significance  as  a source  of  amino  acids  in  the  diet.  Indeed, 
it  is  notoriously  deficient  in  certain  essential  amino  acids. 
(7.  A.  M.  A.,  Dec.  26,  1936,  p.  2132.) 

Painting  the  Orange.  Today  the  orange  is  universally  rec- 
ognized as  a rich  source  of  vitamin  C and  therefore  a desir- 
able fruit  for  children.  The  natural  color  and  other  character- 
istics of  the  rind  vary  with  different  varieties  and  with  the 
season.  Once  these  features  served  to  some  extent  as  marks 
of  identification.  This  is  not  true  today,  when  there  is  a cur- 
rent tendency  to  “improve  on  nature.”  Several  years  ago 
the  practice  of  exposing  oranges  to  ethylene  gas  for  from 
two  to  four  days  was  introduced.  The  ethylene  causes  a 
blanching  of  the  green  color  and  a consequent  unmasking 
of  the  yellow  pigments  also  present  in  the  skin.  The  United 
States  Department  of  Agriculture  has  ruled  that  this  process 
does  not  in  itself  constitute  adulteration.  More  recently  a 
rapid  method  of  coloring  has  been  employed.  The  fruit  is 
dipped  in  a solution  of  a harmless  coal  tar  dye,  which  gives 
to  the  resulting  “painted  oranges”  a more  uniform,  brilliant 
color.  Food  laws  require  that  the  presence  of  dyes  must  be 
declared  by  having  the  phrase  “color  added”  stamped  on 
each  orange.  The  state  of  Florida  has  recently  provided  rigid 
regulation  of  the  packaging  and  marketing  of  citrus  fruit 
according  to  more  exacting  standards  than  those  required  by 
the  federal  government.  The  United  States  Department  of 
.Agriculture  accordingly  has  agreed  to  wait  until  September, 
1937,  before  action  will  be  taken  on  fruit  shipped  in  inter- 
state commerce.  The  Florida  regulations  in  large  measure 
should  serve  to  remove  the  necessity  for  federal  action. 
.Accurate  information  concerning  the  effect  of  the  artificial 
coloring  of  oranges  on  the  consumption  of  the  fruit  is  not 
available.  Consumers  have  questioned  whether  the  colored 
oranges  are  of  high  quality.  Some  consumers  have  expressed 
the  opinion  that  colored  oranges  do  not  keep  as  well  as  the 
untreated  russet  colored  fruit.  Others  have  asked  whether  the 
“painted”  rind  is  suitable  for  making  marmalade  and  can- 
died orange  peel.  The  promulgators  of  the  coloring  of 
oranges  should  arrange  to  answer  these  questions  by  scien- 
tific evidence.  (7.  A.  M.  A.,  Dec.  26,  1936,  p.  2136.) 


Parents  Should  Show  Their  Encouragement  at  Each 
■Act  of  Child.  Each  act  of  the  child  should  be  met  with  en- 
couragement, perhaps  only  with  an  interested  expression,  but 
never  let  it  be  met  with  indifference.  Dr.  Harold  A.  Rosen- 
baum is  tbe  author  of  the  article  “The  Relation  of  Parent 
and  Child”  which  appears  in  the  February  Hygeia. 

Frequently  the  child’s  attempts  to  express  himself  verbally 
are  hardly  heeded.  The  stimulation  to  any  self  expression  is 
certainly  aided  by  a loving  ear  and  a response,  keeping  in 
mind  the  point  of  view  that  one  is  dealing  with  a responsible, 
unfolding  individual  who  deserves  only  the  best  considera- 
tion. 

Feelings  of  security  and  confidence  in  his  parents,  fostered 
at  an  early  age,  are  most  valuable  assets  for  future  close 
guidance  by  the  parents.  If  these  attitudes  are  developed 
the  child  is  apt  to  solicit  the  parents’  opinion  and  guidance 
throughout  the  years. 

It  is  often  inadvisable  to  attempt  to  teach  a child  about 
things  in  which  he  does  not  show  an  interest,  and  real 
trouble  may  result  in  an  attempt  to  force  a child  to  learn 
something  above  his  age  level.  This  is  one  of  the  best  ways 
to  develop  an  inferiority  complex  in  a child. 
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CORONARY  SCLEROSIS 

AN  ELECTROCARDIOGRAPHIC  STUDY  OF  ONE  HUNDRED 
AUTOPSIED  CASES  * 

G.  F.  Strong,  M.D. 

AND 

M.  R.  Caverhill,  M.D. 

Vancouver  General  Hospital 
VANCOUVER,  B.  C. 

A recent  article^  describes  electrocardiographic 
abnormalities  typical  of  certain  cases  of  hyperten- 
sion, the  distinctive  features  of  these  tracings  being 
as  follows:  “The  T wave  in  the  first  lead  is  always 
a negative  deflection  and  is  of  the  so-called  coronary 
type,  being  shouldered  and  having  a sharp  apex 
angle.  In  the  third  lead  the  T wave  invariably  pre- 
sents the  reverse  appiearance  to  that  of  Ti;  it  is 
always  a positive  deflection  and  in  the  majority  of 
our  records  the  amplitude  of  T3  is  abnormally  in- 
creased. The  T wave  in  lead  II  may  be  a positive, 
diphasic  or  negative  deflection.  When  negative,  T2 
may  resemble  Ti  in  contour.  In  addition  these 
records  show  a characteristic  type  of  alteration  of 
. . . the  R-T  or  S-T  segment.  In  lead  I the  R-T 
segment  ...  is  constantly  displaced  below  the  level 
of  the  isoelectric  line.  ...  In  the  third  lead  the 
R-T  or  S-T  interval  is  . . . elevated  above  the  iso- 
electric potential.  . . . Abnormal  left  axis  devia- 
tion of  marked  degree  is  present  in  all  records  of 
this  type.” 

It  is  our  impression  that  the  abnormalities  de- 
scribed are  due  to  myocardial  changes  rather  than 
to  the  hypertension  per  se.  These  myocardial 
changes,  ischemia  and  fibrosis,  are  most  likely  the 

• Read  at  a meeting  of  North  Pacific  Society  of  Inter- 
nal Medicine,  Victoria,  B.  C.,  Sept.  4,  1936. 


result  of  a coronary  sclerosis  rather  than  an  expres- 
sion of  the  strain  produced  by  an  elevated  blood 
pressure.  It  is  a matter  of  general  knowledge  that 
hypertension  may  exist  for  years  with  no  other 
electrocardiographic  abnormality  than  left  axis  de- 
viation. In  the  article  quoted  the  changes  described 
are  compared  with  the  somewhat  similar  changes 
occurring  in  coronary  thrombosis  but  no  mention 
is  made  of  the  fact  that  such  changes  may  develop 
as  a result  of  a coronary  sclerosis  without  any 
coronary  thrombosis  or  myocardial  infarction.  It 
seems  evident  that  not  enough  attention  has  been 
given  to  the  electrocardiographic  abnormalities  that 
may  develop  as  a result  of  coronary  sclerosis  alone, 
though  recent  studies  furnish  many  examples  of  the 
changes  that  result  from  gradual  coronary  nar- 


rowing. 

Inadequacy  of  the  coronary  circulation  must 
obviously  have  an  effect  on  the  heart  muscle.  A 
lessened  coronary  blood  flow  causes  damage  (ische- 
mia) to  apparently  healthy  heart  muscles  which  is 
followed  by  myocardial  fibrosis  or  scarring  and  an 
accompanying  hypertrophy.  With  the  development 
of  the  latter  the  coronary  circulation  obviously  be- 
comes more  inadequate  and  a vicious  circle  is  estab- 
lished. Since  coronary  narrowing  is  a progressive 
process,  relative  coronary  insufficiency  develops  very 
rapidly  once  hypertrophy,  first  appears.  This  ex- 
plains the  rather  rapid  development  of  symptoms 
and  signs  of  heart  failure  in  these  patients  suffering 
from  a chronic  process  present  for  some  years. 

The  whole  subject  is  complicated  somewhat  by 
the  fact  that  there  can  be  no  sharp  distinction 
made  between  coronary  j,s.elerosiS  and  coronau’y 
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thrombosis.  The  latter  may  occur  without  the  devel- 
opment of  a myocardial  infarct  because  of  entirely 
adequate  collateral  circulation.  Extensive  sclerosis 
without  thrombosis  may  produce  almost  as  much 
myocardial  damage  as  would  occur  as  a result  of  a 
coronary  thrombosis  with  myocardial  infarction. 

Rykert  arid  Hepburn^  conclude  that  the  electro- 
cardiographic abnormalities  described  were  charac- 
teristic of  certain  cases  of  left  ventricular  hyper- 
trophy and,  since  arterial  hypertension  was  by  far 
the  most  frequent  determining  cause  of  that  hyper- 
trophy, these  changes  were  practically  diagnostic 
of  hypertension.  They  report  a series  of  143  cases 
selected  because  of  this  particular  type  of  electro- 
cardiogram and  of  these  124  had  hypertension.  It 
is  of  some  interest  that  of  the  whole  series,  twenty 
cases  came  to  autopsy  and  of  this  twenty  only  two 
cases  showed  normal  coronary  arteries.  These  auth- 
ors in  support  of  their  contention  that  these  electro- 
cardiographic abnormalities  are  due  to  h}p)erten- 
sion  refer  to  articles  by  Luten  and  Grove-  and  by 
Master.®  The  former,  in  1929,  reported  the  “inci- 
dence and  significance  of  electrocardiograms  show- 
ing features  of  left  axis  deviation  and  QRS  of 
normal  duration  with  inverted  Ti  and  upright 
T3”  and  conclude  that  these  changes  are  “confined 
almost  exclusively  to  patients  who  exhibit  either 
coronary  diseases  or  some  other  disease  that  makes 
the  presence  of  coronary  involvement  more  or  less 
probable.”  They  found  hypertension  common  but 
they  found  evidence  of  some  sort  of  coronary  lesion 
even  more  common. 

Master,  in  1930,  in  a purely  clinical  study  on  a 
group  of  hypertensive  patients,  illustrates  his  report 
with  serial  electrocardiograms  from  a long  standing 
case  of  hypertension,  in  which,  from  a normal  elec- 
trocardiogram progressive  changes  occur,  showing, 
first,  left  axis  deviation,  and,  last,  the  type  of  trac- 
ing under  discussion,  left  axis  deviation  with  inver- 
sion of  Ti  with  an  upright  T3.  He  points  out  that 
patients  with  hypertension  often  have  coronary 
artery  involvement,  and  that  coronary  arterioscle- 
rosis must  be  considered  as  a cause  for  these  elec- 
trocardiographic abnormalities.  Fahr,^  in  a discus- 
sion of  the  heart  in  hypertension,  says  that  coronary 
arteriosclerosis  in  some  degree  is  found  in  90  per  cent 
of  all  hearts  of  patients  dying  with  hypertension. 

1.  Rykert,  H.  E!.  and  Hepburn,  J. : Electrocardiographic 
Abnormalities  Characteristic  of  Certain  Cases  of  Arterial 
Hypertension.  Am.  Heart  J.  10:942-945,  Oct.,  1935. 

2.  Luten,  D.  and  Grove,  E. : Incidence  and  Significance 
of  Electrocardiograms  Showing  Features  of  Left  Axis  De- 
viation and  QRS  of  Normal  Duration  with  Inverted  T. 
and  Upright  Tg.  Am.  Heart  J.  4:431-441,  April,  1929. 

3.  Master,  A.  M. : Characteristic  Electrocardiograms  and 
Roentgenograms  in  Arterial  Hypertension,  their  Prog- 
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Saphir  et  al,®  in  one  of  the  best  studies  correlat- 
ing the  pathology  of  coronary  disease  with  the 
electrocardiographic  findings,  point  out  that  grad- 
ual narrowing  of  the  lumen  of  the  coronary  arteries 
may  cause  changes  in  electrocardiograms  which  are 
similar  to  those  produced  by  thrombosis  or  myo- 
cardial infarction.  These  changes  are  in  their  opin- 
ion not  due  to  the  fibrous  replacement  of  heart 
muscle  but  are  expressions  of  the  damage  to  the 
apparently  normal  muscle  resulting  from  the  dimin- 
ished blood  supply.  In  fig.  xviii  in  their  article  which 
illustrates  case  17,  the  only  case  in  their  series  in 
which  there  was  no  actual  coronary  thrombosis  but 
only  a coronary  sclerosis,  the  electrocardiogram 
shows  the  slight  but  definite  changes  that  must  be 
recognized  as  indicating  coronary  artery  involve- 
ment. This  tracing  shows  a depressed  R-T  segment 
in  lead  I with  an  inverted  Ti  and  upright’  To 
and  T3. 

Averbuck,®  in  a review  of  heart  failure  in  hyper- 
tension, points  out  that  this  probably  only  occurs 
as  a result  of  coronary  artery  disease,  either  throm- 
bosis or  sclerosis,  and  in  a personal  communication 
he  adds  that  hypertension  without  coronary  artery 
disease  may  produce  high  voltage,  left  axis  devia- 
tion and  inverted  Ti,  but  that  if  in  addition, 
arrhythmias,  R-T  changes,  QRS  widenings  or  notch- 
ings,  or  T wave  inversions  in  other  leads  occur, 
then  one  might  assume  that  there  was  actual  myo- 
cardial damage. 

Bruen  et  al,'  in  a recent  review  of  476  cases 
with  cardiac  pain,  found  arteriosclerosis  of  coronary 
artery  in  338.  Of  these  there  were  electrocardio- 
grams in  138,  and  120  or  87  per  cent  of  these  were 
abnormal,  in  that  they  showed  significant  T wave 
negativity,  arrhythmias  or  conduction  defects.  They 
found  the  incidence  of  pain  twice  as  great  in  those 
patients  with  abnormal  electrocardiograms. 

Serial  changes  in  the  electrocardiograms  are 
strong  presumptive  evidence  of  coronary  thrombosis 
but,  as  Gilchrist  and  Ritchie®  point  out,  similar 
changes  developing  over  a long  period  of  time  may 
be  due  to  progressive  myocardial  fibrosis  resulting 
from  coronary  sclerosis. 

Levine®  in  his  recent  book  illustrates  in  fig.  94 
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two  electrocardiograms  that  show  changes  of  this 
order,  left  axis  deviation  with  inverted  Ti  and 
upright  T3,  the  clinical  significance  of  which  he 
asserts  is  often  puzzling.  One  of  these  patients  had 
hypertension  and  angina,  the  other  only  hyperten- 
sion. In  a personal  communication  he  suggests  that 
these  changes  may  result  from  increased  thickness 
of  the  musculature  that  accompanies  hypertension. 

Proger  and  Minnich,^®  in  a study  of  left  axis 
deviation  with  and  without  heart  disease,  found 
that  left  axis  deviation  with  inverted  or  flat  T3  as 
the  only  other  abnormality  indicated  only  a change 
in  the  electrical  axis  of  the  heart,  whereas  left  axis 
deviation  with  low  or  inverted  Ti,  prominent  S2 
and  upright  T3  alone  or  in  any  combination  indi- 
cated heart  disease. 

Bohning  and  Katz”  point  out  the  importance 
of  relative  coronary  insufficiency,  emphasizing  the 
fact  that  as  hypertrophy  develops  this  relative  coro- 
nary insufficiency  increases.  The  coronary  circula- 
tion adequate  for  a heart  of  normal  size  would  be 
inadequate  for  an  enlarged  heart. 

That  increased  attention  to  the  diagnosis  of 
coronary  sclerosis  is  necessary  is  apparent  from  the 
findings  of  Levy  and  his  associates^-  in  a survey 
of  coronary  artery  disease.  They  found  that  the 
clinical  diagnosis  of  coronary  sclerosis  was  made  in 
only  16  per  cent  of  even  those  cases  in  which  calci- 
fication and  stenosis  were  present.  Coronary  throm- 
bosis was  correctly  diagnosed  in  43  per  cent  of 
instances.  Since  the  diagnosis  of  coronary  sclerosis 
may  be  most  important  particularly  from  a prog- 
nostic standpoint,  more  attention  should  be  devoted 
to  the  means  at  our  disposal  to  detect  coronary 
arterial  involvement. 

It  has  been  our  impression  for  some  time  that 
certain  comparatively  minor  changes  in  the  electro- 
cardiograms were  of  significance  in  relation  to  coro- 
nary sclerosis.  Instances  occurred  in  which,  where 
such  changes  had  been  ignored,  patients  later  gave 
indubitable  evidence  of  coronary  sclerosis  as,  for 
example,  by  the  development  of  a definite  coronary 
thrombosis  or  by  an  autopsy  finding  which  showed 
extensive  coronary  artery  narrowing.  The  rather 
dramatic  changes  in  the  electrocardiograms  pro- 
duced by  coronary  thrombosis  are  now  well  recog- 
nized but  the  minor  changes  which  may  be  of  con- 
siderable significance,  particularly  from  a prognostic 

10.  Proger,  S.  H.  and  Minnich,  W.  R. : Left  Axis  De- 
viation with  and  without  Heart  Disease.  Am.  J.  M.  Sc. 
189:674-681,  May,  1935. 

11.  Bohning,  A.  and  Katz,  L.  N. : Pour-lead  Electro- 
cardiogram in  Coronary  Sclerosis ; Study  of  Series  of 
Consecutive  Patients.  Am.  J.  M.  Sc.  189:833-858,  June, 
1935. 

12.  Levy,  R.  L.,  Bruenn,  H.  G.  and  Kurtz,  D. : Facts  on 
Disease  of  Coronary  Arteries,  Based  on  Survey  of  Clini- 
cal and  Pathologic  Records  of  762  Cases.  Am.  J.  M.  Sc. 
187:376-390,  March,  1934. 


Fig.  1.  Female:  61:  First  seen  Dec.,  1925.  Known  blood 
pressure  7 years.  Paroxysmal  auricular  fibrillation.  Dysp- 
nea and  vertigo.  Blood  pressure  systolic  210  to  over  300  ; 
diastolic  110  to  160.  1928,  minor  cerebral  vascular  acci- 
dent. 1929,  mild  substernal  effort  distress.  1932,  cerebral 
thrombosis,  hemiplegia,  recovery.  1933,  severe  angina. 
Blood  pressure  300/160.  Died  March,  1936,  age  72.  Autop- 
sy: heart  enlarged.  Weight  390  grms.  Coronary  sclerosis 
+ 4.  Myocardial  fibrosis,  terminal  coronary  thrombosis. 

standpoint,  and  which  we  believe  occur  as  a result 
of  the  myocardial  involvement  secondary  to  coro- 
nary insufficiency,  are  often  overlooked. 

That  these  changes  may  be  progressive  in  their 
development  is  shown  by  the  case  of  E.  M.  B. 
(fig.  1),  who  was  followed  for  over  ten  years. 
-Autopsy  revealed  a most  extensive  coronary  sclero- 
sis. The  first  tracing,  taken  after  at  least  seven 
years  of  hypertension,  shows  only  a left  axis  devia- 
tion; the  next,  six  years  later,  shows  some  begin- 
ning change;  and  the  last,  ten  years  after  the  first, 
shows  definite  evidence  of  myocardial  involvement 
with  a low  R-Ti  and  inverted  Ti  and  a raised 
R-Ts  and  upright  T3.  These  changes  closely  re- 
semble those  described  in  the  introduction  to  this 
article.  While  it  is  true  that  this  patient  had  hyper- 
tension, it  seems  equally  true  to  us  that  the  electro- 
cardiographic changes  were  due  to  the  myocardial 
damage  resulting  from  the  very  widespread  coro- 
nary narrowing.  There  was  no  myocardial  infarc- 
tion in  this  case. 

In  order  to  study  this  matter  we  have  investi- 
gated the  electrocardiographic  findings  in  a series 
of  autopsied  cases  showing  a very  definite  coronary 
sclerosis.  The  total  autopsies  at  the  Vancouver 
General  Hospital  for  the  five  years  1931  to  1935 
inclusive  were  reviewed  and  all  cases  showing  coro- 


Total 

Cases 

A utopsies 

of  Cor. 

Scler. 

Year 

No. 

No. 

Per  Cent 

1931 

345 

95 

27.5 

1932 

418 

125 

29.9 

1933 

473 

146 

30.8 

1934 

515 

175 

33.9 

1935 

534 

200 

37  2 

Totals 

2285 

741 

32.4 

Table  1 

nary  sclerosis  were  collected  (table  1).  It  is  of 
interest  that  the  incidence  of  coronary  sclerosis  has 
shown  an  increase  from  27  per  cent  in  1931  to  37 
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per  cent  in  1935.  The  finding  of  coronary  sclerosis 
in  32  per  cent  of  2285  autopsies  is  not  far  from  the 
incidence  reported  by  Levy^-  of  25  per  cent  of 
2877  autopsies.  Among  these  cases  are  some  in 
which  the  coronary  sclerosis  is  of  minor  degree, 
although  cases  showing  only  a few  plaques  in  the 
coronary  artery  are  not  included  in  table  1. 

Of  those  showing  coronary  sclerosis  sufficient  to 
produce  myocardial  changes,  one  hundred  cases, 
on  whom  complete  clinical  and  electrocardiographic 
data  were  available,  were  selected  as  the  basis  for 
this  study.  We  were  concerned  with  the  electro- 
cardiographic changes  due  to  coronary  sclerosis  and 
did  not,  therefore,  include  tracings  taken  after  at- 
tacks of  coronary  thrombosis.  While  some  of  the 
patients  in  this  series  showed  coronary  thrombosis 
at  autopsy,  this  accident  occurred  after  the  electro- 
cardiogram was  obtained  so  that  it  does  not  affect 
the  findings  in  this  group.  It  is,  of  course,  true  that 
some  few  of  these  may  represent  long  standing  cases 
of  coronary  thrombosis  with  old  myocardial  infarc- 
tion in  addition  to  a diffuse  coronary  sclerosis  but 
in  the  main  the  group  fairly  well  represents  the 
patients  suffering  from  gradual  developing  coronary 
insufficiency. 

Age;  Aver.  63.79  yrs.  Oldest  84  yrs.  Youngest  4S  yrs. 


Sex:  Males,  82.  Females,  18. 
Hypertension  (over  160/100),  41  per  cent 


Present 

Absent 

Dyspnea 

76 

24 

Card,  asthma  j 

Paroxys.  noct.  dys.  j 
.Angina 

■ 12 

23 

77 

Coronary  thrombosis 

21 

79 

Coronary  sclerosis 

per  cent 

4 grades 

+ l 

17 

+ 2 

44 

+3 

21 

-f4 

18 

Heart  Size  Normal: 

6 

+1 

(up  to  3S0  gm.) 

13 

-1-2 

(3S1-S00  gm.) 

26 

+3 

(501-7S0  gm.) 

30 

-1-4 

(over  750  gm.) 

18 

No  record; 

7 

Cause  of  Death  percent 

per  cent 

Cardiac 

58  Noncardiac 

42 

Cor.  thr. 

21  Malig.  disease 

Cong,  failure 

37  Infections 

Table  2.  Analysis  of  100  Autopsied  Cases  of  Coronary 
Sclerosis. 


In  table  2 is  set  out  the  clinical  findings  in  this 
selected  group.  The  average  age  of  this  group  was 
63.79  years,  the  oldest  patient  being  84  and  the 
youngest  45.  This  is  a slightly  greater  average  age 
than  found  in  a recently  reported  series  of  cases  of 
coronary  thrombosis.^®  The  distribution  as  to  sex 
showed  about  the  usual  ratio  found  in  studies  of 
chronic  cardiovascular  disease,  there  being  four 
males  to  one  female.  Hypertension  was  present  in 

13.  strong,  G.  F. ; Prognosis  of  Coronary  Thrombosis. 
Canad.  M.  A.  J.  35:274-277,  Sept.,  1936. 


only  forty-one  cases,  though  information  secured 
from  a careful  analysis  of  the  history  and  from  the 
study  of  the  eye-grounds  in  many  of  these  patients 
would  indicate  the  presence  of  a previous  hyperten- 
sion in  a much  larger  percentage.  The  most  common 
presenting  complaint  was  dyspnea  which  was  noted 
in  76  per  cent  of  these  patients.  Cardiac  asthma  or  ^ 
paroxysmal  nocturnal  dyspnea  occurred  in  twelve  j 
of  these.  Angina,  on  the  other  hand,  was  less  com-  ! 
mon  than  we  had  expected  and  was  recorded  in 
only  23  per  cent.  Coronary  thrombosis  also  occurred 
in  only  21  per  cent  of  the  entire  group.  It  would 
appear  that  only  one  in  five  of  those  actually  suf- 
fering from  coronary  sclerosis  develop  angina  or 
coronary  thrombosis.  It  is  of  some  importance  to 
bear  this  in  mind  as  to  many  coronary  sclerosis  is 
equivalent  to  angina  and  coronary  thrombosis. 

The  cause  of  death  in  these  patients  was  usually 
cardiac  (58  per  cent),  the  remainder,  noncardiacs, 
representing  patients  with  significant  coronary 
sclerosis  who  died  from  other  causes,  as  malignant  j 
disease  or  intercurrent  infections.  Of  the  cardiac 
group  twenty-one  died  of  coronary  thrombosis  and  j 
thirty-seven  of  progressive  cardiac  failure.  The  fact 
that  all  these  patients  were  subjected  to  electro-  | 
cardiographic  study  indicates  that  they  all  showed 
some  clinical  evidence,  symptoms  or  signs,  of  heart 
disease. 

The  coronary  sclerosis  is  graded  plus  1 to  plus 
4,  depending  on  the  extent  and  degree  of  coronary 
narrowing.  Of  this  series  1 7 per  cent  were  graded  as 
plus  1,  44  per  cent  as  plus  2,  21  per  cent  as  plus  3, 
and  18  per  cent  as  plus  4.  Heart  size  was  studied 
because  of  the  variable  views  expressed  as  to  the 
relation  between  coronary  sclerosis  and  cardiac  en- 
largement. There  were  7 per  cent  of  cases  in  which 
the  exact  size  or  weight  of  the  heart  was  not  re- 
corded. Of  the  balance  of  our  group  6 per  cent 
were  said  to  have  a normal  heart.  Those  showing 
cardiac  enlargement  were  divided  into  four  groups; 
plus  1,  hearts  up  to  350  gms.;  plus  2,  hearts  weigh- 
ing 351  to  500  gms.;  plus  3,  hearts  501  to  750 
gms.;  and  plus  4,  hearts  over  750  gms.  Of  our  ^ 
series  13  per  cent  were  plus  1,  26  per  cent  plus  2, 

30  per  cent  plus  3,  18  per  cent  plus  4.  There  were 
four  instances  in  which  the  heart  weighed  over  1000 
gms.,  the  largest  heart  weighing  1120  gms.  It  would 
appear,  then,  that  significant  coronary  sclerosis  is 
associated  with  cardiac  hypertrophy.  Since  relative  i 
coronary  insufficiency  is  a factor  in  bringing  on  a 
cardiac  breakdown  and  since  this  relative  insuffi- 
ciency increases  as  hypertrophy  develops,  it  is  ob- 
vious that  once  this  vicious  circle  is  established  a 
serious  outcome  cannot  be  long  deferred. 
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Syphilis  was  evident  in  only  9 per  cent  of  these 
patients,  and  while  this  is  slightly  higher  than  the 
finding  of  lues  in  our  hospital  population  as  a 
whole,  the  increase  is  not  a significant  one. 


per  cent 

1.  Deviation  of  R-T  or  S-T  segment  61 

2.  T.  wave  abnormalities  53 

per  cent 

T.  1 inverted  25 

T.  2 and  3 inverted  8 

Inverted  in  all  7 

Flat  in  all  5 

3.  .'Abnormalities  of  Q-R-S  20 

Deep  Q-3  4 

4.  Low  Potential  9 

5.  .Arrhythmias  27 

Extrasystoles,  auricular  9 

Extrasystoles,  ventricular  8 

-Auricular  fibrillation  7 

Auricular  flutter  1 

Paroxysmal  tachycardia  2 

6.  Conduction  defects  6 

Branch  block  4 

Complete  heart  block  2 


Table  3.  Significant  Electrocardiographic  Abnormalities 
in  100  Cases  of  Coronary  Sclerosis. 

Electrocardiographic  findings  (table  3):  When 
these  cases  were  tabulated  it  was  found  that  in  the 
original  interpretation  of  the  electrocardiogram  by 
one  of  us  (G.  F.  S.)  in  seven  instances  the  tracing 
had  been  passed  as  within  normal  limits.  On  re- 
examination for  the  purposes  of  this  study  it  is  our 
opinion  that  100  per  cent  of  these  tracings  show  a 
significant  deviation  from  the  normal.  Lead  IV  find- 
ings have  not  been  included  in  this  survey,  since  in 
the  earlier  cases  (1931-1932)  that  lead  was  not  ob- 
tained and  since  it  is  our  belief  that  in  the  great 
majority  of  cases  of  this  type  adequate  information 
can  be  obtained  from  the  standard  three  leads. 

Because  of  the  definite  effect  of  digitalis  on  the 
ventricular  portion  of  the  electrocardiogram  and  in 
order  to  avoid  confusion,  those  cases  that  had  re- 


ceived digitalis  in  sufficient  doses  to  have  affected 
the  electrocardiogram  were  excluded  from  this 
series. 

The  commonest  electrocardiographic  abnormality 
was  a deviation  of  the  R-T  or  S-T  segment.  This 
occurred  in  61  per  cent.  It  is  our  impression,  con- 
firmed by  this  study,  that  deviation  of  this  segment 
of  the  electrocardiogram  away  from  the  isoelectric 
line  is  an  important  indication  of  the  type  of  myo- 
cardial involvement  produced  by  coronary  artery 
disturbance.  It  is  now  well  established  that  coronary 
thrombosis  often  produces  a disturbance  of  this 
type^^  but  it  seems  equally  true  that  a similar  de- 
viation can  result  from  gradual  coronary  narrowing. 

The  next  most  common  abnormality  was  signifi- 
cant T wave  change  that  was  found  in  53  per  cent 
of  cases.  It  is,  of  course,  well  known  that  many 
other  factors  can  produce  similar  changes  in  the  T 
waves.  We  are  satisfied  that  these  factors  do  not 
play  a part  in  the  changes  recorded  here.  The  shift 
of  the  R-T  segment  and  the  T wave  abnormality 
often  are  associated  and  together  represent  the  most 
important  indication  of  coronary  artery  disease. 
Similar  changes  occur  during  an  attack  of  angina 
as  is  illustrated  in  fig.  2,  taken  before  and  during 
an  attack  of  angina  induced  by  exercise.  In  view 
of  the  generally  accepted  coronary  basis  of  angina, 
these  electrocardiographic  changes  occurring  during 
an  attack  would  offer  proof,  if  it  were  needed,  that 
the  changes  under  discussion,  deviation  of  the  R-T 
segment  and  significant  T wave  negativity,  were  a 
result  of  disturbances  in  coronary  blood  flow. 

Other  important  electrocardiographic  changes 

14.  Barnes,  A.  R.  and  Whitten,  M.  B. : Study  of  T- 
Wave  Negativity  in  Predominant  Ventricular  Strain.  Am. 
Heart  J.  5:14-67,  Oct.,  1929. 


Fig.  2.  Male:  59:  Angina  pectoris  recently.  E.  C. : (1) 
Within  normal  limits  e.xcept  for  slight  slurring  R-T  seg- 
ment. (2)  Taken  five  minutes  later  during  an  attack  of 
angina  induced  by  exercise.  Note  definite  changes  in  R-T 
segment  and  T waves. 

Fig.  3.  Male:  75:  Dyspnea,  Hypertension,  Cough  14 
years.  E.  C. : R-Tl  low,  T1  and  2 inverted,  R-T3  high. 


T3  upright.  Died  2 months  later.  Autopsy:  heart  enlarged 
-\-2.  Coronary  sclerosis  -|_2.  Diffuse  myocardial  fibrosis. 
-Aortic  sclerosis. 

Fig.  4.  Female:  47:  Weakness.  Substernal  effort  dis- 
tress. E.  C. : R-T  segment  low  in  II  and  IH.  Died  4 months 
later.  Carcinoma  cervix.  -Autopsy:  heart  normal  size. 

Coronary  sclerosis  _|_1. 
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Pig.  5.  Male:  71:  Weakness.  No  cardiac  symptoms.  E. 
C. : Auricular  extra  systoles.  Sharply  inverted  T2  and  3. 
R-T2  and  3 low.  Died  8 months  later.  Carcinoma  stomach. 
Autopsy:  heart  enlarged  +3.  Coronary  screlosis  +4.  Ter- 
minal coronary  thrombosis. 

Pig.  6.  Male:  60:  Dyspnea,  edema,  angina  6 years.  E. 
C. : Sharply  inverted  T all  leads.  Died  3 months  later. 
Autopsy:  heart  740  grms.  Coronary  sclerosis  -|-2.  Chronic 
aortic  sclerosis.  Multiple  pulmonary  infarcts. 

Pig.  7.  Male:  58:  Severe  angina,  palpitation.  E.  C. : 
Complete  heart  block.  R-Tl  low,  T1  inverted,  R-T3  high, 
T3  upright,  occasional  extra  systole.  Died  10  days  later. 
Autopsy:  heart  enlarged  -f3.  Coronary  sclerosis  -)_4.  Ter- 
minal thrombosis  of  the  circumflex  branch  of  left  coro- 
naiy  aitery. 

Pig.  8.  Male:  75:  Dyspnea,  palpitation,  cardiac  asthma, 
enlarged  liver.  E.  C. : R-T  low  in  all  leads.  Low  poten- 
tial. No  digitalis.  Died  6 months  later.  Autopsy:  heart  en- 


larged -f3.  Chronic  myocardial  degeneration.  Coronary 
sclerosis  -)-2.  Chronic  passive  congestion  liver  and  spleen. 

Pig.  9.  Male:  79:  Dyspnea,  some  substernal  distress, 
moderate  hypertension  5-6  years.  E.  C. : T1  flat,  T2  and  3 
upright,  ? R-2  interval.  Died  7 months  later.  Autopsy : 
heart  enlarged  -fl.  Coronary  sclerosis  -|-3.  Chronic  gas- 
tric ulcer.  Chronic  nephritis. 

Pig.  10.  Male:  76:  Dyspnea,  weakness,  palpitation  for  2 
years.  E.  C. : Left  axis  deviation.  R-Tl  low,  T1  inverted. 
R-T3  high,  T3  upright.  Ventricular  extra  systoles.  Died  2 
days  later.  Autopsy:  heart  680  grms.  Coronary  sclerosis 
■j-2.  Aortic  sclerosis.  Chronic  myocardial  degeneration. 

Pig.  11.  Male:  61:  Severe  dyspnea,  edema,  angina  for 
one  year.  E.  C. : T1  inverted,  T2  small,  T3  upright,  Q3-f, 
R-T  segment  slurred.  Died  10  days  later.  Autopsy:  heart 
enlarged  -)-3.  Coronary  sclerosis  -f4.  Chronic  myocarditis 
with  dilatation.  Terminal  coronary  thrombosis. 

Pig.  12.  Male:  58:  Dyspnea,  angina,  edema,  weakness. 
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noted  less  frequently  were  abnormality  of  the  QRS, 
low  potential  and  conduction  defects.  Arrhythmias 
occurred  in  27  per  cent  of  this  group.  Extra  systoles 
were  most  common,  the  auricular  and  ventricular 
type  occurring  in  about  equal  frequency.  Auricular 
fibrillation  was  noted  in  7 per  cent  of  all  cases. 

Examples  selected  from  the  tracings  obtained 
from  these  hundred  cases  are  shown  to  illustrate 
these  various  electrocardiographic  abnormalities, 
figs.  3-15,  and  with  each  tracing  a brief  note  re  the 
sex,  age,  principal  complaints  and  duration  of  car- 
diac symptoms  of  each  patient.  In  addition,  there 
is  noted  the  significant  changes  in  the  electrocardio- 
gram and  the  interval  of  time  between  the  taking 
of  the  tracing  and  death  of  the  patient.  This  is  fol- 
lowed by  a brief  note  as  to  the  pertinent  autopsy 
findings,  with  particular  reference  to  the  heart. 

It  is  not  suggested  that  undue  importance  be 
ascribed  to  the  value  of  the  electrocardiogram  which 
is  after  all  only  an  instrument  of  precision  to  be 
used  as  an  aid  to  diagnosis  of  cardiovascular  dis- 
ease. Other  factors  do  modify  the  electrocardiogram 
and  must  be  considered  and  excluded  before  the 
changes  under  discussion  can  be  ascribed  to  coro- 
nary artery  disease. 

CONCLUSIONS 

There  is  an  apparent  need  for  improvement  in 
our  ability  to  diagnose  coronary  sclerosis.  Certain 
comparatively  minor  changes  in  the  electrocardio- 
gram, notably  deviations  of  the  R-T  or  S-T  segment 
and  significant  T wave  negativity,  may  be  invalu- 
able in  this  connection  in  that  they  may  furnish  the 
only  objective  evidence  of  coronary  involvement. 
Some  of  the  changes  in  the  electrocardiograms 
hitherto  ascribed  to  hypertension  are  more  likely 
the  result  of  the  myocardial  changes  which  develop 
as  a result  of  coronary  sclerosis. 


hypertension  for  2 years.  E.  C. ; Left  axis  deviation.  T1 
inverted,  T2  and  3 upright.  Ventricular  extra  systoles. 
Died  3 weeks  later.  Autopsy:  heart  enlarged  4-3.  Coro- 
nary sclerosis  4-4. 

Fig.  13.  Male:  62:  Dyspnea,  cardiac  asthma,  hyperten- 
sion, edema.  B.  C. : Left  axis  deviation.  Significant  T 
waves.  T1  flat,  T2  and  3 small  upright,  R-Tl  low,  R-S2 
small  notched.  Died  3 days  later  of  bronchopneumonia. 
Autopsy:  heart  750  grms.  Coronary  sclerosis  _|_3.  Myocar- 
dial degeneration.  Chronic  nephritis.  General  arteriosclero- 
sis. Bronchopneumonia. 

Fig.  14.  Female:  60:  Dyspnea,  angina,  hypertension  for 
4 years.  E.  C. : Left  axis  deviation.  T1  inverted,  T2  flat, 
T3  upright.  Branch  block.  Died  3 weeks  later.  Autopsy: 
heart  normal  size.  Coronary  sclerosis  4-4.  Chronic  myo- 
cardial degeneration. 

Fig.  15.  Female:  63:  Severe  dyspnea,  edema  for  2 

months.  Kahn  -f4.  No  hypertension.  E.  C. : T1  inverted, 
T2  and  3 upright.  Branch  block.  Died  2%  weeks  later. 
Autopsy:  heart  800  grms.  Coronary  sclerosis  4-2.  Luetic 
aortitis.  Bronchopneumonia. 

Fig.  16.  Male:  58:  Atypical  substernal  or  epigastric  dis- 
tress ? angina  or  hyperacidity  for  1 year.  E.  C. : Prac- 
tically within  normal  limits.  Note  slight  slurring  R-T 
segment.  Accidental  death  8 months  later.  Autopsy:  heart 
enlarged  +2.  Coronary  sclerosis  4-3. 


TREATMENT  OF  AURICULAR  FIBRILLA- 
TION AND  AURICULAR  FLUTTER* 

I.  C.  Brill,  M.D. 

PORTLAND,  ORE. 

Since  the  demonstration  in  1918  by  Frey^  of  the 
efficacy  of  quinidine  in  terminating  fibrillation, 
there  have  been  witnessed  alternating  waves  of  en- 
thusiasm and  disappointment  concerning  the  useful- 
ness of  this  drug.  As  recently  as  early  1935  Kohn  and 
Levine^  wrote:  “It  is  indeed  questionable  whether 
any  form  of  therapy  to  restore  the  normal  rhythm 
is  indicated  in  this  condition  (auricular  fibrilla- 
tion).” The  purpose  of  this  paper  is  to  attempt  to 
clarify  conflicting  opinions  and  to  determine  if  pos- 
sible the  indications  and  contraindications  for  the 
use  of  quinidine  and  digitalis,  the  chief  therapeutic 
agents  in  the  management  of  auricular  fibrillation 
and  auricular  flutter. 

AURICULAR  FIBRILLATION 

The  importance  of  the  subject  is  readily  appre- 
ciated by  a realization  of  the  prevalence  of  this 
arrhythmia.  It  occurs  in:  (1)  about  70  per  cent 
of  all  cases  of  heart  failure  with  congestion;®  (2) 
nine  to  fifteen  per  cent  of  all  cases  of  thyrotoxi- 
cosis;"*’® (3)  an  appreciable  number  of  other  toxic 
states,  such  as  infections,  drug  intoxications,  shock, 
physical  exertion,  etc.;®-^’®’®  (4)  a certain  number 
of  apparently  healthy  individuals 

VARIETIES  OF  FIBRILLATION 

Auricular  fibrillation  is  classified  as  ( 1 ) paroxys- 
mal (or  transient),  and  (2)  permanent  (or  persist- 
ent or  established).  The  distinction  is  purely  a 
clinical  one  and  is  determined  by  the  duration  of 
the  attack.  In  more  than  90  per  cent  of  the  cases 
of  paroxysmal  fibrillation  the  attack  ceases  spon- 
taneously in  from  a few  minutes  to  one  week.'^  If, 
therefore,  an  attack  lasts  longer  than  seven  days, 
it  is  more  or  less  arbitrarily  regarded  as  belonging 


* From  the  Department  of  Medicine,  University  of  Ore- 
gon Medical  School. 

♦ Read  before  the  Sixty-second  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  The  Dalles,  Ore.,  Oct.  8-10, 
1936. 
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to  the  permanent  variety;^  for  it  is  assumed  that 
such  an  attack  will  not  cease  spontaneously. 

REMEDIES  EMPLOYED  IN  FIBRILLATION 

The  chief  remedies  employed  in  auricular  fibril- 
lation are  digitalis  and  quinidine.  Although  in  many 
respects  the  two  drugs  produce  on  the  cardiac  func- 
tion opposite  pharmacologic  effects,  in  clinical  fibril- 
lation their  actions  are  complementary.  Adequate 
digitalization  prior  to  the  administration  of  quini- 
dine “probably  increases  the  chances  of  success  and 
diminishes  the  danger  of  accidents.  It  prevents  the 
ventricular  tachycardia  that  sometimes  occurs  in 
quinidine  therapy.  . . . Conversely,  quinidine  coun- 
teracts the  ‘toxic  irregularities’  of  digitalis.”^® 

The  pertinent  differences  in  the  pharmacologic 
action  of  the  two  drugs  are  indicated  in  the  follow- 
ing table: 

COMPARATIVE  ACTION  OF  DIGITALIS 


AND  QUINIDINE 

Function 

Digitalis 

Quinidine 

Tone 

Contraction 
Refracting  phase 

Increase 

Stronger 

Larger  (as  a result 
of  preceding  strong 
contraction) 

Decrease 

Weaker 

Larger  (as  a result 
of  slowing  of  re- 
storative metabol- 
ism) lo 

Conduction 

Rhythm 

Stronger  but  slower 
.4pt  to  cause  irreg- 
ularities including 
fibrillationiL  12 

Slow  and  weak 
Tends  to  stop  irreg- 
ularity and  restore 
normal  rhythm 

Fibriilation 

Slows  rate  but  does 
not  stop  fibrillation 

Increases  rate  but 
does  stop  fibrilla- 
tion 

CONDITIONS  AFFECTING  THE  CHOICE  OF  THERAPY 

The  principal  conditions  which  affect  the  choice 
of  therapy  in  the  management  of  auricular  fibrilla- 
tion are  (1)  etiology,  (2)  variety  of  fibrillation, 
(3)  apical  heart  rate,  and  (4)  congestive  failure. 

ETIOLOGY 

While  no  specific  etiologic  factor  is  recognized 
as  responsible  for  the  development  of  auricular 
fibrillation,  the  arrhythmia  is  known  to  occur  chief- 
ly under  the  following  circumstances:®- ' ’*’•^3, u. is, lo 

1.  Rheumatic  valvular  disease,  especially  mitral 
stenosis,  accounts  for  about  40  to  65  per  cent  of  all 
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808-834,  June,  1929. 

16.  Brown,  M.  G. : Relationship  of  Coronary  Arterio- 
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to  Term  “Arteriosclerotic  Heart  Disease.”  New  England 
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cases  of  fibrillation  (third  and  fourth  decades  of 
life). 

2.  Nonvalvular  heart  disease  in  elderly  people 
(sixth  and  seventh  decades  of  life)  accounts  for  30 
to  40  per  cent. 

3.  Hyperthyroid  states  account  for  10  to  15  per 
cent. 

4.  Other  toxic  states,  infections,  drugs,  etc.,  ac- 
count for  2 to  5 per  cent. 

5.  Four  to  nine  per  cent  of  all  cases  of  fibrilla- 
tion disclose  no  evidence  of  disease  apart  from  the 
arrhythmia. 

The  significant  factors  pertaining  to  etiology 
which  are  to  be  considered  in  connection  with  treat- 
ment are:  (1)  presence  of  organic  heart  disease, 
(2)  absence  of  evidence  of  heart  disease  apart  from 
the  fibrillation,  and  (3)  associated  hyperthyroidism. 

PRESENCE  OF  ORGANIC  HEART  DISEASE 

It  is  now  recognized  that  the  dangerous  un- 
toward effects  of  quinidine  are  most  apt  to  manifest 
themselves  in  the  presence  of  serious  cardiac  path- 
ology. It  is,  therefore,  the  general  opinion  that  with 
few  exceptions  quinidine  should  not  be  employed  in 
fibrillation  with  grave  organic  heart  disease.  This  is 
particularly  applicable  to  rheumatic  mitral  steno- 
sis.2,3,17,18  j|-  jg  i^y  means  of  quinidine 

normal  rhythm  may  be  restored  in  a large  number 
of  such  patients  (in  50  to  70  per  cent),  but  normal 
rhythm  so  restored  is  practically  never  permanent, 
and  the  benefits  derived  therefrom  are  not  sufficient 
to  outweigh  the  dangers  incident  to  the  use  of  the 
drug.  On  the  contrary,  some  patients  with  myo- 
cardial insufficiency  appear  to  derive  distinct  bene- 
fit from  fibrillation,  since  it  is  often  found  that  in 
such  instances  digitalis  is  more  effective  in  restoring 
compensation  than  when  normal  rhythm  prevails. 
It  has  been  noted  also  that  the  presence  of  fibrilla- 
tion reduces  very  greatly  the  possibility  of  the  de- 
velopment of  subacute  bacterial  endocarditis,  a 
complication  frequently  encountered  in  rheumatic 
valvular  disease  with  normal  rhythm.  Hence,  in 
such  cases  the  ideal  therapy  is  adequate  digitaliza- 
tion, sufficient  to  maintain  a reasonably  slow  rate 
(70  to  80  per  minute)  and  to  reduce  the  pulse 
deficit  to  a minimum. 

Rarely  an  exception  to  the  above  rule  is  en- 
countered. In  certain  hopeless  cases  of  severe  de- 
compensation which  fail  to  respond  to  digitalis  or 
any  other  form  of  therapy,  quinidine,  if  tried  as  a 
desperate  measure,  may  occasionally  prove  effective 
in  restoring  compensation.  Kohn  and  Levine  cite 

17.  Levine,  S.  A.  and  Wilmaers,  A.:  Is  Quinidine  of 
Value  in  Treatment  of  Auricular  Fibrillation?  Boston  M. 
& S.  J..  192:388-392,  Feb.  26,  1925. 

18.  White.  P.  D. : Heart  Disease,  p.  642.  Macmillan  Co., 
New  York,  1931 
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two  such  instances,  one  of  their  own  and  one  re- 
I ported  by  Van  Nuys.^^ 

ABSENCE  OF  EVIDENCE  OF  HEART  DISEASE  APART 
j FROM  FIBRILLATION 

; In  cases  of  fibrillation  without  other  evidence  of 
heart  disease,  quinidine  is  the  most  effective  thera- 
peutic agent,  for  in  this  type  of  case  quinidine  is 
almost  invariably  successful  in  restoring  normal 
rhythm  and  the  dangers  incident  to  its  use  are  min- 
imal. As  already  pointed  out,  the  chances  of  success 
I are  further  increased  by  preliminary  digitalization. 

: After  such  preparation,  a test  dose  of  0.2  gram  of 

quinidine  is  administered.  In  some  instances  this 
single  “test”  dose  is  sufficient  to  restore  a normal 
rhythm.-”  If,  however,  the  arrhythmia  continues  and 
I no  untoward  effects  from  the  test  dose  develop  in 

I six  to  twelve  hours,  the  administration  of  the  drug 

I is  resumed  in  doses  of  0.3  to  0.4  gram  at  four  to 
six  hour  intervals  until  normal  rhythm  is  restored 
j or  until  the  appearance  of  toxic  symptoms  necessi- 
I tates  the  discontinuance  of  the  drug.  After  the 
restoration  of  the  normal  rhythm,  a daily  main- 
tenance dose  of  0.2  to  0.4  gram  or  more  may  be 
required  to  prevent  recurrence  of  the  arrhythmia. 
Often  the  rhythm  will  remain  regular,  even  if  the 
j drug  is  stopped  abruptly  after  the  cessation  of  fibril- 
t lation. 

The  total  amount  of  quinidine  required  to  restore 
normal  rhythm  varies  greatly.  As  already  noted,  a 
! single  dose  of  0.2  gram  may  be  sufficient.  In  some 
instances,  however,  very  large  doses  up  to  three  or 
I four  grams  per  day  may  be  required.  Kohn  and 
Levine  found  no  constant  ratio  between  the  dura- 
tion of  the  arrhythmia,  the  clinical  condition  of  the 
patient,  and  the  amount  of  quinidine  necessary  to 
produce  a normal  rhythm.  They  found  0.2  gram  of 
quinidine  sufficient  in  one  patient  with  moderate 
cardiac  enlargement  and  congestive  failure,  in  whom 
fibrillation  was  known  to  have  existed  for  two  and 
one-half  months.  In  another  patient,  whose  ar- 
rythmia  was  of  but  a few  days  duration,  10.5  grams 
of  the  drug  were  necessary  before  the  rhythm  be- 
came regular. 

ASSOCIATED  THYROTOXICOSIS 

In  thyrotoxicosis  fibrillation  may  require  no  spe- 
cial treatment,  since  the  adequate  management  of 
the  primary  cause  often  will  result  in  a spontane- 
ous cessation  of  the  arrhythmia.  If,  in  the  absence 
of  organic  heart  disease,  such  desired  results  fail  to 
develop  within  three  weeks  after  thyroidectomy, 

19.  Van  Nuys,  P. : Case  Report ; Auricular  Fibrillation 
under  Prolonged  Quinidine  Treatment.  Boston  M.  & S.  J., 
193:073-675,  Oct.  8,  1925. 

20.  Brill,  I.  C. : Auricular  Fibrillation  with  Congestive 
Failure  and  No  Other  Kvidence  of  Organic  Heart  Disease. 
Am.  Heart  J.,  13:175-182,  Feb.,  1937. 


quinidine  therapy  will  usually  restore  normal 
rhythm.  A resumption  of  fibrillation  after  such 
restoration  of  regular  rhythm  usually  signifies  either 
that  an  insufficient  amount  of  the  gland  was  re- 
moved or  that  some  other  additional  cause  was 
responsible  for  the  arrhythmia. 

In  hyperthyroidism  with  normal  rhythm  the  im- 
portant indication  is  the  control  of  the  thyrotoxi- 
coses. The  early  use  of  iodine,  glucose  and  surgery 
will  tend  to  prevent  the  appearance  of  fibrillation. 
It  is  questionable  whether  quinidine  should  be  used 
prophylactically  in  such  instances.  Statistics  bearing 
on  this  point  are  not  now  available. 

TYPE  OF  FIBRILLATION 

The  paroxysmal  type  of  fibrillation  often  requires 
no  special  treatment.'^^  In  about  80  per  cent  of  the 
cases  the  paroxysms  cease  spontaneously  in  less 
than  two  days;  in  many  the  attacks  last  but  a few 
minutes  to  a few  hours;  and  only  in  very  rare  in- 
stances does  a typical  attack  continue  longer  than 
one  week.  In  the  latter  instances  and  when  severe 
nervous  symptoms  prevail,  treatment  is  indicated  in 
accordance  with  the  general  principles  already  out- 
lined. Quinidine  in  doses  of  0.1  to  0.4  gram  twice 
or  three  times  daily  may  prove  useful  prophylacti- 
cally in  cases  subject  to  frequently  recurring 
paroxysms. 

APICAL  HEART  RATE 

Fibrillation  associated  with  a slow  apical  rate  not 
the  result  of  treatment  usually  requires  no  special 
therapy  apart  from  the  measures  indicated  by  the 
underlying  cardiac  condition.  Such  a spontaneous 
slow  rate  is  apt  to  be  the  result  of  an  organic  heart 
block  and  may  signify  serious  myocardial  damage. 
The  management  of  such  a case  is  determined 
wholly  by  the  underlying  cardiac  pathology.  How- 
ever, in  the  very  rare  instances  where  fibrillation 
and  slow  rate  are  associated  with  an  otherwise  nor- 
mal heart,  quinidine  may  be  employed. 

CONGESTIVE  FAILURE 

In  recent  years  it  has  become  generally  recog- 
nized that  auricular  fibrillation  may  occur  in  a 
heart  which  is  entirely  normal  apart  from  the  fibril- 
lation. It  is  less  commonly  appreciated,  however, 
that  fibrillation  apart  from  any  other  disease  of  the 
heart  may  cause  severe  congestive  failure.  The 
author-”  has  recently  called  attention  to  this  fact 
and  presented  a case  report  in  illustration. 

The  patient  was  a married  woman,  aged  43  years,  with 
an  excellent  past  history,  who  began  to  fibrillate  without 
any  apparent  cause.  After  fibrillating  for  about  three 
months  without  treatment,  she  developed  severe  congestive 
failure.  There  were  generalized  edema  and  signs  of  fluid  in 
the  serous  cavities.  Rest  and  digitalization  for  one  week 

21.  T.ievine,  S.  A.:  Clinical  Heart  Di.sease.  W.  B.  Saunders 
Co.,  Philadelphia  and  London,  1936. 
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reduced  the  heart  rate  from  160  to  8S,  produced  extensive 
diuresis  with  a loss  of  fifteen  pounds  in  weight,  and  re- 
stored compensation  to  a considerable  extent.  Roentgen 
examination  disclosed  that  the  pleural  and  pericardial  ef- 
fusions had  largely  disappeared  and  that  the  cardiac  shad- 
ow was  nearly  normal.  The  electrocardiogram  showed  that 
the  auricles  were  still  fibrillating  but  that  the  heart  was 
otherwise  normal  except  for  slight  digitalis  effect.  A test 
dose  of  3 grains  (0.2  gram)  of  quinidine  was  administered. 
When  the  patient  was  examined  two  hours  later  the  heart 
rhythm  was  found  to  be  normal.  Quinidine  in  half  grain 
doses  twice  daily  was  continued  for  two  days.  Thereafter 
all  medication  was  stopped.  Within  one  month  the  patient 
resumed  her  normal  mode  of  life.  At  this  writing,  more 
than  one  and  one-half  years  since  active  treatment  was 
discontinued,  the  patient  remains  in  perfect  health.  As 
nearly  as  can  be  determined  by  all  the  clinical  means  avail- 
able, including  roentgenograms  and  electrocardiographic 
studies,  her  heart  is  entirely  normal. 

The  lesson  to  be  drawn  from  this  story  is  the 
fact  that,  even  in  the  absence  of  organic  heart  dis- 
ease, auricular  fibrillation  may  cause  severe  con- 
gestive failure;  and  that  in  such  instances  the  com- 
bined use  of  digitalis  and  quinidine  may  effect  a 
cure  in  what  might  otherwise  prove  a serious  and 
even  fatal  illness.  Without  the  recognition  of  this 
fact  quinidine  would  ordinarily  be  regarded  as  con- 
traindicated in  such  cases,  and  in  the  permanent 
variety  of  fibrillation  digitalis  alone  is  not  effective 
in  restoring  normal  rhythm.  The  observations  of 
Parkinson  and  Campbell  and  of  Gossage  and 
Hicks^^  demonstrate  that  in  continued  fibrillation, 
even  in  the  absence  of  organic  heart  disease,  digi- 
talis is  not  effective  in  maintaining  compensation 
indefinitely.  On  the  other  hand,  the  experience  of 
Parkinson  and  Campbell  and  that  of  the  author 
would  seem  to  indicate  that,  when  the  fibrillation 
of  an  otherwise  normal  heart  is  interrupted  by 
quinidine,  the  patient  may  remain  well  indefinitely 
without  further  treatment.  It  appears,  therefore, 
that  the  development  of  congestive  failure  during 
the  course  of  untreated  fibrillation  must  not  be 
accepted  as  obvious  evidence  of  organic  heart  dis- 
ease. The  diagnosis  of  the  latter  will  depend  upon 
a careful  investigation,  including  history,  examina- 
tion and  graphic  studies. 

AURICULAR  FLUTTER 

Auricular  flutter  is  very  closely  related  to  auricu- 
lar fibrillation.  The  mechanism  of  its  production  is 
essentially  the  same  except  that  in  flutter  the  circus 
movement  is  more  regular  and  much  slower  in  rate. 
It  occurs  under  the  same  circumstances  as  fibrilla- 
tion but  is  encountered  much  less  frequently,  the 
ratio  being  about  one  to  twenty The  same  reme- 
dies are  employed  in  both  arrhythmias.  However, 
in  flutter  quinidine  is  relatively  less  important  since 
digitalis  alone  is  usually  effective  in  restoring  nor- 

22.  Gossage,  A.  M.  and  Hicks,  J.  A.  B. : On  Auricular 
Fibrillation.  Quart.  J.  Med.,  6:436-440,  July,  1913. 


mal  rhythm.  The  initial  effect  of  digitalis  is  to 
render  the  rate  slower  and  more  irregular.  Upon 
complete  digitalization  the  rhythm  is  often  con- 
verted into  fibrillation.  After  digitalis  is  discon- 
tinued normal  rhythm  is  usually  resumed.  If  such 
result  is  not  obtained  within  a few  days,  quinidine 
may  then  be  employed. 

TREATMENT  OF  QUINIDINE  INTOXICATION 

Kohn  and  Levine  list  the  following  as  the  most 
frequent  symptoms  of  quinidine  intoxication:  Nau- 
sea, vomiting,  epigastric  distress,  diarrhea,  head- 
ache, palpitation,  tinnitus,  fear,  mental  depression, 
flushing,  sweating,  syncope  and  a feeling  of  appre- 
hension.” They  quote  Carr  and  Spoeneman,^^  who 
consider  a rise  in  the  pulse  rate  to  130  as  an  indi- 
cation for  the  withdrawal  of  quinidine,  since  such  a 
rise  in  the  rate  points  to  vagal  paresis.  Skin  mani- 
festations such  as  scarlatiniform  rashes  and  urti- 
caria may  occur.  Embolic  phenomena  are  more  com- 
mon with  quinidine  therapy  than  with  digitalis 
alone.^®  Sudden  death  other  than  of  embolic  origin 
is  also  occasionally  observed,  possibly  due  to  respi- 
ratory paralysis.  If  such  an  emergency  is  antici- 
pated, life  may  sometimes  be  saved  by  artificial 
respiration  and  the  intravenous  or  intracardiac  ad- 
ministration of  large  doses  (15  grains)  of  caffeine 
sodiobenzoate.^®  The  milder  symptoms  of  quini- 
dine intoxication  usually  yield  readily  to  withdrawal 
of  the  medication,  as  the  drug  is  rapidly  eliminated 
by  oxidation  and  excretion. 

SUMMARY 

A discussion  of  the  treatment  of  auricular  fibril- 
lation and  auricular  flutter  is  presented  together 
with  an  analysis  of  the  various  factors  which  affect 
the  choice  of  therapy.  It  is  emphasized  that  (with 
rare  exceptions)  in  fibrillation  with  serious  organic 
heart  disease,  quinidine  is  not  a suitable  therapeutic 
agent,  but  that  control  with  digitalis  is  the  ideal 
method.  On  the  other  hand,  in  the  absence  of 
organic  heart  disease,  quinidine,  preceded  by  digi- 
talization, is  the  therapeutic  procedure  of  choice. 
In  auricular  flutter  quinidine  is  relatively  less  im- 
portant, since  digitalis  alone  is  usually  effectve  in 
restoring  normal  rhythm.  Congestive  failure  devel- 
oping during  the  course  of  auricular  fibrillation  is 
not  necessarily  an  indication  of  organic  heart  dis- 
ease. The  diagnosis  of  the  latter  must  depend  upon 
the  history,  examination  and  graphic  studies. 
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CARCINOMA  OF  COLON  AND  RECTUM 

PRACTICAL  SURGERY  OF  THE  LARGE  BOWEL* * 

George  K.  Rhodes,  M.D. 

SAN  FRANCISCO,  CALIF. 

Probably  no  field  of  medicine  or  surgery  has  been 
more  neglected  than  the  treatment  of  malignant 
diseases  of  the  colon  and  rectum.  At  the  same  time, 
none  offers  more  hope  to  our  patients.  The  responsi- 
bility for  this  retarded  development  must  be  shared 
equally  by  patients,  physicians  and  surgeons  be- 
cause of  ignorance  and  poor  advice.  Each  group 
must  be  educated  to  be  more  “colon-conscious,”  just 
as  each  has  been  made  “appendix-conscious.” 

Often  patients  have  been  allowed  to  carry  the 
disease  until  little  more  than  palliative  treatment 
can  be  offered.  The  average  duration  of  symptoms 
before  the  patient  seeks  operative  relief  is  from  ten 
to  thirteen  months.  Unfortunately  the  physician  too 
often  fails  to  heed  those  indefinite  complaints  which 
should  suggest  the  presence  of  a carcinoma  until 
the  lesion  is  proved  to  be  otherwise.  All  of  us  are 
likely  to  ignore  a definite  clinical  syndrome  which 
every  patient  with  carcinoma  of  the  colon  or  rectum 
presents.  Digital  and  proctoscopic  examinations  and 
the  use  of  a barium  enema  are  distasteful  to  both 
patient  and  doctor,  and  hence  are  likely  to  be 
avoided  or  postponed.  The  present  day  use  of  ca- 
thartics, and  especially  of  mineral  oil,  undoubtedly 
delays  the  eventual  diagnosis  for  obvious  reasons. 

Jones^  says,  “an  error  in  diagnosis  should  always 
be  forgiven  if  an  honest  effort  has  been  made,  but 
it  is  evident  in  the  great  majority  of  these  cases  it 
has  been  simply  a lack  of  interest  rather  than  error.” 
The  symptoms  usually  are  sufficiently  definite  to 
make  diagnosis  comparatively  easy.  It  has  been  said 
that  we  do  not  find  four  leaf  clovers  unless  we  are 
looking  for  them.  It  is  equally  true  that,  unless  we 
make  an  honest  effort  to  find  these  lesions  of  the 
large  bowel  and  rectum,  we  will  surely  overlook 
many  of  them  in  their  early,  and  hence  more  favor- 
able state  of  growth.  We  must  also  remember  that 
carcinoma  of  the  large  bowel  and  rectum  may  de- 
I velop  at  any  age  and  is  much  more  malignant  when 
it  appears  in  youth. 

The  surgeon,  in  turn,  until  recent  years  has  had 
little  convincing  help  to  offer  either  the  patient  or 
his  physician.  Honest  statistical  data  have  not  been 
available  and  technical  difficulties  in  surgery  of  the 
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large  bowel  have  heretofore  been  the  greatest  im- 
pediment to  its  advance.  With  modern  accepted 
procedures,  the  surgeon  now  can  offer  an  increas- 
ingly better  assurance  to  his  patients  of  either  a 
prolonged  temporary  relief  or  a permanent  cure, 
with  a reasonably  low  operative  risk.  The  percent- 
age of  the  patients  with  this  disease  who  are  con- 
sidered operable  varies  from  50  to  60  per  cent. 
These  figures  naturally  will  fluctuate  in  accordance 
with  the  skill  and  experience  of  the  surgeon  who 
assumes  the  responsibility.  This  high  percentage 
of  inoperable  cases  naturally  will  be  lowered  as 
earlier  diagnoses  are  made.  The  average  mortality 
should  not  exceed  ten  per  cent. 

The  problem  resolves  itself  into  three  phases: 
( 1 ) Can  an  early  diagnosis  of  these  lesions  really 
be  made?  (2)  Do  the  peculiar  pathologic  changes 
of  malignant  disease  of  the  colon  and  rectum  lend 
themselves  to  complete  and  radical  removal?  (3) 
Has  modern  surgical  technic  reduced  the  operative 
mortality  to  a reasonable  minimum? 

CAN  AN  EARLY  DIAGNOSIS  OF  THESE  CASES  BE  MADE? 

Many  of  the  symptoms  and  signs  which  we  have 
had  fixed  in  our  minds  from  older  textbooks  must 
be  discarded.  In  reviewing  the  more  pertinent  diag- 
nostic findings,  I shall  consider  the  large  bowel  as 
being  divided  into  three  segments,  namely:  (I)  the 
right  half  of  the  colon,  which  includes  the  cecum, 
the  ascending  colon  and  the  right  half  of  the  trans- 
verse colon;  (2)  the  left  half  of  the  colon,  including 
the  left  half  of  the  transverse  colon,  the  descending 
colon,  and  the  sigmoid  colon;  (3)  the  rectum  and 
the  rectosigmoid  junction. 

The  anatomic,  physiologic  and  pathologic  changes 
of  each  region  influence  greatly  the  clinical  picture 
and  the  method  of  surgical  attack. 

The  right  half  oj  the  colon.  About  24  per  cent  of 
the  cases  of  carcinoma  of  the  large  bowel  occur  in 
this  portion.  This  segment  of  the  large  bowel  is  an 
absorptive  organ  and  it  is  here  that  the  fluid  stools 
are  reduced  to  the  more  solid  and  formed  ones 
which  appear  in  the  left  portion  of  the  colon. 

Malignant  tumors  of  this  region  are  usually  of 
the  extensive  adenocarcinomatous  type  and  present 
wide  ulcerated  surfaces.  This  pathologic  state  in  an 
absorptive  area  of  the  bowel  naturally  favors  an  ab- 
normal assimilation  of  toxic  elements.  The  toxic 
and  infected  contents  of  the  gastrointestinal  tract 
approach  their  maximum  concentration  in  this  por- 
tion of  the  large  bowel. 

Carcinomas  in  this  region,  for  the  reasons  given 
above,  are  obviously  more  prone  to  show  definite 
.systemic  reactions,  as  evidenced  by  loss  of  weight, 
cachexia,  marked  secondary  anemia,  etc.  The  se- 
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vere  secondary  anemia  is  in  a large  measure  the 
direct  effect  of  the  absorption  of  hemolytic  toxins 
from  the  ulcerated  colon.  Also  there  is  a gradual 
loss  of  blood  from  the  ulcerative  growth  itself,  as 
evidenced  by  occult  blood  which  usually  is  mixed 
thoroughly  with  the  stool.  Fresh  gross  blood  is  less 
common  than  in  diseases  of  the  left  half  of  the 
colon. 

Acute  obstruction  is  very  rare,  chiefly  because 
of  the  larger  diameter  of  the  bowel,  the  noncicatriz- 
ing type  of  growth,  and  above  all  the  fluid  nature 
of  the  content  of  the  bowel  in  this  region.  Occa- 
sionally the  lesion  may  develop  about  the  ileocecal 
valve,  in  which  instance  we  have  the  added  clinical 
picture  of  an  obstruction  of  the  small  bowel  at  this 
point. 

The  bowel  habits  of  this  group  are  not  remark- 
ably changed  except  that  there  is  usually  an  in- 
creased frequency  of  stool. 

These  patients  complain  of  two  types  of  pain: 
(1)  an  indefinite  colicky  distress,  which  may  be 
expected  in  ulcerative  disease  of  the  colon;  (2)  a 
localizing  soreness  which  is  evidence  of  a direct  ex- 
tension and  fixation  of  the  superimposed  inflam- 
matory process  on  the  more  sensitive  parietal  peri- 
toneum. 

.A.  palpable  mass  usually  is  present  (75  per  cent) 
when  the  patient  first  comes  under  observation.  A 
barium  enema  will  usually  substantiate  the  pre- 
sumptive diagnosis. 

The  accepted  surgical  treatment  of  carcinoma  in 
the  right  half  of  the  colon  is  an  anastomosis  of  the 
terminal  ileum  with  the  distal  half  of  the  transverse 
colon,  and  a resection  of  the  entire  right  colon.  This 
procedure  may  be  done  in  one  or  two  stages. 

The  left  half  of  the  colon,  to  the  rectosigmoid 
region.  This  portion  of  the  bowel  is  largely  a stor- 
age chamber  of  formed  or  semiformed  stools.  It  is 
thicker  and  of  narrower  diameter.  These  two  fac- 
tors may  precipitate  a threatened  obstruction  as 
seen  in  simple  fecal  impactions  which  in  themselves 
may  produce  complete  obstruction. 

The  types  of  malignancy  found  here  are  two: 

1.  The  large  degenerating  polyps  which  are  prone 
to  undergo  malignant  changes.  When  ulcerated  or 
traumatized  by  stools,  these  growths  give  rise  to  the 
bloody  mucous  discharges  which  are  so  characteris- 
tic. Seldom,  however,  do  we  see  marked  anemia 
develop. 

2.  The  cicatrizing  scirrhous  type  of  malignancy 
is  less  prone  to  cause  blood  and  mucous  discharge. 
These  lesions  are  first  noted  because  of  the  obstruc- 
tive symptoms  which  they  develop  early. 

These  patients  complain  of  several  types  of  pain: 


a mild  colicky  distress  which  is  characteristic  of 
any  ulcerative  lesion  of  the  colon,  the  colicky  type 
of  recurrent  pain  associated  with  various  types  of 
intestinal  obstruction,  a localizing  “soreness”  in  the 
region  of  the  growth  resulting  from  the  secondary 
inflammatory  involvement  of  the  sensitive  parietal 
peritoneum. 

Distress  from  “gas”  and  abdominal  distention 
is  a comtnon  observation,  and  these  patients  often 
are  conscious  of  intestinal  rumblings  as  in  borboryg- 
mus.  In  certain  patients  the  distention  of  the  cecum 
may  refer  pain  to  the  right  lower  quadrant  and 
cause  an  erroneous  diagnosis  of  appendicitis  to  be 
made.  We  reported  six  cases  of  spontaneous  rupture 
of  the  cecum,  secondary  to  obstructive  lesions  in  the 
left  portion  of  the  colon.- 

Bowel  habits.  These  lesions,  by  their  irritative 
and  ulcerative  nature,  are  prone  to  cause  an  in- 
creased frequency  of  the  stools  rather  than  a di- 
arrhea. The  cicatrizing  nature  of  these  growths 
eventually  produces  various  degrees  of  intestinal  ob- 
struction and  obstipation. 

Loss  of  weight,  cachexia  and  anemia  are  not  the 
rule,  and  we  find  that  the  loss  of  weight  in  this 
group  of  patients  usually  is  secondary  to  the  ob- 
struction, and  it  is  promptly  recovered  even  after 
a simple  palliative  colostomy. 

Barium  enemas  usually  will  confirm  the  diagnosis 
of  most  lesions  in  the  upper  portions  of  the  left  side 
of  the  colon.  They  should  be  repeated  at  frequent 
intervals,  if  the  clinical  evidence  suggests  malig- 
nancy. 

Rectal  and  vaginal  examinations  often  will  re- 
veal a palpable  tumor  of  the  sigmoid  lying  in  the 
cul-de-sac,  or  a so-called  “rectal  shelf”  which  is 
evidence  of  metastatic  implants  in  the  pelvic  peri- 
toneum. 

Surgical  treatment  of  this  condition  is  directed 
to  some  form  of  radical  resection,  with  reestablish- 
ment of  the  continuity  of  the  bowel.  This  procedure 
may  be  carried  out  in  one  or  several  stages. 

The  rectum  and  the  rectosigmoid  function.  About 
eight  times  as  many  carcinomas  are  found  here  in 
this  region  as  are  found  in  the  remainder  of  the 
large  bowel. 

The  general  physiologic  and  pathologic  changes 
are  essentially  the  same  as  those  described  for  the 
remainder  of  the  left  half  of  the  colon. 

In  addition  to  the  types  of  pain  described  above 
under  lesions  of  the  left  side  of  the  colon,  these  pa- 
tients present  the  following  symptoms  and  signs: 

Hemorrhoids.  The  frequent  association  of  hemor- 

2.  Saeltzer,  D.  and  Rhodes,  G.  K. : Diastatic  Perfora- 
tion of  Normal  Cecum  Resulting  from  Obstruction  of  Colon. 
Ann.  ISurg.  101  : 12.'>7-I263,  May,  19.25. 
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rhoids  with  rectal  carcinoma  has  led  to  most  of  our 
serious  errors  and  delays  in  proper  diagnosis.  Over 
50  per  cent  of  patients  with  carcinoma  of  the  rec- 
tum have  had  recent  treatment  for  hemorrhoids 
This  is  an  inexcusable  error  and  we  should  be  held 
guilty  of  criminal  negligence,  if  we  fail  to  rule  out 
carcinoma  before  treating  hemorrhoids,  no  matter 
how  trivial  they  may  seem.  On  account  of  the  more 
solid  stools  and  because  of  straining,  hemorrhoids 
frequently  are  developed. 

Bowel  habits.  Carcinoma  of  the  rectum  causes 
even  more  irregularity  of  the  bowel  habits  than 
lesions  higher  up  in  the  left  colon.  The  patient  com- 
plains of  incomplete  or  unsatisfactory  defecation; 
there  is  a frequent  desire  for  passage  of  stool  and 
often  only  a little  bloody  mucus  is  evacuated.  He 
is  often  conscious  of  a “mass”  in  the  rectum.  If 
there  is  an  associated  inflammatory  complication, 
the  pain  often  is  referred  to  the  bladder,  the  pros- 
tate or  pelvic  organs.  Occasionally  these  patients 
complain  of  pain  referred  to  the  sacral  or  sciatic 
nerve. 

Diagnosis.  There  is  no  reasonable  excuse  for  not 
making  an  accurate  diagnosis  of  lesions  of  the 
bowel  below  the  rectosigmoid  junction.  If  the  lower 
part  of  the  bowel  is  properly  cleansed  and  intelli- 
gent digital  and  proctoscopic  examinations  are 
made,  the  percentage  of  error  should  be  negligible. 
The  gross  appearance  of  these  tumors  is  almost 
pathognomonic.  If  in  doubt,  we  may  take  a care- 
fully selected  biopsy  from  the  base  of  the  lesion. 
Too  much  reliance  must  not  be  placed  on  a nega- 
tive pathologic  report  of  these  biopsies  for  it  may 
be  necessary  to  take  several  specimens  before  the 
really  malignant  portion  of  the  growth  is  obtained. 

The  roentgen  ray  should  never  be  relied  upon  for 
a diagnosis  of  lesions  below  the  rectosigmoid  junc- 
tion. The  roentgenologist  cannot  approach  the  di- 
rect visualization  obtainable  with  the  proctoscope. 

Surgical  treatment  of  these  lesions  of  the  large 
bowel  below  the  rectosigmoid  junction  is  directed 
toward  their  radical  removal.  Those  surgeons  most 
experienced  in  the  treatment  of  this  condition  are 
more  and  more  inclined  to  believe  that  the  opera- 
tion of  choice  is  a radical  resection  with  a perma- 
nent colostomy.  A minority  group  still  favors  a 
procedure  which  involves  an  attempt  to  preserve 
the  anal  sphincter  at  all  costs. 

PRACTICAL  SURGERY  OF  THE  LARGE  BOWEL 

Preoperative  preparation  of  the  patient.  General 
systemic  preparation.  Fortunately  not  many  of 
these  patients  come  to  us  with  complete  obstruction 
which  cannot  be  relieved  by  frequent  colonic  flushes 


and  generous  doses  of  mineral  oil.  The  use  of  strong 
cathartics  to  relieve  such  an  acute  obstruction  too 
often  has  ruptured  the  friable  bowel  just  proximal 
to  the  constricting  growth. 

If  reasonable  efforts  by  colonic  flushes,  etc.  fail 
to  relieve  a complete  obstruction,  the  patient  must 
be  prepared  for  early  surgical  intervention.  This 
preparation  must  include  thorough  and  continuous 
gastric  lavage  which  can  be  accomplished  most  ef- 
fectively by  means  of  a nasal  tube  and  some  form 
of  continuous  suction  apparatus  with  irrigations. 
The  use  of  such  suction  should  be  maintained  dur- 
ing the  operation  and  the  postoperative  convales- 
cence, until  there  is  no  further  evidence  of  intestinal 
regurgitation.  If  there  is  evidence  of  dehydration, 
the  daily  use  of  from  two  to  four  thousand  cubic 
centimeters  of  fluids  by  vein  or  clysis  will  do  much 
to  insure  a satisfactory  convalescence.  Transfusions 
of  blood  both  before  and  after  operation  are  still 
our  most  effective  stimulants  when  needed. 

Most  of  the  patients  with  malignant  disease  of 
the  colon  present  themselves  when  they  are  only 
partially  obstructed,  and  a rational  preoperative 
treatment  suggests  itself  at  once.  It  is  obvious  that 
with  large  doses  of  mineral  oil  and  mild  cathartics, 
together  with  frequent  colonic  flushes,  all  such  cases 
of  partial  obstruction  can  be  materially  relieved. 
During  this  period  of  preparation  the  diet  should 
be  a high  caloric,  nonresidual  one  and  any  evidence 
of  dehydration,  anemia,  etc.  should  be  overcome  be- 
fore subjecting  the  patient  to  surgery. 

Barium  never  should  be  given  by  mouth  in  these 
cases  of  partial  obstruction  of  the  colon  because  its 
ill-advised  use  frequently  precipitates  a complete 
obstruction.  If  barium  has  been  used  either  by 
mouth  or  by  enema,  it  is  well  to  have  a roentgeno- 
gram taken  before  operation  to  ascertain  whether 
it  has  been  evacuated,  for  its  presence  often  is  a 
great  impediment  in  surgery  of  the  colon.  In  cases 
of  acute  intestinal  obstruction  generally,  a roent- 
genogram of  the  abdomen  will  usually  demonstrate 
the  location  of  the  lesion  accurately  enough  for 
practical  purposes. 

Peritoneal  Vaccination.  The  mortality  from  any 
surgery  of  the  large  bowel  is  largely  that  resulting 
from  peritonitis.  Most  observers  feel  that  these 
complications  usually  are  attributable  to  faulty 
surgical  technic  in  which  there  has  been  either  gross 
contamination  or  a leak  at  the  site  of  anastomosis. 
The  latter  mishaps  usually  are  caused  by  too  much 
tension  or  damage  to  the  blood  supply.  Many  ef- 
forts to  combat  the  incidence  of  deaths  from  peri- 
tonitis have  been  directed  towards  vaccinating  the 
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peritoneal  cavity  before  surgery  of  the  colon.  It  is 
a common  experience  that  patients  who  have  had 
surgery  on  the  colon  performed  in  successive  steps 
do  seem  to  build  up  a certain  immunity  against 
contamination  at  the  secondary  operation. 

Rankin®  vaccinated  a series  of  800  patients  with 
a mixture  of  B.  coli  and  streptococcus.  These  pa- 
tients all  developed  a slight  febrile  reaction  and 
leukocytosis.  The  peritoneal  exudate  which  devel- 
oped was  also  filled  with  leukocytes.  Rankin  con- 
cluded that  vaccination  was  probably  a factor  in 
the  general  improvement,  in  operative  statistics. 
Whatever  immunity  was  established  has  been  shown 
to  be  in  the  nature  of  a nonspecific  response  and 
mobilization  of  phagocytic  cells.^ 

Young®  reported  a very  ■ convincing  statistical 
study  with  favorable  results  after  the  use  of  sterile 
amniotic  fluid. 

The  routine  use  of  such  means  of  vaccination, 
however,  should  be  discouraged  until  further  study 
establishes  its  safety  and  usefulness. 

The  use  of  radium  and  roentgen  ray  has  not  yet 
proved  its  right  to  replace  surgery  in  these  lesions. 
Such  measures  are  reserved  chiefly  for  palliative 
treatment  or  as  an  adjunct  to  surgical  procedures. 
Most  of  these  tumors  are  very  resistant  to  radia- 
tion. 

OPERATIVE  TECHNIC 

Cecostomy.  The  various  modifications  of  this 
procedure  are  aimed  at  providing  a safety  valve  to 
decompress  the  distended  colon.  In  an  acute  ob- 
struction, a so-called  “blind”  cecostomy  avoids  the 
many  dangers  attendant  upon  a general  laparotomy. 
It  permits  irrigation  of  the  bowel  preparatory  to  a 
later  operation  for  removal  of  the  primary  lesions. 
If  a primary  anastomosis  of  the  resected  bowel  is 
performed,  a cecostomy  prevents  overdistention  of 
the  bowel  just  proximal  to  the  suture  line. 

The  chief  objection  to  a cecostomy  is  that  it 
fails  to  divert  the  fecal  stream  completely,  as  a real 
colostomy  should  do.  This  failure  to  divert  the 
bowel  content  does  not  permit  the  diseased  portion 
to  be  put  at  rest  and  allows  fecal  material  to  accu- 
mulate at  the  site  of  the  obstruction. 

Ileostomy.  This  procedure  is  used  occasionally 
when  it  is  desired  to  put  the  entire  large  bowel  at 
rest,  as  in  ulcerative  colitis,  etc.  For  temporary  use, 
as  in  partial  resections  of  the  colon,  it  is  not  advis- 

3.  Rankin,  F.  W.  and  Bargen,  J.  A. ; Vaccination  Against 
Peritonitis  in  Surgery  of  Colon ; Further  Report.  Arch. 
Surg.  22:98-105,  Jan.,  1931. 

4.  Steinberg,  B. : Rapid  Method  of  Protecting  Peritoneum 
Against  Peritonitis.  Arch.  Surg.  24:308-317,  Feb.,  1932. 

5.  Young,  E.  Li.  Jr.  and  Marks,  G.  A.:  Preoperative 
Preparation  of  Peritoneum  in  Surgery  of  Large  Intestine. 
Surg.,  Gynec.  & Obst.  59:610-615,  Sept.,  1934. 
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able  because  of  the  great  loss  of  body  fluids.  After 
resections  of  the  right  half  of  the  colon,  the  ter- 
minal ileum  is  anastomosed  to  the  transverse  colon. 
In  order  to  avoid  overtension  on  this  suture  line,  a 
temporary  ileostomy  often  is  performed  with  a ca- 
theter after  the  method  of  Witzel. 

Colostomy,  temporary  or  permanent.  A tempo- 
rary colostomy  is  performed  when  it  is  desired  to 
put  the  distal  bowel  at  rest.  Many  inflammatory 
lesions  will  subside  completely  when  this  is  done. 
The  accepted  value  of  two-stage  operations  for 
malignant  diseases  of  the  bowel  is  based  upon  the 
obvious  benefits  derived  from  the  preliminary  colos- 
tomy. Many  growths  which  at  first  appear  inoper- 
able because  of  the  large  secondary  inflammatory 
reactions  about  them  may  be  removed  easily  at  the 
second  operation.  A good  temporary  colostomy  must 
completely  divert  the  fecal  stream  and  permit  easy 
irrigation  of  the  distal  segment. 

Devine®  offered  convincing  experimental  and  clin- 
ical data  on  the  value  of  two-stage  operations  in 
which  the  temporary  colostomy  must  completely 
divert  the  fecal  current.  He  aptly  calls  this  “de- 
functioning” the  colon  distal  to  the  colostomy, 
whereby  peristalsis  is  eliminated  and  irrigations  of 
the  distal  segment  are  permitted.  By  preparing  this 
defunctioned  colon  with  irrigations,  one  can  do  al- 
most any  operation  on  the  distal  colon  with  im- 
punity. 

A permanent  colostomy  should  be  so  placed  that 
it  can  be  cared  for  easily  and  not  too  close  to  the 
pelvic  bones  to  interfere  with  dressings,  appliances, 
etc.  Various  devices  to  establish  better  control  of 
colostomy  discharges  have  not  proved  satisfactory. 
Proper  instruction  as  to  the  care  of  a colostomy 
has  almost  eliminated  the  horror  of  and  disgust  at 
its  presence.  It  has  been  the  author’s  practice  to 
introduce  the  prospective  candidate  for  a perma- 
nent colostomy  to  some  person  who  has  already  ac- 
customed himself  to  its  presence.  These  patients 
soon  learn  to  control  their  bowels  by  diet  and  daily 
irrigations.  They  lead  active,  normal  lives  and  very 
few  resort  to  more  than  a firm  abdominal  binder 
for  security  from  “accidents.” 

Resections.  In  answer  to  the  question,  “do  the 
peculiar  pathologic  changes  of  malignant  disease  of 
the  colon  lend  themselves  to  complete  radical  re- 
moval,” we  must  answer  in  the  affirmative.  When 
we  are  considering  the  amount  of  bowel  which 
should  be  removed,  we  must  bear  in  mind  the  local 

6.  Devine,  H.  B. : Carcinoma  of  Colon.  Brit.  M.  J.  2 : 
1245-1249,  Dec.  28,  1935;  Safer  Colon  Surgery.  Lancet  1: 
627-631,  March  21,  1931. 
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spread,  the  blood  supply  and  the  lymphatic  drain- 
age. Carcinoma  of  the  colon  is  a local  disease,  and 
in  the  larger  number  of  cases  it  remains  for  a con- 
siderable period  of  time  closely  confined  to  the  re- 
gion of  the  primary  growth  or  the  glands  in  the, 
immediate  neighborhood.  Even  in  patients  coming 
to  postmortem  examination,  only  14  per  cent 
showed  evidence  of  visceral  deposits.'^ 

The  growth  may  appiear  small  and  abruptly  lim- 
ited, but  carcinomatous  cells  may  have  permeated 
the  wall  six  inches  above  the  lesion. 

If  we  are  to  attempt  to  remove  cancer  surgically, 
we  must  be  radical  or  we  fail  to  recognize  the  es- 
sence of  the  treatment.  It  has  been  well  said  that 
“conservatism,  when  dealing  with  malignancy,  con- 
serves the  disease,  not  the  patient.”®  The  ultimate 
prognosis  that  we  may  expect  in  a given  case  will 
depend  in  a large  measure  on  the  grade  of  malig- 
nancy present.  In  general,  those  cancers  which  are 
polypoid  in  nature  and  extend  into  the  lumen  of 
the  bowel  are  less  malignant.  The  flat,  ulcerated, 
cicatrizing,  scirrhous  type  of  growth  apparently 
originates  in  the  deepier  intestinal  glands  and  has  a 
tendency  to  extend  to  and  through  the  visceral 
peritoneum  more  rapidly. 

Certain  general  operative  procedures  are  now 
recognized : 

Carcinoma  anywhere  in  the  right  colon  should 
be  removed  in  its  entirety  and  the  terminal  ileum 
anastomosed  to  the  distal  third  of  the  transverse 
colon  (end-to-side  anastomosis). 

For  carcinoma  of  the  splenic  flexure  or  descend- 
ing colonj  the  distal  third  of  the  transverse  colon 
and  the  entire  descending  colon  as  far  as  the  sig- 
moid should  be  removed. 

The  sigmoid  or  transverse  colon  often  may  be 
resected  widely  and  anastomosed  because  of  the 
long  segment  of  bowel  completely  covered  by  vis- 
ceral p>eritoneum  and  the  relatively  mobile  mesen- 
tery. 

Concerning  the  treatment  of  diseases  of  the  recto- 
sigmoid region  and  the  rectum,  we  find  most  dif- 
ferences of  opinion. 

Local  excision  and  reestablishment  of  continuity 
are  difficult,  although  many  ingenious  operative 
technics  solve  the  problem  satisfactorily  in  certain 
selected  cases.  The  anatomic  studies  by  Miles®  of 
the  lymphatics  of  the  rectum  and  his  clinical  ob- 
servations of  abdominoperineal  resection  have  done 

7.  Chamberlain,  D. : Left  Partial  Colectomy.  Surg., 
Gynec.  & Obst.  50:65-68,  Jan.,  1930. 

8.  Abell,  I.:  Carcinoma  of  Colon.  South.  M.  J.  26:64-71, 
Jan.,  1933. 

9.  Miles,  W.  E. : Discussion  on  Surgical  Treatment  of 
Cancer  of  Rectum.  Brit.  M.  J.  2:730,  Nov.  13,  1920. 


much  to  gain  converts  to  his  principles. 

There  are  four  general  methods  of  removing 
growths  in  this  region  and  the  surgeon  must  fit  his 
operation  to  his  patient.  Nothing  is  more  foolhardy 
than  stubbornly  to  attempt  to  fit  the  patient  to 
some  pet  operation. 

1.  Abdominoperineal  resection  with  permanent 
colostomy  (Miles).  This  may  be  done  in  one  or 
two  stages  and  undoubtedly  is  the  most  radical  and 
complete  resection.  Modifications  of  Miles’*  original 
technic  have  been  developed  by  Lahey,^®’^^  Jones, 
Smith,^®  Coffey,^®  Rankin^^  and  others. 

2.  Preliminary  loop  sigmoidostomy  (permanent) 
with  subsequent  posterior  resection  of  the  rectum 
(Lockhart-Mummery^®).  This  is  a less  complicated 
operative  procedure  and  hence  carries  less  risk,  but 
the  dissection  obviously  is  not  as  complete. 

3.  For  low  rectosigmoid  tumors,  the  bowel  may 
be  divided  below  the  pelvic  peritoneum  and  the 
tumor  and  proximal  bowel  removed  to  the  site  of 
the  permanent  colostomy.  The  rectum  is  not  re- 
moved. Divine  was  able  later  to  anastomose  the 
colon  to  the  rectal  stump. 

4.  Kraske.  This  type  of  resection  is  an  attempt 
to  do  a posterior  resection  and  anastomosis,  saving 
the  anal  sphincter.  It  is  evident  that  this  procedure 
permits  a much  less  radical  dissection  of  growth 
and  its  surrounding  structures.  Very  often  the  oper- 
ation fails  to  give  a normal  control  of  the  anal 
sphincter  and  leaves  the  patient  with  a sacral  colos- 
tomy which  is  most  inaccessible  for  care.  The  one 
redeeming  feature  of  this  effort  is  an  attempt  to 
save  the  anal  sphincter.  In  most  clinics  this  opera- 
tion is  rapidly  being  replaced  by  the  abdomino- 
perineal resections. 

In  conclusion,  it  may  be  said  that  the  improve- 
ment in  rational  treatment  of  diseases  of  the  colon 
and  rectum  offers  the  greatest  promise  of  any  in  the 
field  of  abdominal  surgery  today.  The  first  step 
toward  progress  is  the  intelligent  application  of 
recognized  surgical  principles  to  the  peculiar  anat- 
omy, physiology  and  pathology  of  the  large  bowel 
and  rectum. 

10.  Lahey,  F.  H. : Resection  of  Right  Colon  and  Anas- 
tomosis of  lieum  to  Transverse  Colon  after  Mikulicz  Plan. 
Surg.,  Gynec.  & Obst.,  54:923-929,  June,  1932. 

11.  Lahey,  F.  H.  and  Cattell,  R.  B. : Two  Stage  Abdom- 
inoperineal Resection  of  Rectum  and  Rectosigmoid  for 
Carcinoma.  Am.  J.  Surg.  27:201-213,  Feb.,  1935. 

12.  Smith,  D. : Shorter  Technique  for  Coffey  Operation 
in  Cancer  of  Rectum.  Surg.,  Gynec,  & Obst.  46:568-571, 
April,  1928. 

13.  Coffey,  R,  C. : Principles  of  Operation  for  Carcinoma^ 
of  Rectum.  Surg.,  Gynec.  & Obst.  38:723-738,  June,  1924. 

14.  Rankin,  F.  W. : Resection  and  Obstruction  of  Colon 
(Obstructive  Resection).  Surg.,  Gynec.  & Obst.  50:594-598, 
March,  1930. 

15.  Lockhart-Mummery,  J.  P. : Two  Hundred  Cases  of 
Cancer  of  Rectum  Treated  by  Perineal  Excision.  Brit.  J. 
Surg.  14:110-124,  July,  1926. 


88 


PROCTECTOMY FORBES  AND  DUNCAN 


Vol.  36,  No.  3 


CARE  OF  PROCTECTOMY  WOUNDS 
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SEATTLE,  WASH. 

There  has  been  a trend  during  the  past  five  years 
toward  a more  favorable  prognosis  in  early  rectal 
cancer.  This  has  been  in  large  part  due  to  a more 
careful  evaluation  of  the  patient’s  ability  to  with- 
stand a formidable  surgical  procedure,  to  ade- 
quate preoperative  preparation  and  to  a more  stand- 
ardized technic  of  wide  excision.  In  addition,  neces- 
sary supportive  measures  during  and  immediately 
following  operation  such  as  stimulants,  intravenous 
infusions  and  blood  transfusions  no  doubt  play  an 
important  part  in  reducing  the  immediate  operative 
mortality. 

Another  important  phase  of  surgical  treatment, 
and  one  that  has  not  received  a great  deal  of  atten- 
tion, is  care  of  the  large  perineal  defect  following 
rectal  excision.  Occasionally  closure  with  primary 
healing  can  be  effected,  as  outlined  by  Janes  and 
INIurray,^  but  with  a wide  excision  of  perirectal 
tissue,  closure  is  difficult  or  impossible  and  if  at- 
tempted, quickly  breaks  down.  In  addition,  necrosis 
of  skin  and  subcutaneous  tissue  is  a likely  accom- 
paniment of  retention  sutures.  Hence,  most  of  these 
wounds  are  properly  left  open,  and  it  is  their  care 
upon  which  we  wish  to  comment. 

There  are  many  methods  of  management  in 
vogue.  Packing  with  plain  or  antiseptic  gauze  strip 
is  common.  This  packing  is  usually  changed  every 
two  or  three  days  and  is  a painful  procedure,  some- 
times accompanied  by  bloody  oozing.  To  diminish 
pain  and  bleeding,  preliminary  irrigation  with  hy- 
drogen peroxide  may  be  employed.  Dakinization, 
using  tubes  or  packing,  is  also  in  favor,  while  vase- 
line gauze  or  rubber  dam  used  alone  or  in  the 
form  of  a tamponade  is  satisfactory. 

Irrigation  with  an  emulsion  of  zinc  peroxide  now 
seems  to  hold  great  promise  in  these  wounds  be- 
cause of  its  ability,  as  shown  by  Meleney,^  to  anni- 
hilate anaerobes  and  thus  decrease  wound  odor  and 
promote  the  growth  of  healthy  granulation  tissue. 
This  preparation  is  at  present  in  an  experimental 
stage  but  will  soon  be  available  for  general  use.* 
Another  preparation  also  finding  a place  in  care 
of  such  wounds  is  azochloramid.  Young^  reports 

. 1.  Janes,  R.  M.  and  Murray,  D.  W.  G. : Abdominoper- 
ineal Excision  of  Rectum,  with  Primary  Healing.  Canad. 
M.  A.  J.  27:598-602,  Dec.,  1932. 

2.  Meleney,  F. : Personal  communication. 

3.  Young,  F. : Treatment  of  Surgical  Infections  with 
New  Chlorine  Solutions.  Surg.,  Gynec.  & Obst.  63:318-324, 
Sept.,  1936. 

• Zinc  peroxide  was  supplied  the  authors  by  the  DuPont 
Chemical  Company. 


gratifying  results  with  its  use  in  other  types  of 
wounds.  Likewise  it  is  efficacious  in  irrigation  of 
proctectomy  wounds,  minimizing  odor  and  discharge 
and  promoting  clean  granulating  surfaces.  It  has 
the  further  advantage  in  that  it  is  stable,  is  not 
expensive,  needs  relatively  infrequent  application, 
and  does  not  irritate  the  surrounding  skin. 

There  are  other  methods  and  preparations  used 
in  the  care  of  these  wounds,  and  in  most  cases  the 
defect  eventually  heals  completely.  It  is  with  the 
hope  of  shortening  this  time  by  diminishing  drain- 
age and  minimizing  the  pain  of  wound  care  that 
the  simple  but  satisfactory  method  outlined  below 
is  presented. 

Of  course,  the  type  of  immediate  postoperative 
perineal  dressing  depends  largely  on  the  degree  of 
hemostasis  and  whether  or  not  pressure  is  necessary 
because  of  anticipated  postoperative  bleeding.  If 
this  is  the  case,  a tamponade  composed  of  an  outer 
covering  of  rubber  dam  and  packed  inside  with 
gauze  does  excellently  and  is  advantageous  in  that 
it  may  be  removed  almost  painlessly.  If  hemostasis 
has  been  good,  merely  packing  the  wound  loosely 
with  curled  sheets  of  rubber  dam  suffices.  An  ab- 
dominal pad  or  sterile  cellu-cotton  is  then  applied 
and  held  in  place  by  adhesive  strapping  to  the 
buttock  or  by  a T binder.  The  tampon  or  rubber 
packing  is  removed  on  the  third  postoperative  day, 
and  further  insertion  may  be  unnecessary. 

.'\11  dressings  are  done  in  the  position  of  comfort 
with  the  patient  lying  on  his  side  and  one  buttock 
gently  elevated.  Each  day  thereafter  a small  cathe- 
ter to  which  is  attached  a bulb  syringe  is  gently 
inserted  to  the  apex  of  the  wound  and  irrigation 
carried  out  with  1:3300  azochloramid-saline  solu- 
tion. A clean  granulating  surface  is  obtained  in  a 
week  or  ten  days.  Exuberant  granulations  are  easily 
controlled.  The  irrigations  can  be  managed  at  home, 
following  discharge  from  the  hospital,  and  hasten 
closure  of  the  defect.  This  method  has  advantages 
of  simplicity,  diminished  pain,  absence  of  skin  irri- 
tation and  rapid  wound  closure. 

Hyperthyroidism  Masked  by  Symptoms,  of  .\cute  .Abdom- 
inal CATASTROPHE.  William  E.  Robertson,  Michael  G.  Wohl, 
and  Harold  F.  Robertson,  Philadelphia  (journal  A.  M.  A., 
Feb.  20,  1937),  consider  instances  in  which  the  acute  symp- 
toms and  signs  referable  to  the  abdomen  are  due  entirely  to 
the  overactivity  of  the  thyroid.  The  symptoms  referable  to 
the  abdomen  may  be  so  severe  as  to  suggest  a surgical  catas- 
trophe. In  two  of  three  such  cases  the  abdominal  signs  mim- 
icked acute  appendicitis.  One  of  these  patients  was  operated 
on  and  a normal  appendix  was  found.  The  pains  in  the  third 
patient  were  localized  in  the  left  upper  quadrant  of  the 
abdomen.  Postmortem  examination  showed  no  abdominal 
pathologic  condition  to  account  for  the  pains.  Differentiation 
is  not  always  possible,  since  hyperthyroid  patients  may  har- 
bor lesions  of  the  gastro-intestinal  tract. 
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MODERN  ASPECTS  OF  THE 
PNEUMOCONIOSIS  PROBLEM  AS  RELATED 
TO  INDUSTRY* * 

Gordon  E.  Hein,  M.D. 

SAN  FRANCISCO,  CALIF. 

Pneumoconiosis,  fibrosis  of  the  lung,  resulting 
from  inhalation  of  dust,  is  one  of  the  greatest  single 
hazards  in  industry.  Not  only  does  pneumoconiosis 
itself  cause  grave  pulmonary  lesions,  but  the  diseases 
which  come  in  its  wake,  namely,  tuberculosis,  lung 
tumor  and  cardiac  failure,  cause  prolonged  suffering 
before  death  finally  ends  life. 

Dusts  are  found  in  many  industries  and  different 
dusts  have  different  effects  on  the  lungs.  The  dust 
with  which  we  are  most  concerned  in  the  West  is 
that  containing  silica.  (Lanza  and  Vane^  estimate 
that  over  half  a million  workers  in  the  United  States 
are  exposed  to  the  silica  dust  hazard.)  However,  it 
may  be  that  related  compounds,  such  as  hydrous 
aluminum  silicate,  instead  of  silica  itself,  are  the 
harmful  substances.  In  addition  to  the  harm  caused 
by  silica  dust,  calcium,  iron,  asbestos  and  many 
other  similar  dusts  may  be  harmful  when  they 
reach  the  lungs.  Still  other  dusts,  for  example  coal 
dust,  may  reach  the  lung  and  in  ordinary  quantities 
may  not  be  irritating.  What  effect  the  recent  dust 
storms  of  the  Middle  West  will  have  on  the  lungs 
of  the  inhabitants  there,  it  is  much  too  soon  to 
prophesy. 

Ordinarily,  when  we  breathe,  most  of  the  dust  is 
caught  by  the  moist  mucous  membranes  of  the  air 
passages  of  the  nose  or  by  the  mucosa  of  the  throat 
or  trachea.  However,  if  dust  is  continuously  in- 
haled in  large  amounts,  it  will  eventually  reach  the 
bronchi  and  lungs.  Furthermore,  swallowed  dust 
can  also  reach  the  lungs  through  the  circulation. 
A curious  observation  was  made  by  Jarvis^  that, 
when  the  air  is  laden  with  dust,  nasal  respiration 
is  more  injurious  than  is  mouth  breathing,  because 
the  dust  in  mouth  breathing  collects  on  the  poste- 
rior pharyngeal  wall  and  is  expectorated  or  swal- 
lowed. 

The  lung  has  most  remarkable  tolerance  to  dust 
and  the  mere  mechanical  presence  of  foreign  mate- 
rial does  not  seem  to  embarrass  respiration  in  the 
average  patient.  In  silicosis,  however,  slow  changes 
take  place  with  the  passing  years,  probably  chiefly 

*Read  before  the  Forty-fourth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Boise,  Idaho,  Aug.  31-Sept.  4, 
1936. 

*From  University  of  California  Medical  School,  Divi- 
sion of  Medicine  at  San  Francisco  Hospital,  and  Depart- 
ment of  Public  Health,  San  Francisco. 

1.  Lanza,  A.  J.  and  Vane,  R.  J. : Prevalence  of  Silicosis 
in  General  Population  and  its  Effects  Upon  Incidence  of 
Tuberculosis.  Am.  Rev.  Tuberc.  29:8-16,  .Tan.,  1934. 

2.  Jarvis:  Quoted  by  Charles  P.  Emerson  in  Cecil’s 
Textbook  of  Medicine,  third  edition,  p.  907.  W.  B.  Saun- 
ders Co.,  Philadelphia.  1933. 


because  of  the  chemical  reaction  going  on.  Fibrosis 
results,  the  local  blood  supply  is  reduced,  and  the 
lung  becomes  less  resistant  to  infection.  The  pleura 
becomes  thickened;  adhesions  form  between  parie- 
tal and  visceral  pleurae,  obliterate  the  pleural  cav- 
ity, and  further  embarrass  respiration.  The  thick- 
ening of  the  pleura  may  be  extreme,  and  for  some 
reason  is  more  marked  posteriorly.  Consistently,  the 
most  marked  thickening  seen  at  autopsy  is  in  asso- 
ciation with  pneumoconiosis.  Undoubtedly  the  ten- 
dency to  form  adhesions  must  have  an  effect  on 
the  circulation.  In  addition  to  the  increased  work 
imposed  upon  the  heart,  particularly  the  right  side, 
the  heart  also  has  to  do  its  work  under  the  unfavor- 
able circumstances  of  not  being  freely  movable. 
This  later  results  in  the  circulatory  insufficiency  so 
tragic  in  the  last  days  of  the  patient  with  pneumo- 
coniosis. 

The  symptoms  and  signs  of  pneumoconiosis  are 
not,  as  a rule,  hard  to  recognize.  The  history  of 
exposure  to  dust,  particularly  in  mining  for  gold, 
copper,  or  zinc,  or  exposure  to  dust  in  any  trade 
which  necessitates  much  grinding,  points  to  the 
probability  of  pulmonary  disease.  The  mere  knowl- 
edge of  a patient’s  occupation  at  times  would  not 
indicate  the  possibility  of  pneumoconiosis  unless 
one  were  conversant  with  that  particular  occupation. 

For  instance,  in  California,  in  Santa  Barbara 
County,  is  mined  a substance  which,  because  of 
its  property  as  a nonconductor  of  heat,  is  widely 
used  in  furnaces.  It  has  a trade  name  which  does 
not  suggest  silica,  and  yet,  when  dry,  it  contains 
85  per  cent  silica.  Wishing  to  ascertain  the  effect 
of  exposure  to  this  dust,  Legge  and  Rosencrantz^ 
of  the  University  of  California  examined  the  miners 
and  laborers  employed  in  handling  this  material. 
They  observed  that  pneumoconiosis  of  various  de- 
grees caused  by  silica  was  present  in  68.5  per  cent 
of  the  workers  and  that  the  incidence  was  parallel 
to  the  length  of  the  employment — the  longer  the 
employment,  the  greater  the  chance  of  pneumoco- 
niosis. Most  of  the  men  who  were  examined  seemed, 
on  the  whole,  in  excellent  physical  condition  and 
signs  of  disease  were  few.  A limited  expansion  and 
a slightly  decreased  percussion  note  were  the  main 
signs  in  the  chest ; the  earliest  and  most  outstanding 
sign  was  clubbing  of  the  fingers  in  three-fourths  of 
the  men  who  had  demonstrable  pneumoconiosis. 

It  may  be  necessary  sometimes  to  scan  a person’s 
past  life  very  closely  to  find  the  source  of  the  dust. 
For  example,  in  the  course  of  a routine  examination, 
roentgenograms  of  one  man  showed  evidence  sug- 

3.  Legge,  R.  T.  and  Rosencrajitz,  E. : Observations  and 
Studies  on  Silicosis  uy  Diatoinaceous  SMiea.  Am.  .1.  Bub. 
Healt'i.  22:105.5-1060,  October,  1932. 
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gesting  either  healed  tuberculosis  or  pneumoconi- 
osis. He  gave  no  history  of  exposure  to  tubercu- 
losis or  of  ever  having  had  an  illness  which  might 
have  been  tuberculosis.  After  careful  questioning,  it 
was  learned  that  his  father  built  houses  and  that 
when  the  patient  was  a boy  it  was  his  duty  to 
sweep  out  the  dried  plaster  which  was  on  the 
floors  of  the  completed  houses.  This  very  dusty 
work  he  continued  to  do  over  a number  of  years. 
It  was  also  learned  that  his  brother  had  done  the 
same  work;  whereupon  a roentgenogram  was  taken 
of  the  brother’s  chest.  This  plate  showed  similar 
shadows,  so  that  it  is  probable  that  the  changes 
in  the  lung  were  the  result  of  the  dusty  occupation 
years  before. 

With  the  history  of  exposure  to  dust  there  may 
be  a story  of  cough  and  dark-colored  sputum,  but 
at  first  no  indication  of  the  disease  to  follow  is  evi- 
dent. A varying  latent  period  follows,  during  which 
the  individual  may  or  may  not  have  been  exposed 
to  dust.  The  average  length  of  this  latent  period  is 
about  ten  years.  Then,  because  of  slow  changes 
which  have  been  going  on  and  because  of  compli- 
cations therefrom,  a sudden  change  occurs  which 
makes  the  patient  a chronic  invalid.  Three  compli- 
cations usually  occur  and  the  symptoms  vary 
slightly,  depending  on  the  particular  complication. 
The  three  complications  are,  first,  tuberculosis; 
second,  cardiac  failure;  and,  third,  primary  lung 
tumor. 

The  patient  with  tuberculosis  added  to  pneumo- 
coniosis tells  a story  somewhat  as  follows:  he  has 
worked  as  a miner;  often  he  has  taken  up  some 
other  occupation  later;  he  has  been  fairly  well  for 
years  but  now  has  become  ill  and  unable  to  work. 
His  chief  trouble  is  his  shortness  of  breath  which 
is  not  marked  at  rest  but  which  becomes  evident 
with  the  slightest  movement.  He  has  a cough  which 
has  become  slightly  more  productive  and  the  spu- 
tum is  frequently  dark  colored.  He  may  or  may  not 
have  had  a hemorrhage  from  his  lungs. 

On  examination  he  is  found  to  have  a low  fever, 
99°  or  99.5°.  His  fingers  are  invariably  clubbed, 
one  of  the  earliest  and  most  consistent  signs,  present 
often  before  physical  examination  of  the  chest  or 
roentgen  films  show  changes.  Examination  of  the 
chest  reveals  some  of  the  changes  going  on  within. 
As  a rule,  the  shape  of  the  chest  is  emphysematous ; 
that  is,  the  anteroposterior  diameter  is  increased, 
the  ribs  are  more  transverse,  the  subcostal  angle  is 
obtuse,  the  normal  dorsal  kyphosis  is  greatly  exag- 
gerated, and  motion  is  markedly  restricted.  Because 
of  the  thickened  pleura,  vocal  fremitus  is  decreased. 
The  percussion  note  varies.  Usually  it  is  higher- 


pitched  than  normal,  with  a curious  hyperresonance, 
but,  if  the  pleura  is  thick  enough,  the  note  may 
even  be  flat.  Changes  occur  bilaterally.  The  breath 
sounds  are  distant.  Expiration  is  prolonged.  .\t 
times  frank  bronchial  breathing  may  be  heard,  and, 
if  the  tuberculosis  is  well  advanced,  signs  of  cavi- 
tation may  be  elicited. 

May  I here  emphasize  that,  in  the  presence  of 
pneumoconiosis,  there  is  need  of  conservatism  in 
interpreting  signs  to  mean  cavity  formation.  Often 
the  suspected  cavity  is  not  found  at  autopsy.  Care- 
ful examination  of  the  sputum  for  elastic  fibers  will 
prevent  errors  which  might  otherwise  justifiably 
occur.  Roentgen  examination  cannot  be  dispensed 
with.  Fibrosis  extending  out  from  the  hilum  into 
both  lungs,  the  changes  resulting  from  tuberculosis, 
evidence  of  thickened  pleura  and  pleural  adhesions 
visualized  by  roentgenization  give  us  a much  better 
understanding  of  the  changes  and  the  extent  of  the 
disease  process.  Examination  of  the  sputum  for  tu- 
bercle bacilli  must  often  be  done  again  and  again 
to  find  even  one  tubercle  bacillus,  and  often  inocu- 
lation of  a guinea  pig  with  the  sputum  must  be 
resorted  to  in  order  to  confirm  the  presence  of 
tuberculosis.  W.  Watkins-Pitchford  states  that  in 
South  Africa  “no  instance  is  known  to  the  Medical 
Bureau  of  a wife  having  developed  an  overtly 
tuberculous  affection  from  her  silicotic  husband, 
even  though  she  may  have  successively  married 
and  nursed  several  victims  of  the  disease.”  This  can 
mean  only  that  in  the  average  patient  with  pneumo- 
coniosis complicated  by  tuberculosis  there  are  very 
few  tubercle  bacilli  in  the  sputum. 

The  second  complication  which  may  and  usually 
does  occur,  either  alone  or  in  combination  with 
tuberculosis,  is  heart  failure.  Here,  also,  we  have 
the  story  of  exposure  to  dust,  the  long  latent  period, 
and  then  the  characteristic  shortness  of  breath. 
Likewise,  clubbed  fingers  are  present.  Fever  is 
absent,  but  the  presence  of  cyanosis,  distention  of 
the  peripheral  veins,  enlargement  of  the  liver,  edema 
of  the  lower  extremities  and  occasionally  one  of  the 
various  cardiac  arrhythmias  too  clearly  tell  the 
story  of  a failing  heart.  Pericarditis  with  effusion 
or  adhesions  is  not  uncommon,  but  in  our  experi- 
ence the  etiology  is  tuberculosis  associated  with 
tuberculosis  in  the  lung,  and  not  pneumoconiosis. 

The  third  complication  is  lung  tumor.  The  tumor 
is  usually  carcinomatous.  The  dyspnea,  clubbed 
fingers  and  other  findings  are  the  same  as  in  uncom- 
plicated pneumoconiosis.  Blood-spitting  is  more 
common.  Metastases  into  the  lung,  ribs,  bone,  brain, 
liver  or  lymph  nodes  may  call  attention  to  the  pres- 
ence of  the  tumor.  Pressure  on  the  neighboring 
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veins,  arteries,  esophagus,  thoracic  duct,  vagus, 
sympathetic  or  recurrent  laryngeal  nerves,  or  pres- 
sure on  the  sternum  or  spine  may  be  the  cause  of 
symptoms  or  signs  indicating  the  presence  of  tumor; 
or  roentgen  examination  may  show  the  shadow  of 
the  tumor  until  then  unsuspected.  If  the  pleural 
cavity  has  not  been  entirely  obliterated,  the  pres- 
ence of  bloody  fluid  may  lead  to  correct  diagnosis, 
and  examination  of  the  cellular  elements  in  such 
fluid  often  yields  information  necessary  for  diag- 
nosis. 

For  emphasis  it  might  be  well  to  consider  the 
findings  in  some  cases  proved  by  autopsy. 

CASE  REPORTS 

Case  I.  A miner,  64  years  of  age,  complained  of  cough, 
choking  sensation,  expectoration  of  bloody  material  and 
weakness.  He  had  been  a miner  for  30  years;  sometimes 
a coat  miner,  at  other  times  a gold  miner.  One  month 
before  admission  to  the  hospital  he  had  caught  cold  and 
his  cough  resulted  in  profuse  expectoration.  Eight  days 
before  entry  he  began  to  cough  up  blood,  and  the  choking 
sensation  increased  to  the  point  where  he  was  able  to  eat 
only  soft  or  liquid  food.  He  became  intensely  short  of 
breath. 

His  chest  was  emphysematous  in  shape,  and  expansion 
was  decreased  more  on  the  left  than  on  the  right.  Flatness 
was  present  at  the  right  base  and  many  rales  were  heard 
over  the  right  lung.  Breath  sounds  were  distant.  The  heart 
was  enlarged.  The  fingers  were  definitely  clubbed.  In  the 
right  cervical  region  was  a mass  of  lymph  nodes,  soft, 
movable,  and  not  attached  to  the  surrounding  tissues.  He 
had  a temperature  of  104°  to  105°  every  afternoon.  His 
sputum  did  not  contain  tubercle  bacilli.  Roentgenogram 
showed  widening  of  the  mediastinal  shadow.  He  died  six 
days  after  he  was  admitted. 

Autopsy  revealed  the  characteristic  black,  firm  lungs  of 
advanced  pneumoconiosis.  In  addition,  at  the  bifurcation 
of  the  trachea  there  was  a tumor  made  up  of  small  un- 
differentiated cells.  The  mucosa  of  the  bronchi  was  not 
ulcerated  but  the  lymph  nodes  were  involved.  The  path- 
ologist’s opinion  was  that  the  tumor  probably  originated 
in  the  lung  rather  than  in  the  mediastinum. 

Case  2.  Another  miner,  aged  45  years,  who  had  worked 
in  quartz  mines,  entered  the  hospital  complaining  of 
cough,  dyspnea,  pain  in  his  chest,  loss  of  weight,  night 
sweats  and  weakness  of  three  months  duration.  For  two 
months  he  had  been  hoarse,  and  on  admission  to  the  hos- 
pital he  was  almost  unable  to  speak.  He  had  a dry,  hack- 
ing cough.  He  had  begun  losing  weight  six  months  before 
entry  and  he  had  lost  about  twenty  pounds. 

Physical  examination  revealed  the  changes  resulting  from 
silicosis,  and,  in  addition,  the  presence  of  a mass  which 
was  later  confirmed  by  roentgenogram.  His  fingers  were 
clubbed.  Laryngeal  palsy  explained  the  hoarseness.  A thor- 
acotomy was  done  but  an  inoperable  carcinoma  was  found 
and  only  palliative  treatment  was  possible.  The  man  died. 

Autopsy  showed  pneumoconiosis,  and  a huge  tumor  was 
found  in  the  left  lung,  the  origin  of  which  was  uncertain. 
The  tumor  was  of  undifferentiated  cell  type  which  prob- 
ably began  from  alveolar  epithelium.  The  tumor  sur- 
rounded the  heart,  and  in  places  even  invaded  the  heart 
muscle.  In  addition,  adhesive  pericarditis  was  present  to 
the  extent  that  the  entire  pericardial  cavity  was  obliterated. 
A very  small  tuberculous  lesion  was  found  in  the  right  apex. 

Case  3.  The  following  case  of  a Serbian  miner,  44  years 
of  age,  illustrates  the  type  of  pneumoconiosis  complicated 
hy  tuberculosis.  This  man  came  to  California  from  Serbia 


at  the  age  of  17,  and  from  the  age  of  17  years  to  44  years 
he  worked  off  and  on  in  the  gold  mines.  He  had  been  ill  for 
about  six  months  before  he  came  to  the  hospital.  His  ill- 
ness began  with  a cough  which  became  progressively  more 
annoying.  His  temperature  rose  at  the  time  his  cough  be- 
gan; weakness  became  marked,  and  night  sweats  increased 
his  discomfort. 

He  was  sent  to  the  isolation  department  by  a physician 
who  thought  that  he  had  typhoid  fever,  but  was  almost 
immediately  transferred  to  the  medical  ward.  He  was  a 
heavy,  moderately  obese  man  with  flushed  cheeks  and 
definitely  cyanotic  lips,  ears  and  finger  tips.  His  fingers 
were  clubbed.  The  veins  of  his  neck  and  upper  extremities 
were  dilated  and  the  venous  pressure  was  increased.  Chest 
examination  revealed  an  emphysematous  thorax,  decreased 
expansion,  diminished  vocal  fremitus,  decreased  resonance 
which  was  more  marked  at  the  bases  where  the  note  was 
almost  flat.  Breath  sounds  were  very  distant  and  there 
were  no  rales.  Expiration  was  definitely  prolonged  despite 
the  decreased  intensity  of  breath  sounds.  The  heart  dullness 
was  increased  both  to  the  right  and  to  the  left ; the  cardio- 
hepatic  angle  was  obtuse;  the  sounds  were  distant;  and  the 
roentgenogram  helped  confirm  the  suspicion  of  the  peri- 
cardial effusion.  The  liver  was  felt  8 cm.  below  the  costal 
margin,  and  a small  amount  of  free  fluid  was  found  in  the 
peritoneal  cavity.  No  tubercle  bacilli  were  found  in  the 
sputum,  but  tapping  the  pericardial  cavity  yielded  pus  in 
which  were  found  tubercle  bacilli.  Adhesions  finally  oblit- 
erated the  pericardial  cavity  and  the  ascites  disappeared. 
He  seemed  to  be  improving  but  he  happened  to  slip  in  the 
bath  tub,  and  in  falling  struck  his  head  sufficiently  hard  to 
render  him  unconscious.  Thereupon  he  developed  signs  of 
meningitis  which  was  proved  to  be  of  tuberculous  origin 
and  which  caused  his  death. 

Autopsy  showed  an  extreme  degree  of  pneumoconiosis. 
Very  careful  search  revealed  almost  insignificant  areas  of 
pulmonary  tuberculosis.  Both  pleural  cavities  were  oblit- 
erated by  fibrous  adhesions.  Adhesive  pericarditis,  tuber- 
culous in  origin,  completely  obliterated  the  pericardial  cav- 
ity. A ruptured  tuberculoma  accounted  for  the  onset  of  the 
tuberculous  meningitis. 


One  of  the  best  reports  on  the  subject  of  pneu- 
moconiosis is  that  of  W.  Watkins-Pitchford-*  on  the 
silicosis  of  the  South  African  gold  miners.  At  the 
Rand  are  employed  nearly  200,000  miners,  Euro- 
pean and  native  African.  They  work  in  quartzite, 
which  contains  86  per  cent  silica.  The  miners  were 
carefully  examined  and  the  conclusions  from  this 
study  must  be  given  careful  consideration. 

From  its  beginning  in  1886,  the  mining  industry 
in  the  Transvaal  underwent  extraordinarily  rapid 
development.  From  1911  to  1923  more  than  $160,- 
000,000  worth  of  gold  was  mined.  Sickness  was 
produced  coincident  with  the  production  of  this 
vast  wealth,  but  it  has  not  been  until  recently  that 


much  attention  has  been  paid  to  the  prevention  of 
the  illness  which  results  from  the  presence  of  silica 
in  the  lung. 

I wish  to  quote  from  the  article  by  Watkins- 
Pitchford  the  following  recommendations  which 
were  made  in  order  to  protect  the  health  of  the 
miners: 

^ W. : Silicosis  of  South  African 

Gold  Mines,  and  Changes  Produced  in  it  by  Legislative 
and  Administrative  Efforts.  J.  Indust.  Hve 
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“Mechanical  precautions:  Practically  all  these  precau- 
tions are  directed  against  the  creation  of  dust  during  work 
and  to  supplying  the  workers  with  air  which  is  free  from 
dust  and  the  fumes  of  explosives. 

“The  most  beneficial  have  been: 

1.  Prohibition  of  machine  drills  unless  provided  with  an 
axial  water  feed. 

2.  Prohibition  of  the  blasting  of  the  “cut  and  round” 
separately  in  the  same  shift 

3.  Providing  that  blasting  should  take  place  only  once  in 
twenty-four  hours,  and  always  at  the  end  of  the  shift. 

4.  Prohibition  of  working  in  or  entering  any  place  the 
air  of  which  contains  dust  or  fumes  detectable  by  the  un- 
aided senses. 

5.  Securing  that  an  adequate  supply  of  clean  air,  and  of 
water  for  dust  prevention  shall  be  furnished  to  all  working 
places 

6.  Providing  that  no  broken  rock  shall  be  moved  unless 
thoroughly  wetted. 

“The  medical  measures  which  are  of  a precautionary  or 
preventive  nature  are  as  follows: 

“A  person  who  is  not  a miner  may  not  go  underground 
for  any  purpose  unless  he  has  been  examined  by  the  Medi- 
cal Bureau  (the  Special  Examination)  and  certified  not  to 
be  suffering  from  tuberculosis. 

“No  man  may  become  a miner  until  he  has  been  certified 
by  the  Medical  Bureau  (after  an  Initial  Examination)  to 
be  free  from  disease  of  the  lungs,  and  physically  fit  in 
other  respects  to  follow  the  occupation.  The  Bureau  con- 
siders that  the  scrutiny  of  a technically  satisfactory  radio- 
graph of  the  chest  forms  an  essential  part  of  both  the 
Special  and  the  Initial  examinations. 

“Every  man  who  is  employed  in  underground  work  must 
be  examined,  at  a Periodical  Examination,  at  least  once  in 
every  six  months;  this  examination  includes  the  taking  of 
a radiograph.  If  he  is  found  to  have  developed  simple 
silicosis,  he  is  informed  of  the  fact,  by  confidential  letter, 
and  is  at  liberty  to  take  his  compensation  and  retire  from 
the  work.  If,  however,  he  is  found  to  have  developed  either 
simple  tuberculosis  or  tuberculosis  with  silicosis,  he  is  pro- 
hibited from  again  going  underground,  and  must  take  his 
compensation  forthwith. 

“The  discovery  at  a Periodical  Examination  of  any  dis- 
ease calling  for  medical  treatment,  such  as  syphilis,  valvu- 
lar disease,  etc.  or  of  a condition  considered  premonitory  of 
tuberculous  disease,  is  confidentially  intimated  to  the  miner, 
and  he  is  advised  to  consult  his  own  doctor  about  it. 

“Laboratory  examinations  of  sputum,  urine,  blood,  etc., 
are  undertaken  as  often  as  deemed  necessary,  and  without 
any  restriction  as  to  number. 

“In  all  cases  of  suspected  development  of  tuberculosis, 
the  miner  is  admitted  to  the  Observation  Ward  of  the 
Bureau,  where  he  remains  under  close  medical  supervision 
for  three  days. 

“No  miner  is  finally  certified  to  be  tbe  subject  of  a com- 
pensable lung  disease  until  the  reaction  of  his  blood  to  the 
Wassermann  test  has  been  ascert. lined ; and,  if  this  be  posi- 
tive, the  results  of  specific  treatment  may  be  awaited  in 
certain  cases. 

“All  the  examinations  of  the  Medical  Bureau  are  carried 
out  free  of  cost  to  the  examinees,  and  when  an  employed 
miner  attends  for  his  Periodical  Examination,  his  day’s 
wage  is  guaranteed  by  his  employer. 

“If  the  Bureau  is  apprehensive  lest  a miner  be  develop- 
ing a disease  of  the  lungs,  he  is  examined  again  before  the 
expiry  of  the  usual  period  of  six  months. 

“When  genuine  doubt  exists  as  to  the  condition  of  a 
miner,  and  this  doubt  cannot  be  resolved  by  further  e.xam- 
inations,  it  is  the  custom  of  the  Bureau  to  give  its  decision 
in  favor  of  the  miner. 

“The  Medical  Bureau  works  in  close  cooperation  with 


the  South  African  Institute  for  Medical  Research;  it  is 
accommodated  in  the  same  buildings,  and  is  thus  enabled 
to  utilize  the  laboratory  services,  library,  museum,  and 
postmortem  laboratory  of  that  institution  ” 

As  a result  of  these  precautions,  the  incidence 
rate  for  simple  tuberculosis  was  reduced  from  259 
per  hundred  thousand  in  1917  to  90  per  hundred 
thousand  in  1923.  The  rate  for  pneumoconiosis 
complicated  by  tuberculosis  fell  from  860  to  164  in 
six  years.  An  unusual  feature  was  the  rarity  of 
malignancy  of  the  lungs.  Of  the  726  autopsies  per- 
formed, cancer  of  the  lung  was  found  in  four  and 
only  in  one  did  pneumoconiosis  and  carcinoma 
coexist. 

Observations  which  may  have  a bearing  on  the 
relationship  of  inhalation  of  foreign  material  to 
the  development  of  malignant  tumors  of  the  lung 
were  made  in  Bohemia  and  Saxony.  Just  across 
the  Erz  Mountains  on  the  Saxony  side  lies  Schnee- 
berg,  a mining  town.  For  years  the  pulmonary 
tumors  of  the  miners  of  Schneeberg  have  been  a 
subject  of  investigation.  It  has  been  known  for 
some  centuries  that  the  miners  in  Schneeberg  died 
with  symptoms  of  lung  disease.  In  1879,  the  disease 
was  shown  to  be  due  to  malignant  tumor  of  the 
lung.  Further,  in  1926,  the  type  of  tumor  was 
proved  to  be  carcinomatous.  Arsenic  in  the  ore  was 
thought  to  be  the  irritating  substance  concerned 
with  the  subsequent  tumor  development. 

In  northern  Bohemia,  just  forty  miles  across  the 
mountains  from  Schneeberg,  is  Joachimsthal,  for 
centuries  a mining  center.  Silver,  cobalt,  nickel,  bis- 
muth, arsenic  and  radium  have  been  successively 
mined  there.  The  large  silver  piece  of  money  known 
as  J oachimsthaler  from  which  the  German  word 
thaler  and  subsequently  our  word  dollar  came,  was 
first  coined  about  1518.  Despite  the  extensive  min- 
ing done  in  that  vicinity,  very  little  attention  was 
paid  to  the  diseases  from  which  the  miners  of 
Joachimsthal  died. 

In  1926,  Pirchan®  observed  his  first  case  of  car- 
cinoma of  the  lung  in  a patient  in  Joachimsthal  and 
three  years  later  with  SikP  he  reported  the  cases  of 
cancer  of  the  lung  in  the  miners  of  Joachimsthal 
observed  from  1929  to  1930.  During  that  year, 
nineteen  miners  died  and  postmortem  examinations 
were  made  on  thirteen.  In  the  thirteen,  cancer  of 
the  lung  was  found  in  nine.  Eight  were  more  or 
less  circumscribed  cancers  primary  in  the  lung 
parenchyma  which  metastasized  both  by  way  of  the 
lymph  stream  and  by  way  of  the  blood. 

At  present  pneumoconiosis  in  the  miners  of  this 

5.  Pirchan,  A.  and  Sikl,  H. : Cancer  of  Lung  in  Miners 
of  Jachymov  (Joachimsthal)  ; Report  of  Cases  Observed 
in  1929-1930.  Am.  J.  Cancer.  16:681-722,  July,  1932. 
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region  is  only  very  moderate  because  respirators  are 
used  and  Pirchan  and  SikI  are  not  inclined  to  con- 
sider the  degree  of  pneumoconiosis  as  a cause  of 
cancer.  They  feel  that  radium  emanations  are  the 
irritant  substance  leading  to  the  development  of 
cancer  but  they  admit  that  they  cannot  rule  out 
arsenic  as  a cause.  It  may  be  noted  that  arsenic 
was  thought  to  be  the  irritant  substance  at  Schnee- 
berg,  and  that  improvement  in  eliminating  it  re- 
sulted in  decreasing  the  number  of  lung  tumors 
there.  However,  Pirchan  and  Sikl  point  out  that 
the  mines  of  Schneeberg  as  well  as  those  of  Joach- 
imsthal  contain  both  radium  and  arsenic. 

It  may  be  that  an  uncommon  combination  of 
pneumoconiosis  and  malignant  tumor  of  the  lung 
in  the  same  patient  is  a coincidence  only.  Further 
observation  will  probably  show  a definite  connec- 
tion. The  relationship  between  pneumoconiosis  and 
tuberculosis,  and  pneumoconiosis  and  cardiac  failure 
is  now  recognized. 

The  treatment  of  pneumoconiosis  must  neces- 
sarily be  preventive,  inasmuch  as  at  present  we  have 
no  way  of  stopping  the  process  when  it  has  once 
started.  Codein  is  probably  the  most  valuable  drug 
in  giving  relative  comfort  by  relieving  dyspnea  and 
is  decidedly  more  effective  than  morphine. 

One  of  the  interesting  and  widespread  effects  of 
pneumoconiosis  is  on  the  medicolegal  aspect.  It 
may  be  noted  that,  as  the  result  of  the  rulings  in 
compensation  cases  involving  pneumoconiosis,  the 
statute  of  limitations  was  revoked,  so  that  many 
new  suits  will  undoubtedly  be  filed  alleging  disease 
from  an  industrial  hazard. 
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The  management  of  carcinoma  of  the  cervix  of 
the  uterus  is  very  unsatisfactory  at  the  present 
time.  The  reason  for  this  lies  in  the  fact  that  there 
is  a lamentable  ignorance  on  the  part  of  the  profes- 
sion as  a whole  and  the  laity  concerning  the  early 
manifestations  of  the  disease,  which  leads  to  neglect 
of  symptoms  until  the  disease  is  so  far  advanced 
that  its  discovery  is  of  little  importance  to  the  pa- 
tient and  results  in  one  of  those  heart  sickening 
losing  fights  that  most  of  us  have  exp>erienced  and 
abhor. 

Authorities  are  pretty  well  agreed  that,  whether 


these  patients  are  treated  radiologically  or  surgi- 
cally, the  results  are  about  the  same  as  far  as  the 
different  groups  of  the  Schmitz  classification  are 
concerned.  That  is  to  say,  there  is  practically  no 
hope  of  cure  in  group  IV,  about  25  to  30  per  cent 
in  group  III,  about  50  to  60  per  cent  in  group  II, 
and  about  90  per  cent  in  group  I.  These  statistics 
deal  with  five  year  cure,  and  the  mortality  rates 
are  considerably  higher  in  groups  II  and  HI,  when 
the  patients  are  followed  for  ten  to  fifteen  years. 
There  is  not  a corresponding  mortality  increase  in 
the  group  I cases,  and  this  emphasizes  the  impor- 
tance of  the  early  diagnosis  and  prompt  application 
of  treatment  in  this  disease. 

What,  then,  are  the  cardinal  points  to  be  ob- 
served in  the  diagnosis  of  early  carcinoma  of  the 
cervix  uteri?  We  are  told  in  our  lectures  and  text 
books  on  the  subject  that  watery  serous  discharge 
and  bleeding  between  periods  or  metrorrhagia  after 
the  menopause  and  contact  bleeding  are  early  signs 
of  carcinoma.  To  be  sure,  these  are  the  earliest 
signs  which  present  themselves  to  the  patient,  and 
which  stimulate  her  to  seek  medical  advice.  It  is  at 
this  stage  of  the  disease  that  most  physicians  first 
see  carcinoma  of  the  uterus.  Naturally,  if  they 
make  the  diagnosis  promptly  and  remove  the  uterus, 
they  feel  that  they  have  reason  to  congratulate 
themselves  and  the  patient  on  a good  piece  of  work. 

However,  there  is  an  earlier  phase  of  carcinoma 
of  the  cervix  which  I wish  to  emphasize  and  which 
is  most  important  to  appreciate,  if  we  are  to  make 
any  real  progress  in  the  treatment  of  this  disease. 

Chronic  cervicitis,  I am  convinced,  precedes  car- 
cinoma of  the  cervix  in  all  cases.  I base  this  conclu- 
sion on  the  observation  of  a considerable  number 
of  relatively  early  carcinomas,  all  of  which  showed 
cervicitis.  Most  of  these  cases  of  cervicitis  show  in- 
fection of  the  glands  and  in  a high  percentage  of 
such  cases  the  streptococcus  fecalis  can  be  recov- 
ered, as  was  shown  by  Maryan  working  in  my 
clinic.  What  the  relationship  between  this  chronic 
cervicitis  and  carcinoma  of  the  cervix  may  be  is  not 
clear  at  this  time,  but  that  it  exists  there  is  no 
doubt. 

Cervical  tears  may  or  may  not  be  present  in  a 
given  case.  The  tears  themselves  are  never  the  seat 
of  carcinoma.  They  may  indirectly  be  responsible 
for  the  development  of  a carcinoma  by  providing 
favorable  conditions  for  infection  and  irritation  of 
the  epithelium  of  the  cervical  glands. 

On  inspecting  a torn  or  chronically  infected  cer- 
vix of  a woman  over  twenty,  for  it  has  been  amply 
demonstrated  that  girls  even  younger  may  develop 
carcinoma  of  the  cervix,  we  mifst,  if  we  are  to  do 
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our  full  duty  by  the  patient,  consider  seriously  the 
possibility  of  carcinoma,  even  in  the  absence  of  the 
symptoms  mentioned  above. 

A localized  swelling  on  the  cervix  may  present 
itself.  If  on  puncture  with  a small  knife  this  proves 
to  be  solid  and  not  a nabothian  cyst,  we  become  at 
once  suspicious  of  the  possibility  of  malignancy  and 
study  it  carefully  with  the  aid  of  the  colposcope. 

The  colposcope  is  an  instrument  designed  by 
Hinselman  for  the  purpose  of  magnifying  the  cervi- 
cal mucosa  about  ten  diameters.  In  an  early  car- 
cinomatous lesion  the  elevation  of  the  growth  above 
the  surface  can  be  easily  appreciated.  The  blood 
vessels  stop  at  the  border  of  the  growth  and  early 
necrobiotic  changes  may  be  detected. 

Leukoplakia  spots  can  also  be  seen  and  their  de- 
velopment followed  in  a given  case,  sometimes  over 
a period  of  months  and  years.  Schiller  has  seen 
such  lesions  developed  into  carcinoma  as  long  as  six 
years  after  discovery.  While  the  colposcope  is  a 
valuable  adjunct  to  the  study  of  these  cases,  it  is 
by  no  means  essential.  It  simply  magnifies  the 
changes  which  can  be  appreciated  by  the  naked 
eye,  if  attention  is  focused  on  the  lesions  in  routine 
examinations. 

Recently  another  adjunct  has  been  proposed  as 
an  aid  to  diagnosis  of  these  lesions  by  Schiller. 
He  has  used  Gram’s  iodine  solution  to  paint  the 
cervix.  He  noted  that  the  cdls  of  the  cervical 
mucosa  took  a deep  brown  stain,  and  that  those  of 
carcinomatous  nature  did  not  stain  well.  This  is 
explained  by  the  fact  that  vaginal  epithelium  is 
rich  in  glycogen,  while  carcinoma  cells  have  little  or 
no  glycogen.  We  use  a modification  of  this  test, 
using  Lugol’s  solution,  which  gives  better  contrast, 
almost  routinely  in  vaginal  examinations  in  our  out- 
patient clinic. 

We  find  that  other  conditions  than  carcinoma 
give  modifications  of  the  iodine  stain.  Leukoplakias 
that  have  not  gone  on  to  malignant  change  may  fail 
to  stain  entirely.  Nabothian  cysts  sometimes  fail  to 
take  the  stain.  Simple  erosions  take  the  iodine  stain 
but,  instead  of  taking  a deep  brown  stain,  appear 
tan  colored.  Scar  tissue  also  does  not  stain  well. 
However,  one  soon  learns  to  differentiate  between 
those  simple  lesions  and  those  representing  changes 
significant  of  early  carcinoma. 

While  the  above  measures  are  of  great  value  in 
calling  our  attention  to  suspicious  lesions  which 
will  bear  further  investigation,  the  actual  diagnosis 
of  carcinoma  must  inevitably  rest  on  the  micro- 
scopic picture.  The  value  of  biopsy  when  positive 
is  admitted  by  all.  The  danger,  however,  of  the 


average  biopsy  failing  to  demonstrate  carcinoma  of 
the  cervix  of  the  uterus  when  present  has  not  been 
sufficiently  stressed.  We  have  sections  taken  at  dif- 
ferent levels  of  the  same  piece  of  tissue  removed 
for  biopsy,  some  of  which  show  carcinoma  and 
others  quite  distinctly  negative  for  carcinoma.  The 
importance,  then,  of  selecting  the  proper  tissue  for 
biopsy  is  at  once  apparent. 

Because  we  do  not  trust  our  own  ability  to  make 
a proper  selection  of  tissue  for  biopsy  in  all  cases, 
we  have  adopted  a method  of  obtaining  tissue  which 
we  feel  offers  the  minimum  chance  of  overlooking  a 
carcinoma  of  the  cervix.  This  method  insures 
against  overlooking  those  malignancies  that  begin 
development  in  the  cervical  canal  and  hence  can- 
not be  seen  by  the  colposcope,  or  reached  by  Schil- 
ler’s stain.  It  consists,  briefly,  of  removing  a cone 
from  the  cervix,  the  axis  of  which  is  the  cervical 
canal,  its  base  the  cervical  tissue  for  about  a centi- 
meter from  the  external  os,  and  the  apex  the  cervi- 
cal canal  close  to  the  internal  os.  This  is  removed 
as  in  a Sturmdorf  trachelorrhaphy  and  the  cavity 
lined  by  vaginal  mucosa  as  in  Sturmdorf’s  opera- 
tion. 

The  removed  cone  is  split  on  one  side  from  the 
canal  outward  and  flattened  out.  Eight  biopsy  speci- 
mens are  now  cut  out  of  the  circumference  of  the 
cervix  at  points  most  suggestive  of  carcinomatous 
change,  as  shown  by  inspection  before  and  after 
applying  Lugol’s  stain.  These  pieces  of  tissue  about 
2 mm.  thick  are  blocked,  sectioned  and  stained. 

Microscopically  we  recognize  three  deviations 
from  the  normal  in  addition  to  chronic  inflamma- 
tory changes: 

1 . Metaplasia  in  which  there  is  a change  in  polar- 
ity of  the  cells  with  polychromatophilia,  some  atypi- 
cal mitosis,  but  no  penetration  of  the  basement 
membrane. 

2.  Precancerous  changes  which  include  marked 
changes  in  polarity  of  the  cells,  Schiller’s  line  form- 
ation, polychromatophilia,  piling  up  of  epithelium 
in  layers  in  the  glands,  and  an  occasional  beginning 
penetration  of  the  basement  membrane. 

3.  Finally,  the  early  carcinoma  which  shows  the 
preceding  changes,  plus  an  unmistakable  penetra- 
tion of  the  basement  membrane,  formation  of  epi- 
thelial pearls,  atypical  mitotic  figures  in  abundance. 

It  will  be  noted,  however,  that  even  in  this  well 
marked  stage  histologically,  and  probably  for  some 
months  after  its  development  in  most  cases,  that  the 
necrosis  and  degenerative  changes  that  would  give 
rise  to  the  earliest  symptoms  which  would  attract 
the  attention  of  the  patient  are  absent.  It  will  fur- 
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ther  be  appreciated  that  by  the  time  these  symp- 
toms have  developed  in  a given  case,  the  danger  of 
lymphatic  invasion  and  broad  ligament  metastasis 
is  great.  The  importance,  then,  of  observing  the 
changes  early  and  of  radical  treatment  as  soon  as 
the  diagnosis  is  made  can  hardly  be  overemphasized. 

There  are  several  other  factors  that  should  not 
be  overlooked  in  connection  with  this  discussion. 
There  is  considerable  evidence  to  prove  that  certain 
individuals  possess  a constitutional  tendency  to 
malignant  degenerative  changes  which  formed  the 
basis  of  the  Cohnhein  theory  of  the  development  of 
carcinoma. 

Therefore,  it  would  seem  logical  that  in  those 
women  who  have  a distinct  familial  tendency  to 
malignancy  or  in  whom  malignant  changes  have 
appeared  elsewhere  in  the  body,  as  in  the  breast, 
ovary  or  vulva,  particular  attention  be  paid  to  the 
cervical  epithelium  which  is  the  second  most  com- 
mon site  in  the  body  for  the  development  of  car- 
cinoma. Routine  periodic  examinations  every  six 
months  is  advised  in  this  class  of  patient. 

.\s  a corollary  to  the  above  it  may  be  stated  that 
benign  tumors  of  the  uterus,  such  as  cervical  polyps 
and  fibroids  of  the  uterus,  should  also  suggest,  be- 
cause of  the  evident  biologic  deviation  from  the 
normal,  that  carcinomatous  change  might  be  more 
frequently  encountered  than  in  normal  uteri.  There 
is  much  evidence  to  support  such  a view.  Concomi- 
tant carcinoma  of  the  cervix  and  fibroids  of  the 
uterus  are  not  uncommon.  Carcinoma  of  the  cervi- 
cal stump  occurring  years  after  the  removal  of  the 
body  of  the  uterus  for  fibroids  are  all  too  common. 
The  finding  of  carcinoma  at  the  base  of  a benign 
uterine  polyp  or  of  a carcinoma  of  the  uterine  endo- 
metrium in  association  with  uterine  fibroids  is  not 
at  all  infrequent.  It  is,  therefore,  necessary  to  be 
constantly  on  the  watch  for  evidence  of  malignancy 
in  these  cases. 

For  this  reason  we  advise  a routine  inspection 
of  the  cervix  for  evidence  of  carcinomatous  or  pre- 
carcinomatous changes,  including  Schiller’s  stain, 
colposcopic  inspection  when  available,  and  biopsy 
and  dilatation  and  curettage  in  all  suspicious  cases. 
Radical  operation  is  deferred  in  these  cases  until 
the  biopsy  specimens  can  be  examined,  when  pan- 
hysterectomy is  done  in  all  cases  in  which  carcinoma 
is  discovered,  and  the  cases  are  followed  up  with 
radium  and  roentgenization  if  necessary. 

Carcinoma  developing  in  the  cervical  canal  may 
be  difficult  to  detect  on  casual  examination.  We 
have  found  the  procedure  suggested  by  John  G. 
Clark  to  be  of  value  in  these  cases.  This  consists  of 


passing  a fine  probe  into  the  canal  beyond  the  in- 
ternal os.  If  there  is  a carcinoma  present  consider- 
able bleeding  will  often  result. 

There  is  a very  treacherous  form  of  carcinoma 
to  which  I have  recently  called  attention.  These 
occur  in  women  past  the  menopause  who  have  an 
associated  stricture  of  the  cervix.  As  a result  of  the 
stricture,  the  symptoms,  such  as  watery  discharge 
or  bleeding,  do  not  appear  until  there  has  occurred 
considerable  invasion  of  the  cervical  tissue.  When 
the  stricture  finally  is  involved  in  the  carcinomatous 
necrosis  or  sloughs  out,  a large  crater  develops  rap- 
idly with  signs,  symptoms  and  physical  findings  of  a 
group  III  carcinoma.  It  is  a good  rule,  therefore,  to 
probe  the  cervix  of  all  women  past  the  menopause 
to  determine  the  patency  of  the  canal,  and  to  dilate 
any  strictures  so  discovered  to  prevent  the  develop- 
ment of  such  occult  carcinomata.  Curtis  has  re- 
cently pointed  out  that  cervical  stricture  in  elderly 
women  is  not  uncommon. 

From  the  foregoing  it  would  seem  that  the  means 
for  the  detection  of  early  carcinoma  of  the  cervix 
are  available.  The  difficulty  in  the  application  of 
the  measures  here  outlined  seems  to  be  the  ig- 
norance or  indifference  or  carelessness  of  both  the 
laity  and  profession  as  regards  these  facts.  There  is 
too  great  a tendency  to  regard  carcinoma  as  a 
mysterious,  incurable  malady,  over  which  we  have 
no  control. 

There  is  much  talk  about  the  discovery  of  some 
specific  which  can  be  applied  at  any  stage  of  the 
disease  with  curative  results.  This  happy  solution 
of  the  problem  is  to  be  devoutly  prayed  for,  but 
at  present  there  is  nothing  apparent  that  yields 
much  ground  for  hope  in  this  connection.  On  the 
other  hand,  there  is  sound  reason  to  believe  that,  if 
we  intensively  attack  the  problem  along  the  lines 
here  indicated,  and  resolve  that  a vigorous  offense 
is  the  best  defense  against  this  disease,  there  is  no 
doubt  in  my  mind  that  the  present  mortality  rate 
can  be  reduced  materially.  The  real  problem  is  how 
can  we  prevail  upon  the  Washington  farmer  to 
realize  that  it  is  just  as  fundamental  a proposition 
to  have  his  wife  examined  for  carcinoma  every  so 
often  as  it  is  to  have  his  herd  tested  for  tubercu- 
losis; for  the  women  of  Washington  to  realize  that 
about  one  out  of  every  five  of  them  over  forty-five 
years  of  age  is  destined  to  die  of  this  disease  if 
nothing  is  done  about  it.  This  is  your  problem,  since 
you  are  friends  and  neighbors  of  these  people. 

You  must  see  to  it  that  they  get  the  proper  ad- 
vice concerning  these  matters,  that  they  are  thor- 
oughly examined  when  they  apply  to  you  for  ad- 
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vice,  that  they  return  for  examination  if  the  find- 
ings prove  suspicious  and  that  operative  interven- 
tion is  undertaken  in  the  early  stages  of  the  dis- 
ease when  it  will  accomplish  permanent  results. 
These  things  can  only  be  accomplished  at  the  ex- 
pense of  considerable  time,  patience  and  effort  on 
the  part  of  the  physician,  but  the  goal  is  worth  the 
effort.  If  you  cannot  attain  all  of  the  refinements 
of  diagnosis  in  your  community,  much  may  still  be 
done  by  earnest  men  in  using  whatever  facilities 
they  have  in  diagnosing  and  treating  this  disease. 

DISCUSSION 

S.  F.  Herrmann  of  Tacoma:  Whenever  we  trust  the 
examining  finger  to  tell  us  of  the  condition  of  the  cervix 
uteri  we  are  missing  a possible  opportunity  of  making  a 
diagnosis  of  early  cancer.  We  cannot  all  do  exactly  the 
type  of  work  which  is  done  in  a university  clinic,  but  a 
report  such  as  Dr.  Falls  has  given  us  is  highly  stimulating. 
We  are  reminded  and  presented  with  proof  that  cancer  of 
the  cervix  can  be  recognized  early,  if  proper  inspection  is 
made.  If  we  wait  for  symptoms  as  a signal  for  investiga- 
tion, we  will  find  only  advanced  lesions.  That  is  no  ac- 
complishment. But  to  discover  early  lesions  with  a cura- 
bility of  over  90  per  cent  rewards  us  with  true  joy  of 
achievement. 

In  my  own  experience  Schiller’s  iodine  test  has  been  dis- 
appointing if  not  useless.  However,  it  causes  the  examiner 
to  look  more  closely  and  even  that  alone  gives  it  value.  I 
cannot  discuss  the  colposcope,  because  I have  had  no  ex- 
perience with  it.  I have  had  the  opinion  that  there  was 
little  more  reason  for  using  a magnifying  lens  in  inspecting 
the  vagina  than  there  would  be  in  examining  the  mouth 
and  tonsils.  Doubtful  lesions  will  need  biopsy.  I am  sure 
that  Dr.  Falls  does  not  intend  that  many  of  us  should  rush 
out  after  this  meeting  to  buy  colposcopes.  The  instrument 
has  been  of  value  in  his  hands  but  would  be  impractical 
for  most  of  us.  His  message  is  rather  to  emphasize  visual 
inspection;  and  he  has  shown  us  what  it  may  be  possible 
to  see. 

I wish  to  endorse  very  emphatically  Dr.  Falls’  method  of 
biopsy.  He  does  not  shave  off  a small,  almost  microscopic 
bit  of  tissue,  in  which  an  expert  cytologist  must  examine 
individual  cells.  If  biopsy  is  indicated,  he  cones  out  the 
entire  cervLx.  Such  technic  gives  adequate  tissue  for  study 
and  may  even  conceivably  remove  the  entire  lesion,  if  it 
is  still  only  so-called  carcinoma  in  situ.  It  is  a good  general 
rule  that  the  taking  of  a biopsy  specimen  should  mean  the 
removal  of  the  entire  lesion  whenever  this  is  feasible. 

One  rule  which  has  been  useful  to  me  in  helping  to  de- 
cide whether  a cervix  is  a dangerous  cervix  is  a statement 
made  by  Broders  that  a cystic  cervix  is  rarely  the  seat  of 
cancer.  The  presence  of  nabothian  cysts  encourages  me  to 
cauterize  a cervix,  but  in  such  a case  I am  not  much  wor- 
ried about  malignancy.  This  rule  simply  means  that  cervi- 
cal cancer  is  nearly  always  a squamous  cell  growth  arising 
on  the  surface.  Adenocarcinoma  is  very  rare  in  this  loca- 
tion ; cystic  glands  do  not  become  cancerous. 

Another  useful  suggestion  is  that  of  passing  a small  probe 
into  the  cervical  canal.  If  stenosis  is  shown  or  if  bleeding 
occurs  too  readily,  we  must  look  out  for  a lesion  arising 
above  the  portio  vaginalis. 

Let  me  emphasize  again  what  Dr.  Falls  has  shown  us. 
Early  cancer  can  be  seen  and  cured  if  only  we  will  learn 
to  look  for  it.  Be  sure  to  look.  The  more  you  look  the 
more  you  see. 


HYDROCHLORIC  ACID  THERAPY 
Frank  L.  Wood,  M.D. 

LYNDEN,  WASH. 

It  is  only  a few  years  since  Ferguson^  began  his 
epoch-making  researches  in  connection  with  intra- 
venous hydrochloric  acid  therapy.  Today  it  cannot 
be  doubted  by  anyone  acquainted  with  the  results 
obtained  over  a period  of  years  by  him  and  other 
continuous  users  of  this  therapy  in  a great  variety 
of  infections  and  blood  dyscrasias  that  it  is  one 
of  the  most  valuable  therapeutic  agents  in  the 
hands  of  the  medical  profession.  Whether  hydro- 
chloric acid  therapy  is  effective  or  not  in  the  per- 
manent cure  of  any  type  of  cancer  has  not  been 
sufficiently  well  proved  to  make  the  treatment  ap- 
pealing to  the  average  doctor  until  he  has  exhausted 
all  of  the  recognized  methods  of  treating  this  ter- 
rible malady.  But  in  hopeless  cases,  according  to 
those  most  experienced  with  this  treatment,  it 
seems  to  be  of  value  in  relieving  pain  and  staying 
the  progress  of  the  disease. 

The  fields  in  which  this  therapy  has  proved  to  be 
most  efficacious  are  infections  and  blood  dyscrasias. 
Its  proved  effect  in  these  conditions  is  to  increase 
the  number  of  blood  corpuscles,  both  white  and 
red,  or  improve  their  functional  activity.  Just  why 
it  does  this  is  not  clear,  but  that  it  does  do  it  has 
been  proved  conclusively  and  repeatedly  in  the  per- 
sons of  the  investigators  themselves  and  their  pa- 
tients. They  have  repeatedly  verified  their  clinical 
findings  by  blood  counts,  so  that  there  can  be  no 
question  as  to  the  reliability  of  their  information. 

Let  us  see  how  firm  a scientific  foundation  we 
have  for  hydrochloric  acid  therapy  before  we  go 
into  a description  of  some  of  its  clinical  effects. 
Ferguson  and  others  have  repeatedly  demonstrated 
by  blood  counts  before  and  after  the  administration 
of  weak  hydrochloric  acid  solutions  intravenously 
and  intramuscularly  in  themselves,  and  in  healthy  as 
well  as  ill  persons,  that  the  polymorphonuclear  leu- 
cocytes are  very  decidedly  increased  in  number.  Is 
this  not  sufficient  proof  that  theoretically  the  acid 
should  be  beneficial  in  infections?  It  has  also  been 
proved  in  like  manner  that  the  acid  has  the  power  of 
increasing  the  number  of  red  cells.  Here  an  interesting 
theory  may  be  developed  to  account  for  this  change. 
I cannot  find  that  anyone  else  thus  far  has  discussed 
this  fact,  but  we  have  scientific  corroboration  from 
a recognized  source  of  the  findings  of  Ferguson 
and  others  in  the  relationship  which  the  hydro- 
chloric acid  of  normal  gastric  juice  bears  to  erythro- 
poiesis. 

1.  Ferguson,  B. ; Clinical  Results  from  Stimulated  Leu- 
kocytosis. Clin.  Med.  & Surg.  37:589-593.  Aug.,  1930. 
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iVIiddleton^  has  discussed  the  work  of  Morris  and 
his  associates  in  Cincinnati  who  found  a marked 
response  in  the  formation  of  reticulocytes  after  the 
intramuscular  injection  of  concentrated  gastric  juice. 
These  men  were  of  the  opinion  that  this  response 
was  due  to  the  presence  in  the  gastric  secretion  of 
a hormone  which  they  designated  as  addisin.  In 
view  of  similar  results  which  have  repeatedly  been 
obtained  by  Ferguson  and  others  through  the  intra- 
muscular or  intravenous  administration  of  simple 
dilutions  of  hydrochloric  acid,  it  seems  reasonable 
to  believe  that  the  results  obtained  by  Morris  et  al 
were  due  to  the  hydrochloric  acid  in  the  gastric 
juice  and  not  to  any  specific  hormone.  This  postu- 
late is  still  further  borne  out  in  a negative  way  by 
the  same  experimenters  in  a case  of  polycythemia 
vera,  for  it  was  found  that  repeated  gastric  lavage 
resulted  in  a temporary  reduction  in  the  erythro- 
cyte count.  Middleton,  in  discussing  the  findings  of 
these  men,  even  went  so  far  as  to  suggest  that 
partial  gastrectomy  might  be  a logical  treatment  of 
polycythemia. 

Thus  it  would  seem  that,  in  spite  of  the  opinions 
of  the  uninformed  and  misinformed  critics  of  acid 
therapy  who  contend  that  the  administration  of 
hydrochloric  acid  cannot  affect  the  blood  picture 
favorably,  the  amount  of  hydrochloric  acid  secreted 
or  ingested  does  affect  erythropoiesis.  Let  us  go 
further.  We  all  know  that  achlorhydria  is  the 
common  accompaniment  of  pernicious  anemia.  It 
has  been  impossible  to  say  which  was  cause  and 
which  effect,  but  in  view  of  the  above  mentioned 
findings  and  what  we  know  about  hydrochloric  acid 
therapy,  it  seems  likely  that  the  achlorhydria  is 
the  cause  and  the  anemia  the  effect.  Whether  the 
oral  administration  of  hydrochloric  acid  can  bring 
about  marked  relief  in  anemia  is  doubtful,  but  the 
users  of  hydrochloric  acid  therapy  intramuscularly 
and  intravenously  have  proved  conclusively  that 
by  these  methods  it  does  improve  the  blood  picture 
in  some  forms  of  anemia.  Thus  we  must  conclude 
that  intravenous  hydrochloric  acid  therapy  is  safe, 
harmless  and  effective  in  erythropenia  and  infec- 
tions. The  recent  report  of  Hanes,  Hansen-Pruss 
and  Edwards  on  the  internal  administration  of 
normal  gastric  juice  in  pernicious  anemia  does  not 
disprove  this  contention. 

While  other  writers  have  presented  their  clinical 
experiences  with  this  therapy  in  a vast  array  of 
infecti(<ns  and  blood  dyscrasias,  I have  not  used 
the  tnjatment  extensively,  in  order  to  avoid  the 
charge  of  using  it  as  a cure-all.  This  limited  expe- 
rience during  a little  more  than  a year  has  con- 

2.  Middleton,  W.  S. ; Recent  Trends  in  Medicine.  North- 
west Med.  34:1-6,  Jan.,  1935. 


vinced  me  of  its  great  value.  Only  a few  case  reports 
will  be  given.  The  reader  is  referred  to  the  interest- 
ing reports  of  Ferguson,  Guy^  and  others  and  to 
their  books  for  a complete  summary  of  the  diseases 
in  which  it  has  proved  successful. 

Case  1.  Mr.  J.  T.,  age  35.  Diagnosis,  idiopathic  epididy- 
mitis. No  venereal  history.  History  otherwise  negative. 
Physical  findings  negative  except  for  a very  tender  nodule 
one  and  one-half  centimeters  in  diameter  in  the  right 
epididymis.  Onset  with  chill,  high  fever,  pain,  tenderness 
in  epididymis  and  dragging  pain  in  right  hypogastrium 
when  standing  erect. 

First  seen  twenty-four  hours  after  onset.  Temperature 
103°,  patient  very  sick  and  nauseated.  Treatment  first 
twenty-four  hours  expectant  with  support  and  hot  fo- 
mentations but  without  benefit.  .\t  second  visit  10  cc., 
1:1500  HCl  were  administered  intravenously.  Twenty-four 
hours  later  all  symptoms  markedly  relieved  and  tempera- 
ture 100°.  Again  10  cc.,  1:1500  HCl  were  administered 
and  after  twenty-four  hours  all  evidences  of  the  disease 
had  disappeared,  including  the  nodule,  and  the  patient  was 
up  and  dressed.  No  recurrence. 

CASE  REPORTS 

Case  2.  Mr.  F.  B.,  age  36.  History  negative.  Patient  tall 
and  slender.  One  month  before  consulting  me  he  began  to 
lose  weight  and  strength  as  well  as  appetite,  and  during 
that  period  he  had  lost  twenty-five  pounds  in  weight  and 
appeared  emaciated,  although  his  color  was  fairly  good. 
Physical  examination  disclosed  nothing  whatever  except 
emaciation.  Patient  had  no  subjective  symptoms  except  loss 
of  appetite  and  weakness  which  were  progressive.  No 
stomach  symptoms,  and  no  stomach  analysis  was  made. 

Complete  blood  examination  disclosed  a negative  Wasser- 
mann,  hemoglobin  65  per  cent;  color  index  .8;  red  count 
3,920,000;  white  count  5600;  slight  anisocytosis  and  poikilo- 
cytosis;  polymorphs  54  per  cent;  lymphocytes  37  per 
cent;  large  mononuclears  5 per  cent;  eosinophiles  and  baso- 
philes,  each  2 per  cent.  No  abnormal  leucocytes  or  nu- 
cleated red  cells.  Here  was  a blood  dyscrasia  seemingly  of 
insufficient  severity  to  account  for  the  clinical  disturbance 
present,  but  as  no  other  etiologic  factor  could  be  found, 
hydrochloric  acid  therapy  was  decided  upon.  Ten  cc.  of 
1:1000  solution  were  administered  daily  for  six  days. 

After  the  second  injection  the  patient  said  he  felt  much 
better  and  after  the  sixth  he  was  able  to  do  his  usual  farm 
work  without  resting  during  the  day.  His  appetite  had 
markedly  improved  and  claimed  he  had  gained  six  pounds. 
He  was  satisfied  he  was  well  and  refused  further  treatment 
or  blood  examinations.  Nearly  a year  has  elapsed  and  he 
has  continued  in  perfect  health  and  of  normal  strength. 

Case  3.  Mr.  G.  Z.,  age  45.  History  negative.  Always 
healthy  and  strong  until  July  last  year,  when  he  began  to 
have  vague  pains  in  the  abdomen.  These  soon  localized 
themselves  in  the  region  of  the  gallbladder  and  became 
more  severe,  but  never  severe  enough  to  require  opiates. 
Daily  temperature  99°  to  100°  in  the  afternoon.  Unable 
to  do  any  work  for  three  weeks  prior  to  consulting  me. 
Treated  himself  medically  for  one  month  without  benefit. 
Diagnosis,  mild  cholecystitis,  and  this  was  verified  by  Dr. 
W D.  Kirkpatrick  of  Bellingham.  Further  treatment  for 
two  weeks  with  salines,  sodium  succinate  and  diet,  but 
without  benefit.  Gradually  became  worse. 

Nearly  two  months  after  the  onset  of  the  disease,  daily 
intravenous  injections  of  1:1000  hydrochloric  acid  were 
begun.  Marked  improvement  after  the  first  injection.  Pain 
and  tenderness  for  two  or  three  hours  on  some  days  and 
none  on  others  for  the  first  five  days  of  the  treatment.  The 

3.  Guy,  W.  B. : Hydrochloric  Acid  and  Mineral  Ther- 
apy. Record  Press.  1934  ; Three  Years  HCl  Therapy.  Med. 
World,  1936. 
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temperature  went  to  101°  shortly  after  the  third  injection 
but  after  the  fifth  it  disappeared  entirely  and  never  re- 
curred. The  treatments  were  continued  for  ten  days  and 
since  there  were  no  remaining  symptoms  of  the  disease 
they  were  discontinued.  After  five  days,  however,  the  pain 
and  tenderness  recurred  for  part  of  a day  and  the  patient 
returned  for  treatment.  Daily  injections  of  1:500  HCl 
were  administered  for  five  days  and  three  or  four  at  semi- 
weekly intervals.  After  first  1:500  injection  all  symptoms 
disappeared  and  have  not  returned,  nearly  a year  later. 

Case  4.  Mr.  H.  D.  A.,  age  40.  Multiple  furuncles  of  right 
thigh  over  a period  of  three  months  with  no  sign  of 
abatement  Patient  unable  to  work  because  several  furuncles 
in  various  stages  of  development  were  constantly  present. 
Various  remedies  had  been  tried.  When  consulted,  I imme- 
diately began  treatment  with  hydrochloric  acid  intra- 
venously with  the  result  that  no  new  furuncles  formed 
after  the  first  treatment  and  those  present  quickly  healed. 

Several  Washington  physicians  have  told  me  of 
experiences  similar  to  mine.  A prominent  Seattle 
urologist  told  me  that  in  some  inoperable  prostates 
and  in  others  in  which  operation  had  been  refused, 
marked  benefits  had  been  obtained  by  him  through 
the  use  of  dilute  HCl  solutions  administered  intra- 
venously. 

In  addition  to  its  efficacy,  this  treatment  has  two 
advantages.  It  is  always  entirely  harmless  and  it  is 
cheap.  Too  many  of  the  new  remedies  which  are 
offered  to  the  profession  are  later  found  to  be 
harmful  in  some  way  or  even  dangerous  to  life  and 
most  of  them  are  expensive.  Intravenous  hydro- 
chloric acid  therapy  has  been  in  use  now  for  sev- 
eral years;  many  physicians  are  employing  the 
therapy  daily;  many  articles  have  been  written  and 
case  reports  published.  Only  one  warning  need  be 
given  in  connection  with  its  use.  It  has  such  a 
wide  range  of  usefulness  and  the  results  obtained 
with  it  are  often  so  miraculous  that  there  is  a 
tendency  to  try  it  in  conditions  of  doubtful  diag- 
nosis without  first  exhausting  every  means  of  ob- 
taining the  correct  one. 

SUMMARY 

Dilute  hydrochloric  acid  in  weak  solutions  ad- 
ministered intravenously  or  intramuscularly  has  a 
wide  range  of  usefulness  in  the  treatment  of  infec- 
tions, blood  dyscrasias  and  some  other  conditions. 

The  clinical  results  obtained  by  its  use  depend 
in  part,  at  least,  on  its  ability  to  bring  about  leuco- 
cytosis  and  erythropoiesis. 

Its  empiric  use  has  been  supported  by  laboratory 
findings  and  in  part  by  reputable  scientists  through 
the  experimental  intramuscular  injection  of  concen- 
trated gastric  juice. 

The  relationship  between  gastric  hydrochloric 
acid  and  erythropoiesis  has  been  demonstrated 
further  through  the  relief  of  polycythemia  vera  by 
repeated  gastric  lavage  and  the  association  of 
achlorhydria  with  pernicious  anemia. 


BLOOD  IN  LEAD  POISONING 
T.  E.  P.  Gocher,  M.D. 

SAN  FRANCISCO,  CALIF. 

No  blood  count  is  specific  for  lead  poisoning. 

I consider  the  stipple  cell  count  shows  that  the 
liver  is  involved,  and  will  give  a rough  idea  of  the 
patient’s  toxic  reaction  to  lead.  Stipple  cells  may 
readily  be  deposited  in  the  tissues  by  giving  potas- 
sium iodide.  The  stipple  count  is  usually  given  as 
so  many  per  2000  red  cells. 

The  reticulocyte  blood  count  is  valuable  in  con- 
sidering the  degree  of  lead  stimulation.  A count  as 
high  as  175,000  reticulocytes  per  cubic  millimeter 
may  be  found  and  yet  no  symptoms  of  lead  poison- 
ing. This  case  should  be  considered,  though,  a po- 
tential lead  poisoning.  In  two  cases  of  lead  encepha- 
litis the  count  was  about  96,000  reticulocytes  a 
cubic  millimeter.  The  highest  reticulocyte  count  I 
have  found,  without  stipple  cells,  was  95,000. 

The  following  is  an  outline  of  the  reaction  of 
the  blood  to  lead  poisoning.  I consider  that  there 
are  at  least  three  different  varieties  of  lead  poison- 
ing: (1)  the  nerve  type,  most  commonly  sympa- 
thetic nerve  involvement,  (2)  the  gastric  or  liver 
type  with  cramps,  vomiting  and  nausea,  (3)  com- 
bination of  the  two  above  types. 

NERVE  TYPE 

The  diagnosis  of  this  type  is  in  that  most  or  all 
of  the  symptoms  are  related  to  the  nervous  system, 
either  organic  and/or  sympathetic.  There  usually  is 
no  drop  in  the  number  of  red  cells  or  in  the  hemo- 
globin. The  gastric  symptoms  are  very  slight,  if 
any.  The  stipple  cells  are  few  and/or  there  may  be 
none.  The  reticulocyte  cell  count  is  high,  depending 
on  the  severity  of  the  case.  This  type  often  occurs 
when  lead  fumes  are  inhaled.  The  onset  may  be 
very  sudden,  even  in  one  or  two  days. 

LIVER  TYPE 

In  this  type  there  are  severe  gastric  symptoms 
such  as  vomiting,  nausea  and  cramps.  The  hemo- 
globin may  drop  from  15  to  50  points  in  one  to 
three  weeks.  The  red  cells  may  drop  into  the  low 
three  million  class.  The  stipple  cells  show  a marked 
increase,  and  may  run  from  60  to  600  in  a 2000  cell 
count.  The  reticulocyte  cells  also  show  .i  marked 
increase  even  to  65,000  or  175,000.  This  iicreased 
cell  count  may  occur  in  one  to  three  weel.s  from 
onset  of  exposure. 

Red  cells.  In  the  nerve  type  the  red  blooi  cells 
may  remain  normal  or  nearly  so.  The  hemoglobin 
may  remain  normal,  even  80  to  95  per  cent  or  more. 
In  some  liver  cases,  the  drop  of  red  cells  is  ma  rked. 
They  may  drop  to  around  three  million. 
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Hemoglobin.  In  nerve  cases  the  hemoglobin  rarely 
drops,  and  remains  around  80  to  95  per  cent.  In 
the  so-called  liver  cases  there  was  a marked  drop 
in  a short  time  even  to  50  or  60  per  cent.  I con- 
sider that  this  is  due  to  a disrupted  function  of  the 
liver,  due  to  the  action  of  lead  and  its  toxic  effect. 

Stipple  cells.  In  nerve  cases  there  may  be  no  or 
very  few  stipple  cells.  In  the  liver  type  the  stipple 
cells  may  go  to  or  be  over  600  cells  in  a 2,000  red 
cell  count.  I consider  there  is  a close  relationship 
between  the  liver  and  stipple  cells;  the  higher  the 
stipple  cell  count,  the  greater  the  liver  is  affected.  In 
all  cases  where  vomiting  and  cramps  occurred,  I 
found  an  increased  stipple  cells  count. 

Reticulocytes.  I found  a marked  increase  in  retic- 
ulocytes in  all  cases  where  there  was  lead  absorp- 
tion or  intoxication.  The  count  should  be  over  5,000 
for  diagnosing  lead  poisoning.  The  count  may  go  as 
high  as  175,000  cells  a cubic  millimeter.  The  fact 
that  the  cell  count  is  high  does  not  mean  there  is 
actual  lead  poisoning  present.  In  my  opinion  it 
means  that  lead  is  being  absorbed  and  stimulating 
the  body  and  in  a high  count  one  should  consider 
the  case  a potential  lead  poisoning,  and  in  many 
instances  a minor  condition  superimposed  may  pre- 
cipitate lead  poisoning. 

Cramps.  I consider  cramps  are  caused  by  sym- 
pathetic nerve  stimulation.  Lead  acts  on  these 
nerves  and  may  cause  a marked  increase  in  their 
excitability  or  ability  to  react  to  a stimulus.  Blood 
counts,  while  cramps  are  present,  will  vary  from 
one  to  two  stipple  cells  and  from  2,500  to  7,500 
reticulocytes,  the  average  being  about  6,000  reticu- 
locytes. I find  the  hemoglobin  and  red  cells  are  not 
affected.  The  diastolic  blood  pressure  first  drops 
when  cramps  are  present  and  will  return  to  normal 
as  soon  as  they  have  gone. 

Basophilic  aggregation  test.  This  blood  count  is 
a good  general  count  but  in  my  opinion  does  not 
show  the  difference  between  nerve  and  liver  types 
of  cases.  It  does  not  tell  us  the  degree  of  lead 
absorption  and/or  stimulation,  but  shows  toxicity. 
I consider  that  the  usual  percentage  taken  for 
danger  is  high.  The  usual  1-5  per  cent  considered 
should  be  halved  and  .75  per  cent  considered  a 
danger  point.  I found  no  relation  between  the 
basophilic  aggregation  count  and  hemoglobin. 

CONCLUSIONS 

The  reticulocyte  count  in  my  opinion  will  show 
the  degree  of  lead  stimulation  and  later  absorption 
very  early  and  in  one  to  two  weeks.  The  reticulo- 
cyte cells  will  also  show  a reaction  to  treatment. 
If  the  case  is  chronic  the  cells  will  slightly  rise  and 


then  drop.  I consider  it  of  value  in  the  preventive 
treatment  of  lead  poisoning. 

The  stipple  cells  show  the  reaction  of  the  toxicity 
of  the  lead  on  the  patient.  In  some  cases  an  increase 
in  stipple  cells  may  occur  very  rapidly,  while  in 
other  cases  it  may  be  a long  time  before  they 
appear.  Much  depends  on  the  individual  suscepti- 
bility of  the  person  to  lead. 

I doubt  the  value  of  the  hemoglobin  in  the  pre- 
vention of  lead.  When  the  percentage  is  low  the 
patient  usually  has  lead  poisoning,  unless  he  has 
an  anemia  to  start  with.  Severe  lead  poisoning  may 
be  present  with  a normal  hemoglobin.  The  action 
of  the  red  cells  corresponds  to  that  of  hemoglobin. 

I consider  for  lead  prevention  the  stipple  and 
reticulocyte  cells  are  of  great  value  in  showing  both 
toxicity  and  the  degree  of  absorption  of  lead. 

333  Pine  Street. 


Acute  Hematogenous  Osteomyelitis  In  Children.  The 
distinct  entity  that  Vernon  L.  Hart,  Minneapolis  {Journal  A. 
M.  A.,  Feb.  13,  1917),  considers  is  the  acute  stage  of  hema- 
togenous osteomyelitis  in  children.  Acute  hematogenous  os- 
teomyelitis is  a local  manifestation  of  a blood  stream  infec- 
tion which  is  usually  transient.  The  skeletal  infection  is  al- 
ways secondary  to  a remote  infection,  the  source  of  which 
is  usually  the  integument  or  the  mucous  membranes  of  the 
upper  respiratory  regions.  A bacteremia  necessarily  precedes 
the  localization  of  infection  in  the  osseous  system.  Cultures  of 
blood  and  pus  demonstrate  that  the  most  common  infective 
agent  is  Staphylococcus  aureus.  Staphylococcus  albus.  Strep- 
tococcus pyogenes  and  pneumococcus  organisms  are  also 
frequent  causative  agents.  The  first  skeletal  manifestation  of 
acute  hematogenous  osteomyelitis  is  localized  within  a single 
metaphysis.  The  primary  involvement  of  the  bone  is  not  in 
the  cortex  of  the  main  shaft  and  medullary  cavity.  Acute 
hematogenous  metaphysitis  is  a distinct  clinical  entity.  It  rep- 
resents the  earliest  clinical  phase  of  acute  hematogenous  oste- 
omyelitis when  the  infection  is  confined  within  the  interior  of 
the  affected  metaphysis.  It  is  during  this  period  that  proper 
surgical  treatment  may  prevent  extensive  osseous  and  joint 
involvement,  necrosis  and  sequestration  of  bone.  Radical  gut- 
ter operations  on  the  cortex  of  the  main  shaft  and  medullary 
cavity  during  the  acute  stage  of  the  disease,  are  surgically  and 
anatomically  unsound.  Dehydration  should  be  prevented  and 
controlled  if  present.  The  surgical  treatment  includes  con- 
servative but  adequate  metaphysical  drainage.  The  surgical 
principles  are  based  on  the  fundamental  clinical  and  patho- 
logical investigations  of  the  late  Dr.  C.  L.  Starr.  The  patho- 
genesis of  the  disease  is  determined  by  anatomic  features  of 
the  bone  and  joint  system. 


PUGET  SOUND  SURGICAL  SOCIETY 
Saturday  March  13,  is  the  date  set  for  the  annual  meet- 
ing of  Puget  Sound  Surgical  Society  to  be  held  in  Seattle. 
The  guest  speaker  will  be  John  M.  T.  Finney,  Jr.,  Asso- 
ciate in  Surgery,  Johns  Hopkins  University.  Dr.  Finney 
will  conduct  clinics  during  the  day  at  King  County  Hos- 
pital, beginning  at  9 o’clock  in  the  morning  and  at  2:30  in 
the  afternoon.  Members  of  the  Society  will  be  hosts  at  a 
banquet  at  the  Rainier  Club  in  the  evening,  at  which  Dr. 
Finney  will  give  an  address  on  the  subject,  “Pyloroplasty 
and  Duodenostomy.”  Scheduled  also  in  the  evening’s  pro- 
gram is  the  presentation  to  King  County  Hospital  of  a 
bust  of  Seattle’s  first  physician. 
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BRITISH  COLUMBIA  HEALTH  INSURANCE 
POSTPONED 

Inauguration  of  the  health  insurance  scheme  in 
British  Columbia,  which  was  to  have  gone  into  ef- 
fect March  1,  has  been  postponed.  The  official  order 
of  postponement  came  after  a series  of  meetings 
both  public  and  private,  much  comment  in  the 
press  and  a great  deal  of  general  discussion  by  the 
public.  In  order  to  understand  just  what  has  taken 
place  in  the  Province,  it  is  necessary  to  review 
certain  events  of  the  past  several  years  which  led 
up  to  the  authorization  of  the  scheme  in  March, 
1936.  British  Columbia  has  long  been  known  as  a 
liberal  or  socially-minded  Province,  and  the  pres- 
ent government  is  overwhelmingly  liberal.  Dissatis- 
faction with  the  efficiency  of  the  present  system  of 
medicine  has  been  evident  for  many  years.  The 
medical  profession  itself  feels  that  certain  groups 
of  the  population  at  present  receive  inadequate 
care.  This  feeling  is  in  no  sense  an  outgrowth  of 
the  depression,  but  perhaps  has  been  somewhat 
intensified  and  crystallized  by  it. 

Evidence  that  the  depression  had  nothing  to  do 
with  the  development  of  ideas  for  health  insurance 
is  offered  by  the  fact  that  in  April,  1929,  there 
was  appointed  a Royal  Commission  on  State  Health 
Insurance  and  Maternity  Benefits.  This  commission 
published  a progress  report  in  1930  and  a final 
report  in  1932.  The  latter  report  contained  the 
recommendation  “ — for  the  early  establishment  in 
British  Columbia  of  a suitable  compulsory  health 
insurance  plan,  including  maternity  benefits — 
The  British  Columbia  Medical  Association  then 
propounded  a set  of  principles  which  were  consid- 
ered essential  in  any  such  scheme.  These  principles 
included  free  choice  of  physician  and  a demand 
that  the  state,  industry,  and  the  worker  should 
be  assessed  according  to  their  responsibility. 

In  1934  the  Committee  on  Economics  of  the 
Canadian  Medical  Association  presented  at  the  an- 
nual meeting  a very  comprehensive  report  on  health 
insurance  throughout  the  Dominion.  Certain  princi- 
ples suggested  for  incorporation  in  any  such  scheme 


in  any  province  were  a part  of  this  report.  The 
principles  laid  down  in  this  report  have  since  been 
modified,  but  the  medical  profession  in  Canada 
feels  that  health  insurance  in  some  form  will  prob- 
ably come,  and,  providing  that  quality  of  medical 
service  is  maintained  and  continued  improvement 
is  guaranteed,  they  are  not  opposed  to  it. 

It  is  not  surprising,  therefore,  that  when  in  1934 
the  Provincial  Secretary  sent  a questionnaire  to  the 
medical  men  of  British  Columbia,  asking  if  they 
would  approve  a plan,  sponsored  by  the  Province, 
to  give  medical  care  to  indigents,  dependents,  pen- 
sioners and  people  of  low  income,  a majority  an- 
swered in  the  affirmative.  This  questionnaire  sent 
out  by  Dr.  Weir,  a doctor  of  philosophy,  then  and 
now  Provincial  Secretary,  was  not  official,  and  no 
official  record  was  taken  of  the  response.  It  is 
understood,  however,  that  about  seventy-five  per 
cent  of  the  replies  favored  some  such  plan. 

In  1935  a Hearings  Committee  was  appointed, 
which  drew  up  a proposed  plan.  This  plan,  which 
included  care  for  indigents,  dependents  and  those 
of  low  income,  was  approved  by  all  who  studied  it. 
It  was,  as  far  as  could  be  determined  at  that  time, 
an  ideal  plan.  It  placed  upon  the  Province  the 
burden  of  the  care  of  those  who  could  not  them- 
selves contribute  to  the  fund  which  was  to  be  estab- 
lished for  the  administration  of  the  plan.  Upon 
presentation  to  the  government,  it  was  discovered 
that  it  would  be  impossible  to  put  through  any 
plan  which  made  the  Province  in  any  way  respon- 
sible financially.  The  legislators  flatly  refused  to 
appropriate  any  money  for  the  care  of  those  most 
in  need.  In  spite  of  this  declaration,  the  Govern- 
ment sponsored  and  had  passed  in  March,  1936,  a 
bill  which  authorized  the  establishment  of  a Health 
Insurance  Commission.  The  chairman  of  the  com- 
mission, to  hold  office  for  seven  years,  was  given 
a salary  of  from  five  to  seven  thousand  dollars 
per  year.  This  position  is  now  filled  by  Allon 
Peebles,  a doctor  of  philosophy  and  student  of 
economics. 

The  commission  became  active  almost  immedi- 
ately, and  held  hearings  with  various  interested 
groups.  Among  these  was  the  committee  appointed 
from  the  College  of  Physicians  and  Surgeons  of 
British  Columbia.  Repeated  hearings  of  the  com- 
mittee and  the  commission  were  held  throughout 
the  latter  part  of  1936  and  January,  1937.  It  soon 
became  evident  to  members  of  the  profession  that 
the  commission  had  no  interest  in  the  preservation 
of  scientific  medicine  or  even  in  adequate  service  to 
those  most  in  need.  The  regulations  which  were 


March,  1937 


EDITORIAL 


101 


proposed  from  time  to  time  by  the  commission  did 
not  provide  sufficient  remuneration  for  the  care  of 
those  on  moderate  income,  and  made  no  provision 
whatever  for  the  care  of  indigents,  pensioners  and 
those  of  very  low  income. 

The  final  plans  published  by  the  commission, 
January  10,  1937,  provided  for  the  distribution  of 
medical  services  and  payment  of  physicians  under 
a dual  system  of  capitation  and  fee  for  services. 
•All  insured  persons  were  to  announce  their  selec- 
tion of  a general  practitioner,  this  selection  to  be 
changeable  at  the  end  of  the  quarter.  The  general 
practitioner  was  then  to  receive  $3.60  per  year  per 
member  of  his  panel.  The  general  practitioner  was 
to  provide  all  medical  and  surgical  service,  with 
the  exception  of  certain  specialized  forms  of  surgery 
or  those  examinations  or  operations  requiring  spec- 
ialized instruments.  If  the  general  practitioner  were 
to  do  all  his  own  general  surgery,  he  was  to  have 
received  forty  cents  per  year  per  member  in  addi- 
tion. Obstetrics  was  to  be  paid  for  at  the  rate  of 
twenty-four  dollars  a case. 

Sixty-five  cents  per  year  per  member  was  to  be 
put  in  a pool,  from  which  all  services  of  all  special- 
ists, including  special  surgery,  were  to  be  paid.  Pay- 
ment of  specialists  was  to  be  made  on  a fee  for 
service  basis,  the  amount  of  payment  being  adjusted 
to  the  fee  according  to  the  size  of  the  pool.  It  was 
proposed,  also,  to  set  aside  fifty  cents  per  year 
per  member  as  a reserve,  from  which  distribution 
might  be  made  to  correct  any  inequalities  appear- 
ing after  the  plan  was  put  in  operation. 

Thus,  five  dollars  fifty  cents  was  adjudged  suffi- 
cient to  provide  complete  medical,  surgical  and 
obstetric  service  by  the  medical  profession.  Funds 
to  enable  the  administration  of  this  scheme  were 
to  have  been  contributed  by  those  steadily  em- 
ployed at  a salary  of  not  less  than  ten  dollars  per 
week,  nor  more  than  eighteen  hundred  dollars  per 
year,  and  the  employers  of  such  persons.  Thus  it  is 
seen  that  there  was  no  provision  made  for  indi- 
gents or  those  on  very  low  income  or  pensions. 
Neither  could  part-time  workers  be  considered  to 
come  under  this  plan.  Thus  a large  share  of  British 
Columbia’s  industrial  population  would  be  excluded 
from  the  benefits. 

Public  reaction  to  the  proposal  was  surprisingly 
intense  and  decidedly  illuminating.  It  became  ap- 
parent that  the  only  group  in  favor  of  the  plan  was 
the  Canadian  Commonwealth  Federation,  a group 
purported  to  be  communistic  in  tendency.  The 
intelligent  labor  group  and  most  of  the  general  pop- 
ulation were  strongly  opposed  to  inauguration  of  the 


scheme.  Newspaper  comment  was  at  times  sharp, 
especially  so  after  one  member  of  the  commission 
had  displayed  strong  prejudice  in  publicly  denounc- 
ing the  medical  profession.  It  was  even  suggested  by 
one  well-informed  columnist  that  such  prejudice 
might  be  sufficient  cause  to  ask  for  reorganization 
of  the  commission. 

The  medical  profession,  while  deeply  concerned 
over  the  proposal,  maintained  a most  serene  and 
detached  attitude  throughout  the  proceedings.  While 
compensation  was  an  element  in  the  objections  to 
the  plan,  the  other  elements  of  unfairness  were 
stressed  fully  as  much.  In  all  probability  this  splen- 
did attitude  by  the  members  of  the  profession  in 
British  Columbia  and  their  representatives  had 
much  to  do  with  the  ultimate  crystallization  of 
public  opinion  and  resulting  cancellation  of  the 
scheme.  When  a questionnaire  was  sent  to  six  hun- 
dred thirty-five  members  of  the  College  of  Physi- 
cians and  Surgeons  of  British  Columbia,  six  hun- 
dred twenty-five  answers  were  received  within  a 
short  time.  Of  these,  six  hundred  twelve  disap- 
proved of  the  plan  and  expressed  themselves  will- 
ing to  combat  it  in  united  effort.  Only  thirteen 
favored  the  plan.  In  view  of  the  sharp  public 
response  and  the  overwhelming  opinion  of  the  med- 
ical profession,  the  commission  on  February  20  sent 
out  official  announcement  that  the  scheme  would 
not  go  into  effect  on  March  1 as  planned. 

FEATURES  OF  STATE  MEDICINE 

Whether  or  not  state  medicine  will  be  estab- 
lished in  this  country  is  a matter  of  constant  agi- 
tating debate.  On  the  one  hand,  there  are  certain 
interests,  more  or  less  organized,  which  are  con- 
stantly contending  for  measures  leading  to  the  estab- 
lishment of  such  a system.  On  the  other  hand,  there 
is  a practically  united  medical  profession  and  those 
believing  in  its  integrity  as  promoting  the  best  in- 
terests of  the  people  of  our  country,  who  are  e.xert- 
ing  their  best  efforts  to  defeat  such  measures.  In 
view  of  this  contention,  anything  published  on  the 
particular  workings  of  state  medicine  in  other  coun- 
tries is  of  vital  interest  to  all  interested  in  this 
problem. 

In  support  of  their  claims  of  efficiency  of  state 
medicine  its  proponents  endorse  compulsory  health 
insurance  in  Germany  as  an  example  of  the  bene- 
fits resulting  from  this  system.  It  is  enlightening  to 
note  some  facts  presented  by  New  York  State  Jour- 
nal of  Medicine,  calling  attention  to  the  decreas- 
ing number  of  German  doctors  and  the  increasing 
number  of  bureaucratic  clerks  and  functionaries. 
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It  quotes  from  the  League  of  Insurance  Physicians 
of  Germany  as  follows:  ‘‘There  were  30,559  in- 
surance physicians  employed  in  the  Third  Reich 
according  to  a report  under  date  of  July  1,  1936. 
In  1933  there  were  32,620  so  employed.  Thus  there 
was  a decrease  of  2,061  doctors,  despite  the  fact 
that  in  the  same  period  the  number  insured  was 
increased  by  more  than  two  million  persons.  .Ac- 
cording to  the  National  Bureau  of  Statistics,  the 
administrative  personnel  of  the  sick  insurance  so- 
cieties numbered  35,635  persons  in  1934  and 
36,229  persons  in  1935.”  This  is  a practical  dem- 
onstration of  the  decrease  of  medical  service  under 
compulsory  health  insurance,  where  conditions  are 
supposed  to  be  most  ideal  for  its  propagation. 

There  is  every  reason  for  anxiety  concerning 
the  development  of  compulsory  health  insurance  in 
this  country.  .Although  statements  from  New  Deal 
sources  have  stated  that  the  administration  has  no 
purpose  of  fostering  the  establishment  of  state 
medicine,  yet  many  indications  point  to  the  con- 
tinuance of  this  agitation.  The  rumor  has  been  cir- 
culated that  some  such  system  is  being  developed, 
eventually  to  be  based  on  L^nited  States  Public 
Health  Service.  In  our  state  legislatures  of  the 
Northwest  bills  have  been  introduced  to  establish 
compulsory  health  insurance,  for  the  most  part 
devised  and  instigated  by  laymen,  whose  knowledge 
of  medical  necessities  is  questionable  and  whose 
plans  for  instituting  state  medicine  are  unique  and 
undesirable  for  the  most  part.  Not  only  the  medi- 
cal profession  but  all  who  are  interested  in  main- 
taining a high  standard  of  medical  care  for  our 
people  need  constantly  to  be  on  guard  and  to  in- 
form themselves  concerning  movements  to  accom- 
plish these  purposes. 

UNRESTR.AINED  CONTR.ACEPTION 

For  many  years  the  National  Committee  on 
Federal  Legislation  for  Birth  Control  has  struggled 
with  great  assiduity  for  the  repeal  of  the  restrictions 
contained  in  the  Comstock  laws  enacted  in  1873 
which  have  acted  as  a restraint  for  the  free  public 
dissemination  of  information  regarding  birth  con- 
trol. Last  December  a decision  handed  down  by 
the  United  States  Circuit  Court  of  .Appeals  declared 
that  these  old  prohibitive  laws  “are  no  longer  de- 
signed to  prevent  the  importation,  sale  or  carriage 
by  mail  of  things  which  might  intelligently  be  em- 
ployed by  conscientious  and  competent  physicians 
for  the  purpMDse  of  saving  life  or  promoting  the 
wtII  being  of  their  patients.”  This  decision  re- 
moves all  restrictions  for  transmission  by  mail  of 


contraceptives  or  publicly  imparting  information 
on  the  matter  of  birth  control.  It  extends  no  privi- 
lege to  the  ordinary  practitioner  which  he  has  not 
exercised  for  years,  since  every  doctor  advises  his 
patients  who  seek  information  regarding  limitation 
of  offspring.  Evidence  of  this  fact  is  apparent  in 
the  reduced  number  of  children  among  the  well- 
to-do,  including  many  who  are  most  vociferous 
against  birth  control,  based  on  moral  or  ecclesias- 
tical reasons. 

Jubilant  Margaret  Sanger,  who  has  labored  for 
years  to  bring  about  this  result,  congratulates  the 
medical  profession  on  now  being  able  to  contribute 
to  the  health  and  well  being  of  the  nation  by  the 
ability  to  include  birth  control  among  their  serv- 
ices, hospitals  and  dispensaries.  If  anyone  is  doubt- 
ful as  to  any  necessity  for  promoting  birth  con- 
trol, let  him  consider  the  situation  in  Puerto  Rico, 
an  island  approximately  one  hundred  by  fifty  miles 
in  dimensions  with  a population  equal  to  that 
of  the  state  of  Washington.  Competent  observers 
claim  that  the  unmatched  poverty  and  perpetual 
economic  distress  of  the  majority  of  the  citizens 
are  due  primarily  to  the  unlimited  productivity 
of  the  peon  class,  whose  offspring  make  constant 
annual  increase  to  the  impoverished  and  underfed 
population.  Commentators  state  that,  during  a 
period  of  official  birth  control  measures,  this  un- 
limited reproduction  was  checked,  only  to  be  re- 
sumed when  these  measures  terminated. 

Alany  economists  and  social  workers  believe  that 
a conservative  standard  of  birth  increase  can  be 
regulated  by  skillful  dissemination  of  contraceptive 
information  among  that  portion  of  the  population 
whose  multiplicity  it  seems  best  to  control.  What- 
ever controversy  may  have  existed  on  these  mat- 
ters in  the  past,  for  the  future  there  will  be  no 
legal  hindrance  in  establishing  any  methods  which 
are  desired  in  the  way  of  instruction  and  produc- 
tion of  facilities.  .A  word  of  caution  has  been  ut- 
tered as  to  the  responsibility  of  the  medical  pro- 
fession in  standardizing  equipment  and  advice.  It 
may  be  impossible  to  place  these  matters  entirely 
under  the  direction  of  the  medical  profession,  but 
this  may  be  accomplished  to  a large  extent  by  the 
proper  establishment  and  supervision  of  clinics  in 
connection  with  hospitals  and  dispensaries. 
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SEATTLE  MEETING  OF  AMERICAN 
COLLEGE  OF  SURGEONS 
The  approaching  sectional  meeting  of  the  Ameri- 
can College  of  Surgeons  at  Seattle  has  excited  so 
much  interest  that  a large  attendance  is  anticipated. 
This  is  indicated  by  numerous  inquiries  concerning 
the  meeting  and  requests  for  reservations  which 
have  been  received  by  the  local  committee  on  ar- 
rangements. The  meeting  is  scheduled  for  March  31- 
April  2.  The  attached  program  indicates  the  high 
grade  of  papers  and  addresses  and  clinics  which 
will  be  offered  to  those  in  attendance.  Other  attrac- 
tive features  are  in  preparation  in  addition  to  what 
appears  on  the  published  program. 

PROGRAM 
Scientific  Meeting 
j General  Surgery 

Wednesday,  March  31,  1937,  8:00  p.m. 

I Spanish  Ballroom,  Olympic  Hotel 

Nipple  Erosions  and  Discharges. 

[ Alson  R.  Kilgore,  M.D.,  San  Francisco,  Associate  Clini- 

I cal  Professor  of  Surgery,  University  of  California  Medi- 

cal School. 

Fracture  of  the  Neck  of  the  Femur. 

Paul  B.  Magnuson,  M.D.,  Chicago,  Associate  Professor 
of  Surgery,  Northwestern  University  Medical  School. 
Relief  of  Intractable  Pains  by  Subarachnoid  Alcohol  Injec- 
tion Nerve  Blocks,  Root  Section  and  Chordotomy. 
Winchell  McK.  Craig,  M.D.,  Rochester,  Associate  Pro- 
fessor of  Neurosurgery  Mayo  Foundation,  University  of 
Minnesota  Medical  School. 

Immediate  Treatment  of  Compound  Injuries. 

Michael  L.  Mason,  M.D.,  Chicago,  Assistant  Professor 
of  Surgery,  Northwestern  University  Medical  School. 
Cancer  of  the  Cervix. 

[ Frank  W.  Lynch,  M.D.,  San  Francisco,  Professor  of  Ob- 

I stetrics  and  Gynecology,  University  of  California  Medi- 

cal School. 


Thursday,  April  1,  1937,  2:30  p.m. 

Spanish  Ballroom,  Olympic  Hotel 
Treatment  of  Fracture  of  the  Os  Calcis. 

Chas.  L.  Scudder,  M.D.,  Boston,  Consulting  Surgeon, 
Massachusetts  General  Hospital. 

Management  of  Acute  Spreading  Infections  of  the  Hand. 

Michael  L.  Mason,  M.D.,  Chicago. 

Fibromyoma  Uteri. 

Frank  W.  Lynch,  M.D.,  San  Francisco. 

Vesicointestinal  Fistula;  Diagnosis  and  Treatment. 

Chas.  C.  Higgins,  M.D.,  Cleveland,  Member  of  Staff, 
Cleveland  Clinic. 

Tumors  of  the  Neck. 

Gordon  B.  New,  M.D.,  Rochester,  Professor  of  Rhinol- 
ogy.  Laryngology  and  Stomatology,  Mayo  Foundation, 
University  of  Minnesota. 

Thursday,  April  1,  1937,  8:15  p.m. 

Spanish  Ballroom,  Olympic  Hotel 
(Following  Dinner) 

Genesis  and  Surgical  Treatment  of  Essential  Hypertension. 
George  Crile,  M.D.,  Cleveland,  Director,  Cleveland 
Clinic  Foundation. 

Malignant  Diseases  of  the  Mouth  and  Accessory  Structures. 
Gordon  B.  New,  M.D.,  Rochester. 


Friday,  April  2,  1937,  2:30  p.m. 

Spanish  Ballroom,  Olympic  Hotel 
Transplantation  of  Ureters  Into  the  Rectosigmoid  and  Cys- 
tectomy. 

Chas.  C.  Higgens,  M.D.,  Cleveland. 

Spinal  Cord  Tumors;  Symptoms,  Diagnosis  and  Surgical 
Treatment. 

Winchell  McK.  Craig,  M.D.,  Rochester. 


Radical  Operation  for  Breast  Cancer;  Prevention  of  Edema 
of  the  Arm. 

Alson  R.  Kilgore,  M.D.,  San  Francisco. 

Surgical  Treatment  of  Certain  Cases  of  Arthritis. 

Paul  B.  Magnuson,  M.D.,  Chicago. 

Critical  Review  of  the  Thyroid  and  Its  Surgical  Aspects. 
George  Crile,  M.D.,  Cleveland. 


Clinics 

Wednesday,  March  31,  1937 
8:30-12:00  Noon 

Operative  Clinics,  Supplemented  by  Nonoperative  Clinics. 
General  Surgery  and  Surgical  Specialties  at  local  hospitals. 
Conducted  by  Fellows  of  the  College,  their  assistants  or 
others  whom  the  Committee  approves. 


Thursday,  April  1,  1937 
8:30-12:00  Noon 

Operative  Clinics,  Supplemented  by  Nonoperative  Clinics. 
General  Surgery  and  Surgical  Specialties  at  local  hospitals. 
Conducted  by  the  Fellows  of  the  College,  their  assistants  or 
others  whom  the  Committee  approves. 


Friday,  April  2,  1937 
8:30-12:00  Noon 

Operative  Clinics,  Supplemented  by  Nonoperative  Clinics. 
Eye,  Ear,  Nose  and  Throat  Surgery  at  local  hospitals.  Con- 
ducted by  Fellows  of  the  College,  their  assistants  or  others 
whom  the  Committee  approves. 


NONOPERATIVE  CLINICS 

a.  Cancer  (2)  at  selected  local  hospitals.  Conducted  by 
local  Fellows  assisted  by  Frank  W.  Lynch,  M.D.,  San  Fran- 
cisco, and  Alson  R.  Kilgore,  M.D.,  San  Francisco. 

b.  Fractures  at  selected  local  hospitals.  Conducted  by  local 
Fellow  or  Fellows,  assisted  by  Chas.  L.  Scudder,  M.D., 
Boston,  Consulting  Surgeon,  Massachusetts  General  Hospital 
and  Representative  of  the  Committee  on  Fractures  of  the 
American  College  of  Surgeons,  and  Paul  B.  Magnuson,  M.D., 
Chicago. 


MEETING  OF  TACOMA  SURGICAL  CLUB 

Tacoma  Surgical  Club  will  hold  a special  meet- 
ing Saturday,  April  3,  following  the  Seattle  Sec- 
tional meeting  of  American  College  of  Surgeons. 
The  subject  will  be  “Surgery  of  Congenital  De- 
fects.” It  is  planned  to  schedule  clinical  and  ana- 
tomic demonstrations  which  will  coordinate  with 
the  larger  meeting  in  Seattle.  It  is  believed  that 
this  continuation  of  the  surgical  program  will  be 
an  attraction  to  many  physicians  at  this  meeting 
and  it  will  be  well  worthwhile  for  them  to  spend  an 
additional  day  with  the  Tacoma  Surgical  Club.  A 
cordial  invitation  is  extended  to  all  in  attendance 
at  the  Seattle  meeting  to  also  be  present  at  Tacoma. 

The  guest  speakers  of  this  meeting  will  be  George 
C.  Crile  of  Cleveland,  Paul  B.  Magnuson  of  Chi- 
cago and  Gordon  B.  New  of  Rochester.  The  morn- 
ing program  will  consist  of  anatomic  dissections 
of  the  neck,  upper  abdomen,  genitourinary  system, 
female  pelvis  and  hip  joint,  alternating  with  clin- 
ical demonstrations  by  members  of  Tacoma  Surgical 
Club.  The  afternoon  program  includes  an  address 
by  each  of  the  guest  speakers.  A public  meeting  will 
be  held  in  the  evening  at  the  First  Baptist  Church 
under  the  auspices  of  the  Tacoma  Surgical  Club  and 
representatives  of  American  College  of  Surgeons. 
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NEW  SURGICAL  JOURNAL 

In  this  country  are  published  a number  of  surgi- 
cal journals  that  are  unsurpassed  by  those  in  any 
other  part  of  the  world.  Both  as  to  their  contents 
and  journalistic  appearance  they  are  leaders  in 
medical  literature.  To  these  has  now  been  added 
another,  Surgery,  a monthly  journal  devoted  to 
the  art  and  science  of  surgery,  published  by  The 
C.  V.  Mosby  Co.,  St.  Louis.  The  editors,  Alton 
Ochsner  of  New  Orleans  and  Owen  H.  Wangen- 
steen of  Minneapolis,  are  adequate  sponsors  for 
the  quality  of  material  which  may  be  anticipated  in 
this  publication.  The  list  of  associate  editors,  ad- 
visory council,  editorial  board  and  committee  on 
publications  include  surgeons  of  national  and  inter- 
national reputation. 

The  editors  state  that  “surgery  has  emerged 
from  a handicraft  to  occupy  an  important  position 
in  the  treatment  of  disease.  Its  influence  has  been 
felt  in  every  branch  of  medical  science  and  prac- 
tice.” “Surgeons  cannot  thrive  on  the  lone  products 
of  their  own  efforts.  In  essence.  Surgery  is  an  at- 
tempt at  integrating  more  effectually  the  many  in- 
terphase activities  of  the  surgeon.”  “The  impor- 
tance of  the  stimulus  which  splendid  surgical  jour- 
nals of  this  and  other  countries  have  lent  sound 
practice  is  inestimable.  The  pages  of  Surgery  will 
be  dedicated  to  the  ideal  which  they  t}q)ify — the 
improvement  and  advance  of  surgery.”  The  make- 
up of  the  journal,  style  of  type  and  quality  of 
illustrations  are  such  as  may  be  expected  from  the 
reputation  and  products  of  its  publishers. 


OUR  LEGISLATIVE  SESSIONS 
During  the  recent  weeks  when  the  legislatures  of 
our  three  states  have  been  in  session  many  matters 
have  been  considered  which  have  a vital  bearing  on 
the  medical  profession.  At  this  writing  insufficient 
information  is  available  to  describe  what  bills  have 
failed  and  what  are  likely  to  be  enacted.  In  next 
month’s  issue  a review  will  be  presented  describing 
the  disposition  of  the  many  bills  in  which  the  medi- 
cal profession  has  had  a live  interest.  It  is  well  known 
that  the  physicians  in  our  legislatures  have  been 
active  in  their  efforts  to  conserve  public  health  mat- 
ters and  the  interests  of  the  medical  profession. 


MEDICAL  NOTES 

OREGON 

The  Alumni  Association  of  University  of  Oregon 
Medical  School  will  hold  its  annual  meeting  at  Portland, 
March  8-10.  This  will  be  the  fiftieth  anniversary  of  the 
founding  of  this  medical  school.  A large  attendance  is  an- 
ticipated with  a program  of  unusual  interest. 

Hospital  Staff  Elections.  The  staff  of  Sacred  Heart 
Hospital  at  Eugene  recently  elected  Carl  H.  Phetteplace 
chief  of  staff,  and  H.  R.  Allumbaugh,  secretary-treasurer. 

Coos-CuRRY  Counties  Medical  Society  has  elected  the 
following  officers  for  1937;  President,  H.  C.  Eastland  of 
Reedsport;  Secretary,  D.  M.  Long  of  Marshfield. 

Oregon  Academy  of  Ophthalmology  and  Oto-laryngol- 
OGY  at  a recent  meeting  elected  Harold  R.  Lucas  of  Portland, 
president,  and  Paul  Bailey  of  Portland,  secretary. 

I.  U.  Temple  of  Pendleton,  who  has  practiced  for  39 
years,  has  retired  from  active  practice. 

H.  M.  Whitelaw  of  Corvallis  has  recently  been  operated 
on  for  appendicitis. 

W.  W.  Heringer  has  opened  an  office  in  McMinneville. 

Harold  M.  Erickson  has  joined  E.  H.  Smith  for  practice 
at  The  Dalles. 


WASHINGTON 

Spokane  Surgical  Society  held  its  annual  meeting  at 
Davenport  Hotel,  February  20.  There  were  morning  and 
afternoon  sessions,  featuring  diagnostic  clinics  and  addresses 
on  many  important  surgical  subjects.  The  guest  of  the 
meeting  was  C.  Latimer  Callander,  Clinical  Professor  of 
Surgery,  University  of  California  Medical  School.  He  de- 
livered an  address  at  the  luncheon  as  well  as  at  the  annual 
banquet  in  the  evening.  Spokane  Surgical  Society  is  a live, 
active  organization  with  twenty-seven  fellows  and  thirteen 
associate  fellows  from  other  cities  of  Washington,  Idaho 
and  Montana. 

Basic  Science  Examinations  which  were  held  in  Jan- 
uary presented  the  following  statistics:  total  number  of  ap- 
plicants, 63.  There  were  58  doctors  of  medicine,  of  whom  51 
passed  and  seven  failed.  There  were  four  osteopaths,  one  of 
whom  passed  and  three  failed.  There  was  one  chiropractor 
who  was  unsuccessful.  After  passing  the  Basic  Science  e.x- 
aminations,  applicants  appear  for  license  to  practice  before 
their  respective  examining  boards. 

Contagious  Hospital  Closes.  The  Health  Department 
of  the  City  of  Tacoma  is  instituting  a new  plan  of  caring 
for  contagious  diseases.  The  hospital  formerly  used  for  these 
cases  is  to  be  closed  and  all  patients  will  be  cared  for  in 
their  homes.  Additional  public  health  nurses  are  to  be  em- 
ployed to  care  for  these  patients.  The  hospital  will  not  be 
dismantled  until  the  efficacy  of  the  new  plan  is  established. 

New  Organization.  In  a recent  meeting  at  Tacoma  the 
Obstetrical  Association  of  Washington  was  formed,  to  be 
composed  of  those  who  have  practiced  obstetrics  for  five 
years  or  more.  H.  H.  Skinner  of  Yakima  was  elected  presi- 
dent of  the  new  organization. 

Children’s  Clinic.  Twenty-nine  children  were  examined 
at  the  crippled  children’s  clinic  held  at  St.  Joseph’s  Hospi- 
tal, Bellingham,  January  27.  Examinations  were  conducted 
by  Donald  Keyes  of  Bellingham  and  W.  H.  Edmunds  of 
Seattle. 
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Woman  Physician  at  Pullman.  Mary  K.  Turner  has 
been  appointed  campus  physician  at  Washington  State  Col- 
lege at  Pullman. 

Whitman  County  Medical  Society  has  elected  the  fol- 
lowing officers  for  1937:  President,  Paul  G.  Weisman  of 
Colfax;  Secretary,  E.  N.  Layton  of  Colfax. 

New  Health  Officer.  A.  S.  Baker  has  been  appointed 
health  officer  at  Grand  Coulee,  the  position  vacated  re- 
cently by  the  death  of  George  Sparling. 

E.  P.  Murdock  of  Okanogan  suffered  an  attack  of  pneu- 
monia following  his  strenuous  trip  to  the  Azurite  Mine.  Dr. 
Murdock  suffered  from  exposure  on  the  twenty-three  mile 
trips  by  dog  sled  to  the  mine. 

Narrow  Escape.  George  A.  Shorkley  of  Mount  Vernon 
recently  had  his  car  door  torn  from  his  hands  as  he  was 
about  to  step  out  to  make  a call.  The  sideswiping  motorist 
did  not  stop. 

Lewis  County  Medical  Society  held  a meeting  at  Cen- 
tralia  in  January.  C.  G.  Bain  of  Centralia  was  elected  presi- 
dent and  Rush  Banks  of  Centralia  secretary-treasurer. 

New  County  Physician.  B.  F.  Brooks  of  La  Conner 
has  been  appointed  physician  for  Skagit  County.  He  re- 
places J.  Osterman. 

Residence  Fire.  Damage  to  the  extent  of  $3000  was  done 
to  the  home  of  C.  G.  Trimble  of  Tacoma  following  an  ex- 
plosion of  the  coal  heating  plant. 

Hospital  Staff  Elected.  John  F.  Beatty  recently  was 
elected  president  and  J.  Walton  Darrough,  secretary,  of  the 
staff  of  the  Everett  General  Hospital. 

Thomas  P.  Ratigan,  Jr.,  convicted  last  fall  on  a nar- 
cotics charge,  failed  to  have  the  verdict  changed  on  appeal 
to  the  district  court  in  San  Francisco. 

Wedding.  Willard  F.  Goff  and  Miss  Barbara  Burwell  of 
Seattle  were  married  at  Port  Blakeley,  January  17. 


IDAHO 

i New  Equipment.  The  hospital  at  American  Falls  has  re- 
! ceived  much  new  equipment  recently,  including  an  operating 
table,  obstetric  table,  anesthetic  machine,  new  beds  and 
mattresses  and  other  equipment. 

South  Side  Medical  Society  held  a meeting  at  Boise, 
January  21.  F.  E.  Barrett  of  Shoshone  was  installed  as 
president.  John  F.  Coughlin  of  Twin  Falls  was  chosen  as 
president-elect  and  C.  D.  Beymer  of  Twin  Falls  as  secre- 
I tary-treasurer. 

^ Appointed  County  Physicians.  Otto  A.  Moellmer  has 
been  appointed  county  physician  for  Minidoka  County. 
Paul  G.  Haury  has  been  appointed  health  officer  of  Nez 
Perce  County.  A.  A.  Newberry  of  Caldwell  is  again  health 
I officer  for  Canyon  County  as  is  B.  Chapman  for  Idaho 
' County. 

New  Maternity  Ward.  St.  Joseph’s  Hospital  at  Lewis- 
1 ton  has  recently  remodeled  and  enlarged  the  maternity 
I'  ward  so  that  better  infant  care  can  be  given. 

Bernard  S.  Clark,  formerly  of  Lead,  South  Dakota,  has 
moved  to  Spokane  for  practice. 

Wallace  S.  Douglas,  recently  resigned  from  the  C.  C.  C., 
has  gone  to  Chicago  for  a short  clinical  session,  after  which 
j he  will  return  to  Lewiston  to  enter  private  practice. 

1 Kenneth  C.  Ward  has  resigned  from  the  army  medical 
' I corps  and  will  enter  private  practice  at  Ephrata. 


New  Hospital.  A twelve-bed  hospital  has  been  estab- 
lished in  the  former  Giezentanner  home  at  Buhl.  A com- 
plete surgery  is  part  of  the  equipment. 

E.  E.  Baird,  recently  of  Northwestern  University,  has 
joined  George  Jennings  in  practice  at  Buhl. 

L.  W.  Brewer  has  joined  J.  G.  Wilson  at  Moscow  for 
practice. 

W.  C.  Chaney  has  taken  over  the  practice  of  the  late 
Earl  D.  Jones  of  Roberts. 


OBITUARIES 

Dr.  Charles  Wetherbee  of  Twin  Falls,  Idaho,  died  sud- 
denly in  his  office,  February  9,  aged  69.  He  was  born  in  Mich- 
igan July  19,  1868,  and  received  his  medical  degree  from  the 
Detroit  College  of  Medicine  in  1900.  After  an  interneship  at 
Harper  Hospital,  Detroit,  and  short  periods  of  practice  in 
Oklahoma  and  Kansas,  he  came  to  Idaho  in  1908.  He  first 
located  at  Buhl,  and  located  in  Twin  Falls  in  1918. 

Dr.  Ezra  Esher  Fry,  aged  61,  died  at  his  home  in  Bonners 
Ferry,  Idaho,  February  6,  of  a heart  attack.  He  was  born 
at  Berlin,  Pennsylvania,  December  24,  1875,  and  received 
his  medical  degree  from  the  University  of  Toronto  in  1902. 
One  year  later  he  arrived  in  Bonners  Ferry,  and  has  prac- 
ticed there  constantly  since.  He  was  instrumental  in  estab- 
lishing the  Bonners  Ferry  Hospital  more  than  twenty  years 
ago.  He  was  much  interested  in  civic  affairs,  was  long  a 
member  of  the  village  council,  and  had  also  served  as  mayor. 
He  also  played  a large  part  in  the  development  of  the  Bon- 
ners Ferry  school  system  into  one  of  the  best  in  the  state. 
He  was  for  several  years  on  the  board  of  directors  of  the 
First  National  Bank,  and  served  many  years  as  county 
physician. 

Dr.  Earl  V.  Morrow  of  Seattle,  Wash.,  died  January  28, 
aged  52  years.  He  was  born  at  Waitsburg,  Wash.,  in  1884  and 
graduated  from  University  of  Oregon  Medical  School  in 
1910.  He  first  practiced  in  Marshfield  and  later  moved  to 
Portland,  where  he  was  associated  in  practice  with  his  father. 
During  the  World  War  he  served  with  the  American  Red 
Cross  before  the  entry  of  the  United  States  into  the  con- 
flict and  for  service  to  Belgian  soldiers  was  decorated  with 
the  Order  of  Leopold  by  Albert,  King  of  Belgians.  When  the 
United  States  entered  the  war  he  returned  to  this  country 
and  went  to  France  with  the  United  States  Army  Medical 
Corps  with  which  he  served  as  lieutenant  colonel.  During 
1928-30  he  was  principal  owner  of  the  Seattle  Baseball  Club. 

Dr.  Henry  G.  Mauzey  of  Walla  Walla,  Wash.,  died  Jan- 
uary 21,  aged  87  years.  He  was  born  June  14,  1849,  in  Mis- 
souri and  graduated  from  Bellevue  Hospital  Medical  Col- 
lege in  1870.  Immediately  upon  graduation  he  joined  the 
army  medical  corps  and  was  ordered  to  the  Pacific  Coast. 
He  came  to  Walla  Walla  in  1873  and  entered  private  practice 
which  he  continued  in  that  city  until  1890  when  he  moved 
to  Spokane.  In  1909  he  retired  from  active  practice  and  re- 
turned to  Walla  Walla  where  he  has  resided  until  his  death. 

Dr.  Edgar  L.  Ingersoll  of  Ephrata,  Wash.,  died  in  Spok- 
ane, January  28,  aged  63  years.  He  was  born  in  Elmira, 
N.  Y.,  and  received  his  medical  degree  from  the  New  York 
University  College  of  Medicine  in  1899.  He  came  to  Spok- 
ane in  1904  and  for  a time  was  surgeon  for  the  police  pen- 
sion board.  During  the  World  War  he  served  with  the  medi- 
cal corps  as  captain.  In  1924  he  left  Spokane  to  go  to 
Ephrata.  He  was  health  officer  for  Grant  County  at  the 
time  of  his  death. 
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Dr.  Charles  S.  Bumgarner  of  Davenport,  Wash.,  died 
January  4,  1937,  of  pneumonia,  aged  64  years.  He  obtained 
his  medical  degree  from  Lincoln  Memorial  University, 
Medical  Department,  Knoxville,  Tenn.,  in  1901.  He  came 
to  the  state  of  Washington  in  1902  and  had  been  county 
health  officer  of  Lincoln  County  for  twenty  years. 

Dr.  Edward  O.  Parker  of  Pendleton,  Ore.,  died  January 
21,  aged  64  years.  He  was  born  in  Oakland,  Ore.,  in  1872 
and  graduated  from  Willamette  University  Medical  Depart- 
ment, Salem,  in  1903.  He  had  practiced  in  Pendleton  for 
thirty  years. 

REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

J.\CKSON  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  G.  Thayer;  Secty.,  H.  A.  Woods 
Jackson  County  Medical  Society  has  changed  its  regular 
meeting  night  from  the  first  and  third  Wednesdays  in  each 
month  to  the  second  and  fourth  in  each  month. 

Officers  for  1937  are  as  follows:  President,  R.  W.  Clancy, 
Medford;  Vice-President,  G.  MacCracken,  .Ashland;  Sec- 
retary-Treasurer, H.  A.  Woods,  Ashland;  Delegate  to 
State  Society  Meeting,  F.  G.  Thayer,  Medford;  Alternate 
Delegate,  E.  A.  Woods,  .\shland. 

The  Society  enjoyed  a dinner  at  the  Medford  Hotel 
February  10,  given  by  J.  C.  Hayes  as  host.  After  the  din- 
ner the  Society  was  invited  by  Dr.  Hayes  to  the  Sacred 
Heart  Hospital,  where  he  conducted  a most  instructive 
clinic.  He  discussed  the  management  of  peptic  ulcer;  also 
the  diagnosis  and  treatment  of  fractures  of  the  upper  end 
of  the  femur. 


KLAM.\TH  AND  LAKE  COUNTIES 
MEDICAL  SOCIETY 
Pres.,  L.  L.  Truax;  Secty.,  J.  M.  Hilton 
Klamath  and  Lake  Counties  Medical  Society  held  a spe- 
cial meeting  at  Klamath  Falls,  January  13.  The  feature  of 
the  evening  was  a paper  by  Charles  H.  Manlove  of  Port- 
land dealing  with  a theory  as  to  the  etiology  of  polycystic 
kidney. 

POLK-YAMHILL-MARION  COUNTIES 
MEDICAL  SOCIETY 
Pres.,  H.  A.  Dowd;  Secty.,  R.  M.  Waltz 
Polk-Yamhill-Marion  Society  held  a regular  monthly 
meeting  at  Salem,  February  9. 

Homer  P.  Rush  of  Portland  gave  an  interesting  and  prac- 
tical paper  on  “The  Heart.”  He  emphasized  methods  of 
diagnosis. 

The  following  officers  were  elected  for  1937:  President, 
Verden  E.  Hockett ; Vice-President,  W.  E.  Buren ; Secretary- 
Treasurer,  Ray  M.  Waltz,  all  of  Salem. 


WASHINGTON 

COULEE  DAM  MEDICAL  SOCIETY 
Pres.,  R.  D.  Wright;  Secty.,  A.  H.  Seering 
Coulee  Dam  Medical  Society  held  a regular  meeting 
January  12,  at  the  Washington  Hospital  .^.ssociation.  Mason 
City.  The  following  new  officers  were  installed  for  the  en- 
suing year:  A.  H.  Seering,  President;  J.  A.  Smaha,  Secre- 
tary. 

Dr.  Palmer  of  Nespelem  presented  a case  report  on 
“Pregnancy  Complicated  with  Malignant  Hypertension.” 


Following  general  discussion  of  this  presentation,  films  on 
“The  Surgical  Treatment  of  Peptic  Ulcers”  were  shown. 

R.  G.  Boyd,  recently  appointed  to  W.H.A.  staff,  coming 
from  New  Haven  Hospital,  New  Haven,  Connecticut,  was 
voted  to  society  membership. 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  L.  Norris 
Cowlitz  County  Medical  Society  met  at  a dinner  meet- 
ing Tuesday  evening,  February  16,  at  Hotel  Monticello, 
Longview.  There  were  two  guest  speakers:  Hilton  W.  Rose 
and  J.  Finlay  Ramsay,  of  Seattle. 

Dr.  Rose  gave  an  interesting  and  instructive  talk  on  “In- 
jection Treatment  of  Hernia.”  Dr.  Ramsay  gave  an  inter- 
esting paper  on  “Injection  Treatment  of  Varicose  Veins.” 
Both  were  well  discussed,  which  proves  that  the  practical 
papers  are  most  appreciated  by  the  physicians. 

The  Woman’s  Auxiliary  met  the  same  evening  at  Hotel 
Monticello  with  Mrs.  John  Barton  and  Mrs.  A.  B.  Shaw, 
joint  hostesses.  Mr.  Van  Stockum  gave  a talk  on  the  Cow- 
litz County  Medical  Bureau  set-up  and  Hospital.  Mrs.  L. 
S.  Roach,  of  Kalama,  Washington,  gave  a talk  on  “Medi- 
cal Legislation.” 


KITSAP  COUNTY  MEDICAL  SOCIETY 
Pres.,  J.  P.  Schutt;  Secty.,  J.  E.  Haddon 
A regular  meeting  of  Kitsap  County  Medical  Society  was 
held  at  the  Y.  M.  C.  A.,  Bremerton,  February  9.  Don  H. 
Palmer  of  Seattle  addressed  the  meeting  on  plastic  surgery. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  a meeting  at  the  Audi- 
torium of  Medical  Dental  Building,  Seattle,  February  IS,  at 
8:15  p.m..  President  V.  W.  Spickard  presiding.  Minutes  of 
the  meeting  of  January  18  were  read  and  approved. 

Bryan  Newsom  of  the  City  Health  Department  announced 
a campaign  for  vaccination  against  smallpox. 

Application  for  membership  of  J.  Irving  Tuell  was  read 
for  the  first  time.  George  D.  Capaccio  was  elected  to  mem- 
bership. Dr.  Spickard  announced  a lecture  at  New  Washing- 
ton Hotel,  February  18,  by  Mr.  Matthew  Luckiesh,  director 
of  the  lighting  research  department  of  the  General  Electric 
Company. 

A.  B.  Hepler  read  a paper  on  “Renal  Calculi,  The  Prob- 
lem of  Recurrence.”  The  clinical  importance  of  etiology  was 
discussed,  the  stone  being  a symptom  of  disease.  The  prob- 
lem of  recurrence  is  important  because  the  tendency  is 
greatest  in  bilateral  stones.  In  hyperexcretory  calculosis  the 
primary  cause  is  a metabolic  disturbance.  In  infectious  cal- 
culosis the  predominating  factor  is  local  infection.  Illustrat- 
ing the  tendency  to  recurrence,  two  cases  were  recited.  Ac- 
cessory factors  are  urinary  obstruction  and  stasis.  Measures 
to  prevent  recurrence  are  divided  into  preoperative,  surgical 
and  postoperative,  each  of  which  were  discussed  at  length. 
The  paper  was  discussed  by  W.  R.  Jones. 

D.  J.  Thorp  discussed  the  subject,  “Does  the  Bony  Pelvis 
Enlarge  During  Pregnancy?” 

M.  F.  Dwyer  presented  a paper  on  “Hernia  of  the  Cardiac 
End  of  the  Stomach  Through  the  Diaphragm.”  Diaphragm- 
atic hernia  is  the  protrusion  of  abdominal  contents  through 
an  abnormal  opening  of  the  diaphragm  resulting  from  im- 
perfect development,  anatomic  weakness  or  trauma.  They  are 
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classified  as  approximately  one-third  congenital,  rather  more 
than  one-third  acquired  after  birth  and  less  than  one-third 
traumatic.  More  cases  are  diagnosed  now  than  formerly 
[ on  account  of  being  more  familiar  with  symptoms  and  em- 
1 ployment  of  the  roentgen  ray.  Herniation  of  a portion  of  the 
stomach  through  the  esophageal  hiatus  is  the  most  common 
I type.  There  is  no  characteristic  set  of  symptoms  or  syn- 
I drome  diagnostic  of  this  condition.  It  should  be  kept  in  mind, 
however,  in  the  presence  of  obscure  upper  abdominal  symp- 
toms. These  may  include  epigastric  distress  of  greater  or  less 
I degree,  nausea  and  vomiting,  dysphagia  and  other  digestive 
disturbances.  The  paper  was  discussed  by  F.  B.  Exner. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Murphy;  Secty.,  W.  J.  Wagner 
j Snohomish  County  Medical  Society  met  in  the  Library 
of  the  Medical-Dental  Building,  Thursday,  February  4, 
at  8:00  p.m.  The  application  of  W.  T.  Hasler  for  member- 
ship in  the  Society  was  presented.  After  the  usual  business, 
I J.  F.  Fiorino  gave  a very  instructive  paper  on  “The  Fertile 
Penod  in  the  Human  in  Relation  to  Contraception.” 

I 

j HONOR  TO  DR.  ORYILLE  R.  ALLEN 

At  the  Monte  Cristo  Hotel,  on  February  11,  was  held  a 
complimentary  dinner  for  Orville  R.  .A.llen.  This  year  he 
celebrated  his  fiftieth  year  of  practice.  The  meeting  was 
presided  over  by  President  A.  B.  Murphy,  with  John 
' Beatty  acting  as  toastmaster.  A number  of  men  were 
called  upon  for  short  speeches.  Most  of  them  had  prac- 
ticed for  more  than  twenty-five  years.  Guests  from  Seattle 
were  Dr.  and  Mrs.  Bentley,  Drs.  Peacock,  Hofrichter  and 
Sharpies. 

I Miss  Grace  Conner  gave  a short  biography  of  Dr.  Allen, 
telling  of  his  birth  on  October  11,  1865,  at  Decatur,  Illinois. 
His  father  owned  a gristmill  with  Abraham  Lincoln  and 
cherished  many  memories  of  this  great  man.  Dr.  Allen 
helped  himself  through  school  delivering  newspapers  as  so 
j many  youngsters  do.  She  recalled  conditions  found  in 
' medical  education  of  that  period.  Microscopy  was  just 
starting  and  was  an  extra  course,  for  which  a special  fee 
had  to  be  paid.  Obstetrics  were  practiced  in  tenements  and 
not  in  the  hospitals.  Dr.  Allen  graduated  in  1887.  His  first 
location  was  in  a small  town  in  Missouri.  In  1890  he  mar- 
ried Mary  Stockbridge  who  has  proved  a great  help  to 
him  and  rounded  out  his  useful  and  busy  life. 

Dr.  Allen  related  how  he  had  built  hospitals  in  Burling- 
ton and  Stanwood.  He  described  the  times  when  he  made 


trips  up  the  river  in  canoes  with  Indians  as  guides.  In 
those  days  a horse  and  buggy  were  great  luxuries  and 
were  not  a part  of  many  of  the  pioneer  doctor’s  equip- 
ment. In  1914  he  located  at  Lake  Stevens,  where  he  has 
made  his  home  ever  since.  An  oil  painting,  the  work  of 
Mrs.  Orville  Allen,  was  then  unveiled.  This  painting  of  Dr. 
.\llen  is  to  hang  in  the  library  of  the  Snohomish  County 
Medical  Society.  The  occasion  was  a most  pleasant  one, 
where  so  many  gathered  together  to  do  homage  to  this 
old  type  of  family  physician  so  fast  disappearing. 


YAKIMA  COUNTY  MEDICAL  SOCIETY 
Pres.,  F.  J.  A.  Ditter;  Secty.,  W.  S.  Grim 

The  regular  monthly  meeting  of  the  Yakima  County 
Medical  Society  was  held  at  the  Donnelly  Hotel,  Febru- 
ary 8,  at  7:00  p.m.,  preceded  by  the  usual  dinner.  Twenty- 
six  members  were  present.  Minutes  of  the  previous  meet- 
ing were  read  and  approved. 

A letter  was  read  announcing  the  opening  of  a Safe 
Driver’s  School  in  Yakima.  An  offer  was  received  from 
the  Yakima  Valley  Life  Underwriters  Association  to  sup- 
ply a speaker  at  one  of  the  regular  County  Society  meetings. 

A communication  was  received  from  the  Lieutenant 
Governor  of  the  state,  saying  he  was  very  sorry  that  an 
osteopath  had  been  appointed  head  of  the  State  Depart- 
ment of  Labor  and  Industries  and  he  was  unaware  that 
the  medical  profession  should  resent  this. 

Willard  B.  Rew  was  voted  into  membership  in  the 
society. 

A committee  consisting  of  Dr.  Skinner,  Dr.  Rew  and 
Dr.  Bittner  Jr.  was  appointed  to  investigate  the  summer 
diarrhea  problem  in  the  Yakima  Valley. 

Dr.  Skinner  made  a motion  that  the  society  be  repre- 
sented on  the  Board  of  Directors  of  the  Chamber  of 
Commerce.  Dr.  Scott  moved  that  Dr.  Skinner  fill  this 
position,  and  it  was  so  voted. 

Motion  pictures  demonstrating  Extraperitoneal  Cesarian 
Section  were  shown  and  discussed  by  Dr.  Scott.  Com- 
ments by  Drs.  Ross,  Rew  and  Marcy. 

Following  the  showing  of  the  principle  of  the  Simpson- 
Montgomery  Suspension,  Dr.  Helton  led  the  discussion, 
with  comments  by  Drs.  Skinner,  Lynch,  Atwood  and 
Cocklin. 

A third  motion  picture  of  Local  Anesthesia  in  Obstetrics 
was  discussed  by  Drs.  Skinner  and  Cocklin. 


STATE  DEPARTMENTS 

OREGON 


PORTLAND  LECTURE  PROGRAMS 

Portland,  Ore.,  Feb.  26,  1937 
The  medical  profession  of  Portland  and  the  surround- 
ing vicinity  has  enjoyed  during  the  past  week  the  series 
of  lectures  of  Dr.  Walter  Shiller  of  Vienna.  Dr.  Shiller 
j lectured  during  three  evenings  on  the  ovary,  its  hormones 
1 1 and  the  pituitary,  showing  the  action  and  interaction  of 
j the  various  hormones  involved.  Dr.  Shiller  is  a wonder- 

Bful  teacher  and  everyone  who  has  heard  him  has  come 
away  with  admiration,  not  only  for  the  knowledge  he  has 
ri  of  his  subject,  but  for  the  clear  and  orderly  manner  in 
!;  which  he  presents  his  material.  There  was  no  difficulty 


in  understanding  him  as  he  discoursed  on  this  complex 
subject. 

On  Thursday,  February  18,  Dr.  Claude  Beck  of  Cleve- 
land spoke  on  surgery  of  the  heart.  His  lecture  covered 
fifteen  years  of  experimental  and  clinical  work  on  surgery 
of  this  vital  organ,  and  showed  the  great  advances  which 
have  been  made  during  this  period.  Dr.  Beck’s  presenta- 
tion was  clear  and  concise  so  that  one  could  follow  the 
intricate  steps  of  his  various  procedures  easily.  As  is  the 
custom  of  the  Portland  Academy  of  Medicine,  the  medical 
profession  is  invited  to  attend  its  meetings. 

The  Alumni  Association  of  the  Medical  School,  Univer- 
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sity  of  Oregon,  invites  the  profession  to  attend  its  forth- 
coming postgraduate  course,  a session  of  three  days,  March 
8,  9 and  10.  An  excellent  program  has  been  prepared  of 
up-to-the-minute  clinics  and  papers.  Dr.  Karl  P.  Mennin- 


ger  of  Topeka,  Kansas,  will  be  guest  speaker.  The  Alumni 
Association  invites  the  medical  profession  to  attend  its 
meeting. 

•A.  G.  Bettman,  Editor. 


WASHINGTON 


PROGRESS  OF  WASHINGTON  MEDICAL 
LEGISL.\TION 

Seattle,  Wash.,  Feb.  25,  1937. 

The  present  session  of  the  Washington  State  Legislature 
has  been  no  different  from  preceding  sessions.  There  have 
been  the  usual  twenty  or  thirty  cultist  bills  introduced 
which  would  give  these  cults  the  right  to  practice  in  our 
hospitals,  to  treat  the  injured  under  the  state  Industrial 
Insurance  law,  to  avoid  the  Basic  Science  law,  etc.  So  far 
all  such  measures  have  been  sidetracked  in  either  the  House 
or  the  Senate. 

The  medical  profession  of  the  state,  however,  is  most  in- 
terested in  H.  B.  502  which  is  a state  medicine  bill  patterned 
after  the  one  enacted  in  British  Columbia.  If  this  measure 
became  a law,  every  employee  in  the  state  of  Washington 
who  earned  $1800  annually  or  less,  with  the  exceptions 
of  domestic  and  agricultural  employees,  would  be  compelled 
to  contribute  2 per  cent  of  their  earnings,  as  well  as  1 per 
cent  from  the  employers,  to  pay  for  this  service.  There  is  no 
provision  in  the  bill  which  provides  for  the  care  of  the  poor. 

There  is  no  provision  which  provides  for  fees  for  the  medi- 
cal profession  nor  how  the  profession  would  be  handled. 
There  is  no  provision  made  for  any  doctor  to  be  appointed 
on  the  governing  board  which  would  control  the  adminis- 


tration of  the  act.  In  other  words,  the  doctors  in  this  state 
would  have  to  bow  down  to  the  political  appointees  who 
would  have  sole  power  to  regulate  their  actions  and  their 
fees.  It  is  one  of  the  most  vicious  social  medicine  bills  that 
has  ever  been  introduced  into  any  state  legislature.  It  is 
felt  that  there  is  not  much  possibility  of  its  passage  in  this 
session.  However,  if  a vote  was  taken  in  the  House,  the 
probabilities  are  that  it  would  pass  that  body. 

There  is  one  other  measure  in  which  the  profession  should 
be  vitally  interested  and  that  is  H.  B.  388  which  provides 
that  all  hospitals,  doctors  and  nurses  rendering  services  to 
a person  sustaining  injury  by  the  negligence  of  another 
shall  have  a lien  on  the  cause  of  action  or  any  settlement 
therefor  for  payment  of  services  rendered.  Any  physician 
who  treats  the  injured  is  defrauded  of  many  hundreds  of 
dollars  annually  by  the  nonpayment  of  his  fee  after  the  in- 
surance company  has  paid  to  the  injured  person  the  settle- 
ment. If  this  bill  were  to  be  enacted  into  law,  the  doctors,  the 
hospitals  and  nurses  would  have  a first  lien  on  such  settle- 
ment. At  the  time  of  this  writing,  February  25,  this  bill  has 
passed  the  House  and  will  be  on  the  Senate  calendar  in  the 
next  few  days.  The  medical  profession  and  the  hospitals  of 
this  state  are  doing  what  they  can  to  insure  its  passage. 

M.  Shelby  Jared, 
Secretary  Public  Health  League. 
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The  Management  of  Obstetric  Difficulties.  By  Paul 
Titus,  M.D.,  Obstetrician  and  Gynecologist  to  the  St.  Mar- 
garet Memorial  Hospital,  Pittsburgh,  etc.  With  314  Illus- 
trations including  4 Color  Plates.  879  pp.  $8.50.  The  C.  V. 
Mosby  Company,  St.  Louis,  1937. 

The  opening  chapters  of  this  text  deal  with  causative 
factors  and  the  treatment  of  sterility.  It  is  complete  in 
every  detail,  much  of  which  is  not  practical  in  private 
practice  due  to  lack  of  laboratory  facilities  and  the  expense 
connected  with  it.  The  author  stresses  the  necessity  for 
acute  surgical  operations  in  the  pregnant  woman  as  well 
as  the  nonpregnant  and  relieves  the  anxiety  usually  felt 
over  surgical  procedures  at  that  time. 

The  chapter  on  general  systemic  diseases  complicating 
pregnancy  is  excellent  and  the  treatment  of  the  condition 
is  fully  discussed.  .Accidental  hemorrhages  are  well  defined 
and  illustrated,  including  the  recent  work  of  Ude,  Weum 
and  Urner  termed  “amniography”  to  aid  in  the  diagnosis 
of  placenta  previa.  Detailed  instructions  for  the  treatment 
of  severe  grades  of  nausea  and  vomiting  are  given.  Also, 
the  standard  methods  of  treatment  in  the  preeclamptic 
toxemias  and  in  eclampsia. 

With  regard  to  the  various  classifications  of  pelves  the 
author  states  that  no  estimate  of  pelvic  capacity  whether 
by  roentgenography  or  otherwise  will  have  practical  work- 
ing value  until  the  size  and  bony  structure  of  the  infant’s 
head  and  its  adaptability  to  the  mother’s  pelvis  are  also 
taken  into  consideration.  The  mechanism  and  use  of  vari- 
ous types  of  forceps  are  quite  completely  described  and  il- 


lustrated. Their  general  indications  are  emphasized  and  the 
necessary  precautions  given. 

The  closing  chapters  on  abnormalities  and  complications 
of  the  puerperium  stress  the  many  common  but  trouble- 
some factors  during  this  period,  giving  a very  complete  re- 
view on  the  subject.  The  text  is  an  excellent  addition  to 
the  obstetrician’s  library  as  it  considers  in  detail  the  numer- 
ous conditions  encountered  that  are  usually  merely  men- 
tioned in  the  ordinary  book  on  obstetrics.  Helwig. 

Autopsy  Diagnosis  and  Technique.  A Manual  for  Medi- 
cal Students,  Practitioners,  Pathologists  and  Coroners’ 
Physicians.  By  Otto  Saphir,  M.D.,  Associate  Professor  of 
Pathology,  University  of  Illinois  Medical  School,  etc.  Fore- 
word by  Ludvig  Hektoen,  M.D.  Sixty-five  Illustrations. 
342  pp.  $5.00.  Paul  B.  Hoeber,  Inc.,  New  York,  1937. 

The  author  states  that  the  primary  purpose  in  writing 
this  manual  is  to  meet  the  need  of  the  student  for  an  out- 
line of  autopsy  technic  and  diagnosis  of  diseased  organs  and 
structures  as  seen  at  the  autopsy.  The  method  used  by  the 
author  for  fifteen  years  is  modified  from  that  of  Rokitan- 
sky. Emphasis  on  medicolegal  cases  is  particularly  stressed 
in  instances  of  sudden  death.  The  primary  purpose  of  the 
autopsy  is  to  explain  the  disease  and  death  of  the  patient 
on  anatomic  changes  which  must  be  demonstrated.  Technic 
of  performing  an  autopsy  is  detailed  with  suitable  accom- 
panying illustrations.  There  are  instructions  as  to  removal 
of  organs,  examinations  of  serous  cavities,  or  internal  or- 
gans and  tissues.  In  connection  with  examining  a certain 
organ  pathologic  conditions  are  listed  with  suggestions  as 
to  what  the  autopsy  is  likely  to  disclose  bearing  on  the 
cause  of  death.  These  discussions  include  pathologic  condi- 
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For  the  diagnosis  and  treatment 
of  hay  fever  patients,  the  Mul- 
ford  Biological  Laboratories  of  Sharp 
& Dohme  offer  a complete  Hay  Fever 
Service.  Mulford  Pollens  Dried  and  Pol- 
len Extracts  include  practically  all  pollens 
of  first  importance  in  the  United  States 
and  Canada,  and  meet  practically  all 
seasonal  and  geographical  demands.  This 
extensive  assortment  of  pollens  is  offered 
in  a variety  of  packages  for  both  diag- 
nosis and  treatment,  to  meet  the 
physician’s  requirements  in  his  particular 
community. 

Mulford  pollen  preparations  are  botan- 
ically  true  to  label,  being  prepared  from 
mature  pollens  specifically  identified. 
They  are  freshly  prepared  and  stand- 
ardized and  will  retain  their  full 


strength  through  the  dating  period. 

For  Diagnosis.  Mulford  Pollens 
Dried  are  supplied  in  tube-vials  of 
50  mgm.  Mulford  Pollen  Extracts  are 
supplied  for  the  scratch  test  in  concen- 
trated form  (50,000  pollen  units  per  cc.) 
in  convenient  capillary  tube-points  suf- 
ficient for  one  test;  for  the  intradermal 
test,  in  2-cc.  ampoule-vials  (2,000  pollen 
units  per  cc.). 

For  treahnent.  Mulford  Pollen  Extracts 
are  supplied  in  Graduated  Dose  Treat- 
ment Packages  in  syringes  or  vials,  and 
in  5-cc.  vials  of  2,000  and  20,000  pollen 
units  per  cc. 

Write  for  the  informative  booklet,  “Hay 
F'ever  Therapy,”  thoroughly  discussing  prin- 
ciples and  methods  of  diagnosis  and 
treatment. 


"For  the  Conservation  of  Life” 


MULFORD  BIOLOGICAL  LABORATORIES 

SHARP  & DOHME 


PHILADELPHIA 


BALTIMORE 
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tions  connected  with  the  disease  of  the  various  organs  ex- 
amined. .Anyone  interested  in  autopsy  work  will  find  in 
this  volume  much  information  and  many  useful  suggestions. 


Principles  of  Bacteriology  and  Immunity.  By  W.  W. 
C.  Topley,  M.A.,  M.D.,  M.Sc.,  F.R.C.P.,  F.R.S.,  Professor 
of  Bacteriology  and  Immunology,  University  of  London, 
etc.,  and  G.  S.  Wilson,  M.D.,  F.R.C.P.,  D.P.H.,  Professor 
of  Bacteriology  as  .Applied  to  Hygiene,  University  of  Lon- 
don, etc.  Second  Edition.  1546  pp.  $12.00.  Wm.  Wood  & 
Co.,  Baltimore,  1936. 

For  those  familiar  with  their  first  edition  of  two  volumes, 
nothing  needs  be  said  except  that  the  authors  have  brought 
their  material  up  to  date  in  one  volume.  The  book  is 
strictly  one  of  advanced  bacteriology  and  as  such  is  as 
complete  as  one  can  find  anywhere.  It  is  intended  for  the 
use  of  graduate  students  and  it  will  also  give  useful  service 
as  a reference  book  for  the  shelf  of  busy  general  medical 
laboratories  where  more  than  simple  routine  is  required. 
The  infective  diseases  of  animals  are  treated  more  freely 
than  is  usual  because,  as  the  authors  state,  the  boundary 
between  medical  and  veterinary  science  is  rightfully  becom- 
ing more  indistinct.  In  using  this  book,  one  must  remember 
that  it  is  two  volumes  in  one  binding;  related  material  is 
not  always  in  one  section,  and  careful  use  of  the  index  is 
necessary  to  find  all  the  material  on  some  subjects. 

C.  R.  Jensen. 


Textbook  of  Medicine.  By  Various  .\uthors.  Edited  by 
J.  J.  Conybeare,  M.C.,  M.D.  Oxon.,  F.R.C.P.,  Physician  to 
Guy’s  Hospital,  London.  Third  Edition.  1027  pp.  $7.00. 
William  Wood  & Co.,  Baltimore,  1936. 

This  volume  comprises  contributions  by  fifteen  British 
physicians,  most  of  whom  are  connected  with  London  hos- 
pitals. The  editor  says  its  “objective  is  to  offer  to  the 
student  and  practitioner  the  essentials  of  medicine  within 
as  small  a compass  and  at  as  low  a price  as  possible.”  Many 
additions  and  alterations  appear  in  this  edition.  The  im- 
portant mentioned  changes  include  a new  section  on  renal 
diseases,  new  information  on  anemia,  diabetes  and  the 
pituitary.  Many  other  sections  have  been  rewritten  and 
brought  up  to  date.  Special  attention  is  called  to  the  article 
on  arthritis,  where  less  emphasis  is  now  paid  to  focal  in- 
fections in  cases  of  obscure  origin.  Diseases  are  grouped 
under  various  headings,  such  as  infectious  diseases,  diseases 
of  the  ductless  glands,  of  the  digestive  system,  cardio- 
vascular, respiratory  tract  and  nervous  system.  Under  each 
heading  are  descriptions  of  various  diseases  affecting  the 
organs  under  consideration.  The  essential  facts  are  pre- 
sented for  each  disease,  including  etiology,  diagnosis,  prog- 
nosis and  treatment.  This  is  a handy  volume  for  ready 
reference  concerning  diseases  of  everyday  practice. 


.■\ppLiED  Dietetics.  The  Planning  and  Teaching  of  Nor- 
mal and  Therapeutic  Diets.  By  Frances  Stern,  Chief  of 
Food  Clinic,  The  Boston  Dispensary,  etc.  263  pp.  $3.50. 
The  Williams  & Wilkins  Company,  Baltimore,  1936. 

Many  books  have  been  published  dealing  with  diets,  of- 
fering suggestions  as  to  their  selection  and  applications. 
Many  phases  of  the  subject  are  considered  in  this  volume. 
After  discussion  of  food  requirements,  the  normal  diet  and 
states  that  these  tables  amplify  the  construction  of  diets, 
peutic  diet,  many  tables  are  introduced,  including  instruc- 
tions for  the  dietitian  as  well  as  the  patient.  The  author 
states  that  these  tables  amplify  the  construction  of  diets, 
normal  and  therapeutic.  Dietary  outlines  are  assembled. 


summarizing  factors  that  need  to  be  considered  in  the  nor- 
mal and  therapeutic  diet.  Various  diseases  are  included  re- 
quiring special  diets  which  are  outlined.  There  is  a section 
consisting  of  typical  diets  and  menus  normal  and  thera- 
peutic. This  is  a practical  publication  for  one  seeking  in- 
formation on  any  matter  pertaining  to  diet. 

Physical  Therapeutic  Methods  in  Otolaryngology. 
By  Abraham  R.  Hollender,  M.D.,  F.A.C.S.,  Associate  in 
Laryngology,  Rhinology,  and  Otology,  University  of  Illi- 
nois College  of  Medicine,  etc.  With  189  illustrations.  442  pp. 
$5.00.  The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

Besides  the  author  there  are  ten  other  contributors  to 
this  volume.  Part  I discusses  physical  agents  and  prin- 
ciples. Part  II  describes  physical  agents  in  otolaryngology. 
There  is  a discussion  of  their  application  to  affections  of 
the  external  nose  and  face,  acute,  chronic  and  vasomotor 
rhinitis;  treatment  of  turbinates,  sinusitis,  hypertrophied 
tonsils,  laryngeal  tuberculosis,  external  and  middle  ear  dis- 
eases. Part  HI  deals  with  neoplastic  and  miscellaneous 
problems.  Many  illustrations  help  to  clarify  the  text. 
Whether  or  not  one  will  accept  all  suggestions  and  thera- 
peutics in  this  volume,  there  are  many  suggestions  which 
may  result  in  helpful  therapeusis. 


Year  Book  of  General  Surgery.  Edited  by  Evarts  A. 
Graham,  .A.B.,  M.D.,  Professor  of  Surgery,  Washington  Uni- 
versity School  of  Medicine,  etc.  831  pp.  $3.00.  The  Year 
Book  Publishers,  Chicago,  1936. 

•As  occurs  in  all  the  series  of  Year  Books,  this  volume 
presents  a summary  of  surgical  progress  during  the  past 
year.  It  is  not  intended  as  a complete  digest  of  surgical 
procedures,  but  offers  enough  suggestion  so  that  the  reader 
may  refer  to  original  articles  as  he  desires.  The  editor  calls 
attention  to  several  important  subjects,  among  which  is  the 
treatment  of  bleeding  peptic  ulcers  with  reference  to  articles 
by  several  writers.  Treatment  of  fractures,  increased  intra- 
cranial pressure,  injection  treatment  of  hernia  are  among 
those  considered.  The  new  principle  of  cholangiography  is 
presented  in  several  articles.  Nervous  complications  of  spinal 
anesthesia  and  the  use  of  cyclopropane  anesthesia  are  dis- 
cussed. These  are  merely  suggestions  of  the  contents  of  the 
book. 


Juvenile  Paresis.  By  William  C.  Menninger,  M.  D., 
199  pp.  $3.00  The  Williams  & Williams  Company,  Balti- 
more, 1936. 

This  monograph  comprises  a series  of  studies  of  juvenile 
paretic  neurosyphilis  based  on  forty-three  cases  personally 
observed  and  six  hundred  and  ten  cases  recorded  in  the 
literature.  This  is  a relatively  rare  disease,  the  majority 
of  the  published  studies  reporting  only  one  or  two  cases. 
“The  most  common  mental  picture  observed  in  juvenile 
paretic  neurosyphilis  is  characterized  by  confusion,  mental 
regression  to  simple  dementia,  inadequate  emotional  re- 
sponse and  a restless  purposeless  behavior.”  The  prevalent 
attitude  to  the  treatment  in  juvenile  paresis  is  one  of  pessi- 
mism. The  best  results  have  been  obtained  from  the  use 
of  diathermy,  supplemented  by  arsenicals  and  heavy  metals. 
Malaria  and  tryparsamide  have  given  about  evenly  good 
results  with  arsphenamine  and  neoarsphenamine  the  poor- 
est results.  Treatment  must  be  intensive  and  over  a long 
period  of  time  without  a rest  period. 
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CONGENITAL  MALFORMATION  OF 
BILE  DUCTS 

REPORT  OF  CASE  WITH  SEVERE  HEMORRHAGIC 
MANIFESTATIONS  WITH  RECOVERY* 

J.  B.  Bilderback,  M.D. 

W.  H.  Bueermann,  M.D. 

S.  H.  Goodnight,  M.D. 

PORTLAND,  ORE. 

Congenital  malformations  of  the  bile  ducts  are 
rare  enough  that  they  are  easily  overlooked,  and 
yet  common  enough  that  they  should  always  be 
borne  in  mind,  especially  as  early  diagnosis  and 
treatment  may  save  the  life  of  the  child.  The  fol- 
lowing case  is  of  interest,  not  only  because  of  the 
recovery  but  because  of  the  hemorrhagic  manifesta- 
tions which  were  the  outstanding  symptoms  on  ad- 
mission. 

CASE  REPORT 

M.  S.,  female,  age  6 weeks,  was  admitted  to  Doernbecher 
Hospital  July  9,  193S,  with  the  chief  complaints  of  hemorr- 
hage and  jaundice.  She  had  been  icteric  since  shortly  after 
birth.  At  the  age  of  two  weeks  she  had  slight  bleeding 
from  the  bowel.  At  the  age  of  three  weeks  she  had  sub- 
cutaneous hemorrhage  into  the  lower  abdominal  wall.  At 
four  and  a half  weeks  hemorrhage  in  the  chin  occurred. 
Two  days  prior  to  admission  she  had  a severe  hemorrhage 
in  her  right  thigh.  The  following  day  an  outside  physician 
gave  her  an  injection  of  intramuscular  blood  that  caused  a 
large  hemorrhage  in  the  surrounding  area.  He  also  did  a 
bleeding  and  clotting  time  and  the  patient  was  still  bleeding 
from  her  toe  where  she  had  been  stuck,  on  admission  to  the 
hospital  twenty-four  hours  later. 

She  had  never  run  a fever.  The  jaundice  had  been  pro- 
gressive. The  mother  had  noticed  nothing  abnormal  about 
the  baby’s  stools.  (She  later  admitted  they  were  clay  col- 
ored.) The  mother’s  grandfather  had  been  a bleeder.  The 
patient  had  been  a full  term  baby,  normal  delivery  and 
had  been  breast  fed. 

• Prom  the  Departments  of  Surgery  and  Pediatrics, 
Doernbecher  Hospital,  University  of  Oregon  Medical 
School. 


Physical  examination  revealed  a markedly  icteric,  fairly 
well  nourished  infant.  The  scelerae,  conjunctivae  and  mu- 
cous membranes  were  icteric.  The  abdomen  was  slightly 
protuberant.  A small  umbilical  hernia  was  present.  The 
liver  was  palpable  1.5  cm.  below  the  costal  margin.  The 
spleen  was  palpable.  The  right  thigh,  left  thigh  and  but- 
tocks were  swollen  hard  and  greenish  purple  due  to  sub- 
cutaneous hemorrhage.  The  physical  examination  was 
otherwise  essentially  negative. 

The  first  urine  specimen  was  reported  negative  for  bil- 
irubin or  biliverdin,  but  all  subsequent  ones  were  positive. 
Urobilinogen  was  negative  1-10.  The  hemoglobin  was  51 
per  cent;  r.  b.  c.  2,600,000;  w.  b.  c.  11,500  with  a normal 
differential ; platelet  334,000.  The  coagulation  time  was 
9 minutes  30  seconds.  The  bleeding  time  was  markedly  pro- 
longed. The  Kolmer  and  Kahn  were  negative.  It  was  noted 
that  the  baby  had  clay  colored  stools.  They  were  negative 
for  bile  and  2 plus  for  occult  blood.  Clot  retraction  began 
at  one  hour  and  was  fair  at  eighteen  hours.  The  icterus 
index  was  75.  Fragility  began  at  0.40  per  cent  and  was 
complete  at  0.22  per  cent.  The  van  den  Berg  showed  a 
positive  delayed  direct  reaction. 

The  patient  was  given  three  50  cc.  intraperitoneal  trans- 
fusions, following  which  she  had  no  more  hemorrhage. 
The  hemoglobin  rose  to  80.8,  the  r.  b.  c.  to  4,320,000;  the 
coagulation  time  was  5 minutes  15  seconds,  and  the  bleed- 
ing time  4 minutes.  The  jaundice  was  somewhat  more  pro- 
nounced and  the  icteric  index  had  risen  to  90.  The  patient’s 
general  condition  was  fairly  good.  She  had  been  gaining 
weight  slowly. 

Although  at  first  the  jaundice  had  been  thought  to  be  on 
a hemolytic  basis,  after  the  laboratory  findings  a diagnosis 
of  congenital  malformation  of  the  bile  ducts  was  made  and 
the  patient  was  taken  to  surgery  for  an  exploratory  laparot- 
omy. The  abdomen  was  opened  through  a high  right  rectus 
incision.  The  liver  when  exposed  was  found  to  be  bluish 
purple  in  color.  The  liver  edges  were  rounded  and  firm. 
The  gallbladder  was  slightly  dilated  but  not  tense.  The 
duodenum  was  adherent  to  the  lower  half  of  the  gall- 
bladder. The  adhesions  were  separated  and  the  cystic  duct 
was  followed  to  its  junction  with  the  hepatic  and  common 
bile  ducts,  all  of  which  were  contracted.  Needle  puncture 
of  the  various  duct  structures  in  the  gastrohepatic  omentum 
was  attempted  without  finding  evidence  of  a bile  contain- 
ing structure.  The  gallbladder  was  then  aspirated  and  a 
slightly  bile  tinged  mucus  was  found.  With  this  evidence  it 
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was  deemed  advisable  to  do  a cholecystoduodenostomy. 
The  anastomosis  was  done  with  triple  000  chromic  catgut 
in  spite  of  the  minute  size  of  the  gallbladder.  The  abdomen 
was  closed  with  fine  chromic  catgut,  silkworm  and  dermal. 

The  child  cried  considerably  during  the  first  four  days 
postoperatively.  On  the  fifth  day  there  was  evidence  of  a 
serosanguineous  drainage  from  the  incision.  This  continued 
until  the  ninth  day,  when  a loop  of  small  bowel  extruded 
from  the  lower  angle  of  the  incision  during  a crying  spell. 
This  was  replaced  and  the  lower  angle  of  the  incision 
sutured.  Later  in  the  day  a second  evisceration  occurred 
which  necessitated  a complete  resuture  of  the  incision 
which  showed  evidence  of  delayed  healing  within  the  ap- 
proximated surfaces  of  the  incision. 

Further  convalescence  was  stormy  but  the  child  gained 
in  weight  and  strength.  Bile  appeared  in  the  bowel  move- 
ment. The  child  was  discharged  from  the  hospital  on  the 
twenty-eighth  postoperative  day. 

Subsequent  follow-up  examination  during  July,  1936, 
showed  a well  developed  child,  free  of  any  icteric  tinge. 
The  only  physical  finding  was  an  enlarged  liver.  It  had 
been  considered  at  operation  that  this  was  a case  of  total 
biliary  obstruction  of  congenital  origin. 

Chyne,’^  in  1801,  in  his  essays  on  “Diseases  of 
Children,”  was  the  first  to  notice  malformation  of 
the  bile  ducts.  Kirshbaum,^  in  1934,  found  175 
cases  reported  in  the  literature  and  Croswell®  178. 
There  have  been  a few  other  cases  since  that  time. 

The  malformations  present  vary  a great  deal. 
The  classification  of  Ladd*  is  adequate  for  practi- 
cal purposes: 

1.  Cases  in  which  there  are  no  extrahepatic  ducts. 

2.  Cases  in  which  there  is  an  atresia  of  the  ducts. 

3.  Cases  in  which  there  is  an  atresia  of  the  common  duct. 

4.  Cases  in  which  the  gallbladder  is  not  connected  with 
the  common  duct,  and  in  which  there  may  or  may  not  be 
a common  or  hepatic  duct. 

5.  Cases  in  which  the  gallbladder  connects  directly  with 
the  duodenum  but  in  which  there  are  no  other  extra- 
hepatic  ducts. 

6.  Cases  of  stenosis  of  the  common  duct  plugged  with 
inspissated  bile,  causing  complete  obstruction. 

7.  Cases  of  narrowing  of  the  common  duct,  causing  par- 
tial obstruction. 

There  have  been  several  theories  advanced  as  to 
the  cause  of  the  malformations. 

1.  The  one  that  most  adequately  explains  the 
condition  has  been  advanced  by  Yllpo.®  During 
development  the  bile  ducts  become  obliterated  by 
epithelial  concrescences  or  proliferations.  Normally 
the  cord  becomes  vacuolated,  the  vacuoles  coalesce 
and  the  lumen  is  reestablished.  There  may  be  an 
arrest  in  development  forming  the  anomaly. 

2.  Another  theory  is  that  a primary  develop- 
mental disturbance  causes  a narrowing  of  the  lumen 
and  this  causes  a catarrhal  condition  in  the  ducts, 
due  to  the  bile  stasis.  The  catarrhal  condition  causes 

1.  Chyne;  Quoted  by  C.  V.  Croswell  (3). 

2.  Klrshbaum,  G.  B. ; Congenital  Absence  of  Gallbladder 
and  Extrahepatic  Ducts.  Amer.  J.  Dis.  Child.  47:1080- 
1086,  May,  1934. 

3.  Croswell,  C.  V. : Congenital  Anomaly  and  Extra- 
hepatic Ducts  of  Gallbladder.  J.  Tennessee  S.  M.  A.  27 ; 
316-318,  Aug.,  1934. 

4.  Ladd,  W.  E. : Congenital  Obstruction  of  Bile  Ducts. 
Ann.  Surg.  102:742-761,  Oct.,  1935. 

5.  Yllpo:  Quoted  by  Ladd  (4). 


complete  obstruction  and  finally  obstruction  of  the 
lumen.  The  obliterated  portions  may  persist  as  a 
fibrous  cord  or  disappear. 

3.  Congenital  lues  has  been  fairly  well  discarded 
as  an  etiologic  factor. 

4.  Fetal  peritonitis  with  adhesions  and  constric- 
tions has  been  advanced  as  a possible  cause.  Ad- 
hesions were  present  in  our  cases. 

5.  Another  theory  is  that  toxins  derived  from 
the  mother  and  secreted  by  the  liver  of  the  fetus 
set  up  a cholangeitis  that  descends  to  the  larger  bile 
ducts.  This  is  supported  by  the  fact  that  cirrhosis 
following  obstruction  is  rare  in  later  life,  while  it 
is  the  rule  in  congenital  obstruction. 

6.  There  may  be  a mechanical  factor  present. 
A large  liver  may  exert  traction  on  the  mesentery, 
causing  a twisting  or  blocking  of  the  duct. 

7.  Rolleston  and  Hayne®  believe  that  the  cirrhosis 
of  the  liver  is  primary  and  the  lesion  in  the  bile 
duct  secondary. 

8.  Cole^  advances  lesions  in  the  vascular  supply 
as  a cause. 

PATHOLOGY 

The  gross  pathology  exclusive  of  the  bile  ducts 
shows  a general  icterus  of  all  the  tissues.  The 
liver  is  enlarged,  firm  and  irregular  and  of  a 
darker  color  than  normal.  Microscopically  the  liver 
presents  a picture  of  stasis  and  cirrhosis.  Hess* 
stressed  the  fact  that,  as  the  common  duct  may 
be  entirely  obstructed,  so  may  the  duct  of  Wir- 
sung.  Although  a patent  duct  of  Santorini  may 
compensate,  as  in  the  case  reported  by  Hess,  there 
is  usually  pancreatic  obstruction.  Rosenberg  and 
Judd®  believe  the  enlargement  of  the  spleen  ap- 
pears to  be  due  to  an  increase  in  size  and  number 
of  the  endothelial  cells  which  line  the  venous  loops 
and  sinuses  of  the  spleen  and  suggest  an  attempt 
of  the  spleen  to  assume  the  phagocytic  function  of 
the  damaged  liver  cells. 

SYMPTOMS 

The  earliest  symptom  is  jaundice.  This  usually 
appears  twenty-four  to  forty-eight  hours  after  birth, 
although  it  may  not  be  present  for  a week.  Deaver*® 
reported  an  unusual  case  in  which  the  jaundice  did 
not  appear  for  six  weeks.  The  jaundice  is  always 
progressive  and  after  two  to  three  weeks  becomes 
very  marked,  often  with  a greenish  tinge.  Very 

6.  Rolleston,  H.  D.  and  Hayne,  L.  B. : Case  of  Con- 
genital Hepatic  Cirrhosis  with  Obliterative  Cholangritis. 
Brit.  M.  J.  1:758-760,  March  30.  1901. 

7.  Cole,  W.  H. : Congenital  Malformation  of  Intestinal 
Tract  and  Bile  Ducts  in  Infancy  and  Childhood.  Arch. 
Surg.  23:820-847,  Nov.,  1931. 

8.  Hess,  A.  F. : Consideration  of  Pancreas  and  Its  Ducts 
in  Congenital  Obliteration  of  Bile  Ducts.  Arch.  Int.  Med. 
10:37-44,  July,  1912. 

9.  Rosenberg,  L.  and  Judd,  G.  E. : Congenital  Atresia  of 
Bile  Ducts.  Arch.  Surg.  18:2339-2352,  June,  1929. 

10.  Deaver,  J.  M. : Congenital  Absence  of  Gallbladder 
and  Extrahepatic  Ducts.  Am.  J.  Dis.  Child.  46:356-358. 
Aug.,  1933. 


April,  1937 


BURNS  AND  APPENDICITIS ROSE 


113 


little  pruritus  is  associated.  The  intensity  of  the 
jaundice  has  no  relationship  to  the  amount  of  ob- 
struction present. 

The  stools  are  grey  to  white,  greasy  and  usually 
do  not  contain  bile.  Howard  and  Wallbach  men- 
tion that  the  meconium  may  or  may  not  be  white, 
indicating  a difference  of  age  of  onset  in  the  fetus. 
Occasionally  the  stools  are  somewhat  colored  or  give 
a positive  test  for  bile,  due  to  the  fact  that  the 
bile  pigments  may  be  absorbed  in  the  blood  and 
excreted  from  the  intestinal  mucosa.  Cole  stresses 
the  fact  that  most  of  the  fat  ingested  is  excreted. 
In  one  of  his  cases  85  per  cent  of  the  ingested  fat 
was  excreted. 

The  urine  becomes  highly  colored  and  stains  the 
diap>ers.  The  test  is  positive  for  bile. 

After  several  weeks  the  child’s  nutrition  generally 
begins  to  fail.  Various  formulas  are  usually  tried 
without  success.  The  baby  usually  has  “colic.” 

Very  many  of  the  infants  show  hemorrhagic 
manifestations.  This  may  vary  from  merely  a pro- 
longed bleeding  and  clotting  time  to  a condition 
similar  to  the  one  just  reported,  where  it  is  an 
outstanding  symptom.  Howard  and  Wallbach^^  state 
it  is  present  in  50  per  cent  of  the  cases.  The  liver 
and  spleen  are  always  enlarged.  The  icteric  index 
usually  varies  from  75  to  200.  The  fragility  test  is 
normal  and  the  van  den  Berg  gives  a positive  direct 
reaction.  There  is  usually  a moderate  anemia  pres- 
ent. The  white  count  is  normal  unless  complications 
are  present.  Differential  diagnosis  must  be  made 
from  icterus  neonatorum,  erythroblastosis,  jaun- 
dice of  hemolytic  sepsis,  s3T>hilitic  jaundice,  hemo- 
lytic jaundice,  cysts  and  tumors  of  the  pancreas, 
chronic  interstitial  hepatitis,  cholelithiasis  and  acute 
catarrhal  jaundice. 

PROGNOSIS 

There  is,  of  course,  a 100  per  cent  mortality  if 
these  cases  are  not  operated  upon,  with  the  possible 
exception  of  very  rare  cases  that  have  inspissated 
bile  causing  the  obstruction.  The  degree  of  obstruc- 
tion cannot  be  determined  preoperatively.  As  these 
infants  are  particularly  susceptible  to  infections, 
and  the  cirrhosis  is  progressive,  surgical  interven- 
tion must  not  be  delayed  too  long.  Ladd  states  that 
the  ideal  time  for  operation  is  between  the  first  and 
second  months.  The  average  age  of  death  in  unop- 
erated and  unoperable  cases  is  between  five  and  six 
months,  although  they  may  live  for  a year. 

Naturally  the  prognosis  depends  on  the  condi- 
tion found  at  operation.  Holmes^-  found  16  per  cent 

11.  Howard.  C.  tj.  find  Wallbach,  .S.  Tl. : Cong-enital  Ob- 
literation of  Bile  Ducts.  Arch.  Int.  Med.  8:557-573,  Nov., 
1911. 

12.  Holmes,  J.  B. : Congenital  Obliteration  of  Bile 

Ducts.  Am.  J.  Dis.  Child.  11:405,  June,  1916. 


of  the  cases  theoretically  operable.  Rosenberg  and 
Judd  state  that  only  16  per  cent  of  the  cases  in 
the  literature  were  operable  and  they  were  unable 
to  find  any  case  of  undisputed  congenital  atresia 
which  was  operated  on  successfully  before  Ladd’s 
first  article  in  1928.^^  They  believe  that  the  patients 
will  not  survive  except  in  exceptional  cases,  due  to 
the  liver  damage. 

We  believe  that  cases  such  as  those  of  Kostlin 
and  others  reported  by  Holmes,  where  the  age  of 
onset  was  from  six  months  to  several  years,  cannot 
be  included  as  complete  obstruction,  but  they  may 
have  been  partially  obstructed,  later  becoming 
completely  obstructed  due  to  inflammation  or  other 
causes.  In  forty  cases  of  complete  obstruction  Ladd 
found  37  per  cent  operable,  of  whom  60  per  cent 
have  recovered  and  have  been  followed  from  six 
months  to  ten  years.  He  concludes  the  liver  has 
sufficient  regenerative  piower  to  overcome  the  fibro- 
sis he  observed  at  operation. 

TREATMENT 

The  medical  treatment  consists  of  getting  the 
patient  ready  for  operation.  Koss  and  Osgood^ 
stress  the  importance  of  a high  carbohydrate  diet  to 
help  protect  the  damaged  liver  and  to  reduce  its 
metabolic  work.  The  diet  should  contain  a mini- 
mum of  fat.  It  is  important  to  do  a bleeding  and 
clotting  time  before  taking  the  patient  to  surgery, 
as  50  per  cent  of  the  patients  have  a tendency  to 
bleed.  Preoperative  blood  transfusions  are  invalu- 
able in  the  above  cases  and  also  in  cases  that  have 
complicating  infections. 

CONCLUSIONS 

1.  A case  of  congenital  malformation  of  the  bile 
ducts  and  severe  hemorrhagic  manifestations  with 
recovery  is  presented. 

2.  Although  most  cases  are  unoperable,  early 
diagnosis  and  surgical  intervention  will  effect  a curg 
in  some  cases. 

13.  Ladd,  W.  E. : Congenital  Atresia  and  Stenosis  of 
Bile  Ducts.  J.  A.  M.  A.  91:1082-1085,  Oct.  13,  1928. 

14.  Koss,  I.  H.  and  Osgood,  P.  P. : Congenital  Obstruc- 
tive Jaundice.  J.  Pediat.,  9:91-95,  July,  1936. 

SEVERE  BURNS  COMPLICATED  BY 
APPENDICITIS 
Hilton  W.  Rose,  M.D 

SEATTLE,  WASH. 

On  April  24,  1936.,  V.  H.,  age  ten,  awoke  in  the  early 
morning  and  complained  to  her  mother  that  she  had  a pain 
“in  the  middle  of  her  stomach.”  A short  time  later  she  be- 
came nauseated  and  vomited — the  pain  in  the  stomach  still 
persisting.  The  mother  had  to  work  that  morning  so  told 
the  child  she  would  take  her  to  a doctor  in  the  afternoon. 
Later  in  the  morning,  as  the  child  built  a fire  in  the  stove, 
her  nightgown  caught  fire,  and  she  was  burned  sev'erely. 

She  was  admitted  to  King  County  Hospital  April  24, 
with  severe  second  and  third  degree  burns  covering  abdo- 
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Fig.  1 Fig.  2 

Fig.  1.  Appearance  of  patient  after  being  sprayed  with 
tincture  of  ferric  chloride,  and  before  being  taken  to 
surgery. 

Fig.  2.  Shows  incisional  scar  and  complete  recovery 
from  burns. 

men,  back,  both  thighs,  buttocks,  forearms  and  hands.  She 
was  unconscious  and  in  shock.  The  systolic  blood  pressure 
was  70,  the  diastolic  not  obtainable.  The  pulse  was  imper- 
ceptible, the  respirations  16.  The  patient  was  placed  in  a 
tub  of  cold  water  and  responded  well  to  this  therapy.! 
-After  two  hours  the  systolic  blood  pressure  rose  to  90  and 
the  diastolic  to  60.  The  pulse  became  stronger  and  in- 
creased to  88.  The  respirations  were  36.  Intravenous  fluids 
were  given  while  the  patient  was  in  the  tub.  The  burned 
areas  were  then  sprayed  with  tincture  of  ferric  chloride  as 
described  by  Coan^  and  the  patient  was  placed  in  a burn 
bed.  Her  condition  was  still  critical  but  improved. 

Eight  hours  later  she  vomited  and  complained  of  pain 
in  the  right  lower  quadrant  of  her  abdomen.  During  the 
night  she  again  vomited  and  had  continual  pain  in  the 
right  lower  quadrant.  On  physical  examination,  she  had  a 
right  rectus  rigidity  with  localized  tenderness  over  McBur- 
ney’s  point.  The  white  count  was  21,100  with  94  per  cent 
polymorphonuclear  leucocytes  and  6 per  cent  small  lympho- 
cytes. A diagnosis  of  acute  appendicitis  was  made  and  the 
child  was  operated  upon  by  Dr.  Don  Palmer,  April  25.  A 
low  McBurney’s  incision  was  made  through  the  eschar,  a 
subacute  appendix  removed,  and  the  stump  inverted.  The 
wound  was  closed  without  drainage  and  the  skin  edges 
approximated  with  interrupted  dermal  sutures.  The  wound 
healed  normally  and  without  infection. 

Six  weeks  later  multiple  Thiersch  grafts  were  placed  over 
the  denuded  areas  and  the  patient  was  discharged,  July  16. 
She  is  now  well  and  going  to  school,  although  there  is 
some  keloid  formation. 

COMMENT 

This  is  the  first  case  that  we  could  find  in  the 
literature  in  which  abdominal  surgery  was  done 
through  a third  degree  burn  covered  by  a crust  pro- 
duced either  by  BettmanV  treatment  or  that  de- 
scribed by  Coan.  Bettman  is  the  originator  of  this 
t}fpe  of  treatment  and  deserves  much  credit  for 
his  work. 

1.  Rose.  H.  W. ; Initial  Cold  Water  Treatment  for  Burns. 
Northwest  Med.  35:267-270.  July,  1936. 

2.  Coan,  G.  L. : Ferric  Chloride  Coagulation  in  Treat- 
ment of  Burns,  with  Resume  of  Tannic  Acid  Treatment. 
Surg.,  Gynec.  & Obst.  61:687-692,  Nov.,  193S. 

3.  Bettman,  A.  G. : Tannic  Acid  Silver  Nitrate  Treat- 
ment of  Burns,  Method  of  Minimizing  Shock  and  Toxemia 
and  Shortening  Convalescence.  Northwest  Med.  34:46-51, 
Feb.,  1935. 


ROLE  OF  THE  BIOPSY  IN  DIAGNOSIS* * 

C.  R.  Jensen,  M.D. 

SEATTLE,  WASH. 

The  modern  battle  against  cancer  is  becoming 
gradually  more  effective  largely  for  two  reasons, 
earlier  diagnosis  and  changes  in  technic  of  treat- 
ment. Occupying  an  important  place  in  this  picture 
is  the  biopsy.  The  amount  of  biopsy  work  per- 
formed in  laboratories  of  pathology  has  increased 
greatly  in  recent  years,  for  this  is  a tool  not  only 
for  early  diagnosis  but  also  for  more  exact  diag- 
nosis. In  many  cases  it  has  become  an  indispensable 
preliminary  to  the  proper  application  of  the  modern 
refinements  of  irradiation  therapy  as  well  as  to  the 
initial  choice  to  be  made  between  surgery  and  such 
therapy.  The  idea  of  the  biopsy  procedure  has  been 
mentioned  frequently  in  cancer  publicity,  so  that  I 
many  of  the  laity  are  now  familiar  with  it,  and  the 
doctor  no  longer  encounters  much  opposition  to  his  ; 
request  for  this  type  of  examination. 

Because  of  the  rapidly  increasing  use  of  this  form 
of  diagnostic  approach,  a few  remarks  about  gen-  j 
eral  principles  of  its  application  may  not  be  amiss. 
Some  of  these  will  seem  elementary  to  many  of  you, 
and  yet  I can  only  apologize  for  them  in  advance 
by  saying  that  my  own  experience  with  the  ways  ' 
in  which  biopsy  work  is  sometimes  conducted  seems  f 
to  justify  what  amounts  to  words  of  advice. 

OBJECTIONS  TO  THE  BIOPSY  j 

Most  objections  to  biopsy  of  tumor  tissue,  where  f 
such  is  feasible,  are  based  on  the  notion  that  it  may  jj 
stimulate  local  growth  or  contribute  in  some  way  to  | 
the  onset  of  metastases.  These  considerations  are  | 
largely  theoretical,  and  the  occasional  experimental  | 
observations  which  seem  to  demonstrate  this  can  f 
be  offset  with  many  more  observations  which  have  ' 
failed  to  give  evidence  of  such  effects.  It  is  a fair  : 
summary  of  current  opinion  to  say  that  most  au-  ;! 
thorities  today  do  not  believe  that  there  is  any  I 
risk  in  biopsy  itself,  generally  speaking,  provided  i 
that  each  case  is  treated  in  a common  sense  fashion, 
and  positive  biopsies  are  followed  up  within  a rea-  L 
sonable  time  by  proper  therapy.  3 

There  are  a few  noteworthy  exceptions  to  this 
rule,  such  as  sarcomas  of  the  extremities  or  tumors  / 
of  the  testicle,  in  both  of  which  instances  prelimi- 
nary incision  of  the  tissue  for  biopsy  purposes 
might  well  be  dangerous  and  at  any  rate  is  unnec- 
essary. The  general  tendency,  moreover,  is  to  en-  j 
courage  the  use  of  the  biopsy  studies  in  routine 

• From  the  Department  of  Pathology,  King  County  Hos- 
pital. 

* Read  before  a meeting  of  King  County  Medical  So- 
ciety, Seattle,  Wash.,  Oct.  7,  1936.  ,, 
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work,  and  to  allay  the  fear  still  present  in  the 
minds  of  a few  that  it  is  a procedure  of  potential 
danger  to  the  patient  with  cancer. 

TECHNICAL  CONSIDERATION 

Clinical  data.  For  purposes  of  emphasis,  I think 
a discussion  of  clinical  data  might  well  come  under 
technical  considerations  of  the  biopsy.  The  pePr 
formance  of  a biopsy  is  in  a sense  another  laboraf 
tory  procedure  and  in  some  cases  will  have  no  mor^ 
relative  value  than  other  laboratory  procedures,! 
such  as  a roentgenogram.  In  other  words,  it  is  part, 
of  the  picture,  not  all  of  it.  This  being  true,  it 
should  never  be  the  first  step  toward  diagnosis  but 
should  be  preceded  in  every  case  by  thorough  clini- 
cal work  which  includes  complete  history,  physical 
examination  and  other  requisite  laboratory  tests. 
In  making  these  statements  I am  not  merely  pay- 
ing lip  service  to  the  clinician  but  am  urging  a 
routine  which  is  necessary  in  order  to  get  the 
maximum  efficiency  from  the  biopsy  itself. 

Furthermore,  these  clinical  data  should  be  avail- 
able on  the  desk  beside  the  microscope,  so  to  speak, 
before  the  pathologist  begins  his  examination  of 
the  slide,  because  in  many  cases  the  changes  found 
in  the  slide  are  subject  to  varying  interpretation 
and  are  to  be  weighed  in  a balance  along  with  such 
factors  as  age,  sex,  duration  of  illness,  extent  and 
location  of  lesion,  and  previous  treatment. 

Removal  of  the  tissue.  Rather  than  expound  at 
length  upon  the  best  manner  of  taking  biopsy  ma- 
terial in  various  localities,  I must  be  content  with 
repeating  a few  general  principles  which  in  reality 
may  be  regarded  as  a plea  from  pathologist  to 
surgeon ; 

1.  If  the  entire  lesion  is  not  to  be  removed,  ma-i 
terial  should  be  selected  from  a representative  por- 
tion, making  sure  that  it  is  not  merely  from  the 
very  margin  where  hyperemia  is  present  but  where 
possible  tumor  tissue  may  not  yet  be,  or  in  central 
portions  where  inflammatory  necrosis  may  have  de- 
stroyed tumor  cells  beyond  recognition.  The  periph- 
ery of  the  tumor  is  generally  desirable,  for  not  only 
is  histologic  detail  usually  better  preserved  at  this 
point,  but  in  many  instances  the  invasive  propen- 
sities of  a tumor  are  better  estimated  here. 

2.  Incisions  should  be  made  so  that  the  long  axis^ 
of  the  block  removed  is  at  right  angles  to  the  sur-| 
face.  This  is  a safe  general  rule  and  will  secure  for 
the  pathologist  a section  including  the  base  of  the 
lesion  or  its  advancing  margin.  When  a polypoid 
or  papillary  lesion  is  to  be  examined,  tissue  from 
the  base  is  desirable.  In  biopsies  of  the  rectum  and 


esophagus  this  is  particularly  important;  here  the 
technical  difficulties  of  securing  the  tissue  account 
for  the  fact  that  the  report  must  go  back  as  “in- 
flammatory” or  “unsatisfactory  tissue,”  when  often 
a little  more  pains  in  selecting  the  proper  spot  for 
biopsy  would  have  saved  repeating  the  examination. 
You  will  often  find  that,  when  tissue  is  taken  in 
the  proper  manner,  the  pathologist  not  only  sends 
in  a brief  report  with  a categorical  diagnosis,  but 
will  be  genuinely  helpful  at  times  in  estimating 
prognosis  or  may  even  take  upon  himself  responsi- 
bility for  suggesting  therapy. 

3.  A liberal  portion  should  be  removed.  If  all( 
of  a lesion  is  not  to  be  removed,  then  it  rarely  mat- 
ters if  a little  more  than  a bare  minimum  is  taken; 
it  will  heal  just  as  well,  and  after  all  it  is  much 
easier  on  patient  and  doctor  to  do  the  job  properly 
the  first  time  than  to  take  chances  on  having  to  do 
a poor  job  over  again.  Furthermore,  there  is  noth- 
ing so  annoying  or  discouraging  to  a pathologist 
than  to  have  submitted  a small  fragment  of  tissue 
about  the  size  of  a hang-nail  and  be  asked  to  settle 
a human  being’s  future  on  that.  A piece  of  tissue 
the  size  of  a small  finger  nail  is  usually  adequate. 

4.  Fixation.  If  the  tissue  is  not  removed  in  a 
hospital,  there  should  be  on  hand  before  the  biopsy 
is  taken  some  fixing  solution  such  as  4 per  centj 
formaldehyde,  thus  avoiding  the  risk  of  the  tissue 
drying  before  it  reaches  the  hospital  or  laboratory. 

5.  Method  of  preparing  tissues.  Strictly  speaking, 
this  is  no  concern  of  the  surgeon.  Pathologists  are 
variously  trained  in  the  type  of  tissue  work  they  do 
best.  There  is  an  honest  and  healthy  difference  of 
opinion  in  regard  to  the  best  manner  of  cutting  the 
routine  tissues,  and  some  laboratories  still  prefer 
the  frozen  section  to  the  paraffin  section  for  this 
work.  But  it  does  concern  the  surgeon  in  that  oc- 
casionally he  asks  for  a rapid  frozen  section  diag- 
nosis in  a laboratory,  where  the  pathologist  does 
not  believe  in  it  except  as  an  emergency  measure. 
If  the  surgeon  makes  a habit  of  this,  sooner  or  later 
he  will  regret  it.  Most  pathologists  believe  that 
paraffin  section  work  is  more  efficient  than  rapid 
frozen  section  technics,  reserving  the  latter  for  oc- 
casions, such  as  breast  tumor  diagnosis  during  op- 
eration, where  the  customary  indications  are  clear. 

NEWER  PHASES  OF  BIOPSY  WORK 

The  word  biopsy,  of  course,  refers  to  the  examin- 
ation of  tissue  during  life,  and  some  of  the  recent 
additions  to  the  ranks  deserve  brief  comment  here 

Needle  aspiration  of  solid  tumor.  Sometimes  it 
is  not  feasible  because  of  technical  difficulties  or 
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potential  danger  from  infection  or  hemorrhage  to 
cut  into  a tumor  mass  in  order  to  secure  a block 
of  tissue.  When  a larger  caliber  needle  is  inserted 
into  a solid  tumor  and  suction  applied,  it  is  fre- 
quently possible  to  aspirate  into  the  needle  a few 
cells  which  may  be  placed  on  a slide  and  stained, 
giving  a valuable  clue  to  the  true  nature  of  the 
tissue.  This  is  not  a new  trick,  but  has  been  recently 
revived  and  is  receiving  an  increased  variety  of 
application.  Its  most  frequent  uses  at  present  are  in 
the  neck  regions,  at  laparotomy  for  intraabdominal 
growths  which  for  some  reason  cannot  be  safely  in- 
cised, and  in  certain  cases  of  prostatic  malignancy. 
The  efficiency  of  this  method  is  rather  low  and  one 
should  not  resort  to  it  unless  necessary. 

Paraffin  sections  of  fluid.  Fluid  aspirated  from 
a body  cavity  such  as  pleural  or  peritoneal  cavities 
sometimes  contains  free  cancer  cells.  Most  of  you 
have  probably  been  quite  disappointed  in  attempts 
to  recognize  such  cells  in  a stained  smear  of  a 
fluid  sediment.  In  any  laboratory  where  paraffin 
section  work  is  done,  it  is  possible  to  embed  this 
fluid  sediment  in  paraffin  and  to  section  and  stain 
it  like  any  other  tissue.  The  results  are  far  more 
efficient  than  with  the  simple  smear,  and  in  the 
occasional  case  the  definite  diagnosis  of  malignancy 
may  be  reached  first  by  this  route. 

Sternal  puncture.  This  is  becoming  increasing- 
ly popular  in  the  study  of  the  bone  marrow  in  a 
variety  of  conditions  and  occasionally  gives  in- 
formation that  is  missed  in  examinations  of  the 
peripheral  blood  only.  In  a sense  it  is  a biopsy  pro- 
cedure. but  neither  the  puncture  itself  nor  the  ex- 
amination of  the  smear  obtained  is  difficult,  and 
detailed  instructions  for  both  are  included  in  many 
of  the  new  laboratory  texts. 

Unlike  the  situation  regarding  many  other  labor- 
atory tests,  I do  not  believe  the  biopsy  is  being 
overused.  The  contrary  is  more  often  true  today. 
Small  pieces  of  tissue  removed  in  the  office  are  still 
discarded  without  further  examination  in  too  many 
instances.  One  can  always  get  another  history  or 
another  blood  count,  and  it  would  be  safer  to  throw 
the  record  of  these  in  the  waste  basket  and  leave 
the  tissue  in  a bottle  on  the  shelf  for  a couple  of 
years,  if  there  is  no  inclination  to  examine  it  at  the 
time. 

Also  there  are  certain  regions  where  biopsies  are 
done  too  seldom  and  where  it  should  be  the  rule. 
I mention  in  particular  lesions  in  the  esophagus  and 
in  the  lungs.  Suspected  carcinoma  of  the  lung 
should  always  be  submitted  to  bronchoscopy,  if  the 


lesion  is  at  all  likely  to  be  accessible;  and  if  it  is 
not,  an  attempt  may  be  made  to  secure  tissue  or 
fluid  by  way  of  a needle  through  the  thoracic  wall. 
Not  only  are  such  procedures  useful  supplementary 
aides  in  differentiating  tumors  of  the  lung  from 
similar  conditions,  but  it  is  quite  possible  that 
within  the  near  future  the  different  histologic  t}q)es 
of  primary  lung  cancer  will  be  regarded  as  subject 
to  different  forms  of  therapeutic  approach. 

Likewise,  the  roentgenologic  diagnosis  of  carci- 
noma of  the  esophagus  is  not  infallible.  Occasion- 
ally a syphilitic  or  other  inflammatory  lesion  will 
imitate  cancer  so  closely  that  only  a biopsy  will 
settle  the  matter.  Biopsy  of  such  lesions  is  not 
difficult  usually  and  there  is  hazard  in  omitting  it. 

GRADING  OF  TUMORS 

It  is  stretching  privilege  a bit  to  include  generali- 
zations in  this  subject  in  a discussion  of  the  biopsy, 
but  from  the  viewpoint  of  the  pathologist  I can 
not  resist  the  opportunity  of  submitting  a few 
words  of  warning.  Justification  may  be  claimed  be- 
cause some  note  about  the  grade  of  a tumor  must 
now  appear  on  the  pathologic  report  on  certain 
types  of  cases. 

The  grading  of  tumors  is  from  start  to  finish 
a product  of  the  imagination  of  man  and  was 
never  created  by  Nature,  so  to  speak,  when  she 
created  tumors.  In  other  words,  it  is  an  attempt  to 
describe  something  that  does  not  e.xist,  an  attemp' 
at  the  most  arbitrary  sort  of  classification.  For 
that  matter,  any  attempt  at  classification  of  dis- 
ease is  not  knowledge;  it  merely  facilitates  the  ex- 
position of  knowledge,  and  is  useful  only  for  that 
reason.  But  the  grading  of  tumors  is  an  attempt  at 
classification  which  is  particularly  hazardous  be- 
cause it  is  an  attempt  to  express  purely  qualitative 
differences  in  terms  of  a few  numerals.  We  all  know 
this,  of  course,  but  we  should  remain  more  con- 
tinuously conscious  of  it.  We  must  not  forget  that 
it  is  merely  a rough  means  of  communication  be- 
tween pathologist  and  surgeon  or  pathologist  and 
radiologist.  As  a matter  of  fact,  its  chief  value  to 
date  has  been  its  use  in  statistical  analyses  of 
similar  cases;  the  grade  of  the  tumor  alone  has  no 
prognostic  value  for  the  individual  case. 

Now  the  point  of  these  remarks  in  a discussion 
of  this  sort  is  this:  The  grading  of  tumors  is  a very 
young  subject;  it  is  liable  to  great  error;  there  is 
still  a wide  variation  in  individual  opinion  and  pre- 
judice regarding  details  of  its  application.  There- 
fore, do  not  ask  your  favorite  pathologist  to  grade  a 
particular  tumor  if  he  does  not  voluntarily  do  so; 
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he  is  probably  refraining  from  doing  so  because  he 
has  no  faith  in  it  for  the  case  under  consideration, 
not  because  he  is  ignorant  or  slothful.  The  danger 
is  that,  if  you  continue  to  demand  it  of  him,  he 
may  oblige  you  to  avoid  trouble,  for  pathologists 
are  sometimes  condescending  in  their  cynicism,  and 
if  he  does  this  your  trouble  may  begin.  For  ex- 
ample, most  pathologists  of  my  acquaintance  have 
very  little  confidence  in  the  significance  of  grades 
in  carcinomas  of  the  breast,  even  though  a few 
leaders  continue  to  expound  their  success  with  it. 
For  the  time  being,  the  only  safe  course  is  to 
leave  the  question  entirely  to  the  pathologist.  Any- 
how, the  grading  of  a tumor  is  not  often  of  prac- 
tical significance  to  the  surgeon  and  is  never  the 
most  important  part  of  a pathologic  report  on  a 
tissue. 

.A  pathologic  report  on  any  lesion  from  the  skin, 
and  in  many  instances  from  elsewhere  in  the  body, 
should  not  be  regarded  as  complete  unless  the 
pathologist  includes  an  opinion  as  to  whether  or 
not  the  lesion  has  been  completely  removed,  if  such 
was  the  surgeon’s  intention.  The  surgeon  cannot 
always  be  certain  of  this,  and  the  pathologist  may 
better  estimate  it  under  the  microscope  if  his  sec- 
tions are  properly  cut.  More  than  once  in  our  own 
hospital,  this  phase  of  the  pathologic  report  has 
avoided  subsequent  grief. 

The  routine  examination  of  tissues  in  the  labora- 
tory with  the  question  of  complete  removal  in  mind 
makes  for  better  team  work  between  surgeon  and 
pathologist  and  will  serve  to  encourage  wider  and 
deeper  incisions  by  those  who  are  too  timid  in 
their  attacks  on  cancer.  Worthy  of  special  mention 
in  this  respect  are  melanotic  lesions.  If  these  are  tc 
be  removed,  minor  cosmetic  end  results  should  al- 
ways be  sacrificed  to  the  principle  of  wide  excision. 
Not  all  the  tragedies  of  fatal  melanoma  due  to 
faulty  removal  of  the  primary  lesion  can  be  charged 
to  barbers  with  their  electric  needles  or  to  the 
bungling  of  irregular  practitioners;  a few  can  still 
be  traced  to  the  fact  that  some  doctor  of  medicine 
has  skimmed  too  close  to  the  edge  of  a pigmented 
mole  with  his  knife,  and  left  behind  some  cells  to 
be  irritated  by  the  process  of  repair  into  subsequent 
malignant  transformation. 

LIMITATIONS  OF  PATHOLOGIC  DIAGNOSIS 

\ surgeon  well  trained  in  surgical  pathology  may 
keep  abreast  of  the  changes  going  on  in  the  mi- 
croscopic study  of  tumors,  but  it  will  be  rare  that 
he  can  remain  competent  throughout  the  years  ir 
passing  upon  his  own  tumor  cases  when  they  are 


submitted  to  the  microscope,  at  least  in  terms  of 
modern  concepts  of  tumor  pathology.  A few  main- 
tain this  accomplishment.  There  is  no  special  need 
for  it  inasmuch  as  competent  pathologists  are  usu- 
ally available.  Of  course,  thorough  training  in  gross 
pathology  is  of  greatest  value  to  the  surgeon;  his- 
topathology  is  rightfully  of  minor  importance.  But 
I sometimes  find  myself  wishing  that  all  surgeons 
could  have  adequate  training  in  microscopic  path- 
ology as  well,  if  only  that  they  be  more  familiar 
thereby  with  its  limitations. 

Since  proficiency  in  the  histopathology  of  tumors 
is  largely  a question  of  memory,  every  pathologist’s 
interpretation  of  lesions  is  coloured  inevitably,  per- 
haps unwittingly,  by  his  own  past  experience.  So 
that  it  is  well  to  remember  that  a human  being, 
the  pathologist,  is  making  the  diagnosis,  and  not  an 
instrument  of  precision,  the  microscope.  Perhaps 
with  this  realization  in  mind,  it  is  customary  and 
desirable  now  and  then  to  submit  the  occasional 
doubtful  case  to  more  than  one  pathologist.  In  the 
vast  majority  of  routine  cases,  the  most  important 
thing  we  seek  in  biopsy  work  is  the  determina- 
tion of  the  presence  or  absence  of  malignancy. 
Questions  of  terminology  or  degree  of  radiosensi- 
tivity are  usually  of  secondary  importance.  But  is 
this  lesion  cancer  or  is  it  not?  When  more  than  one 
pathologist  is  consulted  and  there  is  a discrepancy 
in  the  replies,  the  clinician  responsible  is  indeed  on 
the  spot.  He  must  take  his  choice  and,  as  always, 
the  actual  responsibility  for  the  patient  falls  upon 
him  alone. 

After  several  such  experiences,  the  clinician  un- 
trained in  pathology  is  likely  to  develop  a healthy 
skepticism  about  the  finality  of  microscopic  exami- 
nation as  a diagnostic  measure.  This  is  desirable. 
It  is  unfortunate  only  when  he  recoils  too  far  and 
so  doubts  the  worth  of  all  pathologic  reports  that 
he  adopts  a policy  of  tacitly  disregarding  them, 
whenever  they  surprise  him  by  reversing  his  clini- 
cal diagnosis.  Histopathology  is  a continually 
changing  science,  and  the  concept  of  it  as  a branch 
of  our  knowledge  which  is  already  fixed  or  crystal- 
lized is  an  error. 


Auricular  Fibrillation;  Its  Influence  On  Course  of 
Hypertensive  Heart  Disease.  Auricular  fibrillation,  the 
most  common  form  of  arrhythmia  in  hypertensive  heart  dis- 
ease, occurred  in  1S8  (2S.3  per  cent)  of  623  patients  with  hy- 
pertension analyzed  by  Nathan  Fla.xman,  Chicago  {Journal 
A.  M.  A.,  March  6,  1937).  It  definitely  influenced  the  course 
of  the  disease  in  forty-four  patients  (27.8  per  cent)  in  whom 
the  rapid  irregularity  preceded  and  precipitated  the  conges- 
tive heart  failure  and  led  to  an  early  death  from  this  cause 
within  one  month  after  the  onset  in  eight  (18.1  per  cent)  of 
the  forty-four  patients. 
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DIAGNOSIS  OF  ECTOPIC  PREGNANCY 
M.  F.  Fuller,  M.D. 

ABERDEEN,  WASH. 

The  statement  has  been  made  that  extrauterine 
pregnancy,  next  to  appendicitis,  is  the  most  common 
acute  surgical  condition  found  in  the  female  abdo- 
men. As  such,  it  seems  strange  that  early  recogni- 
tion of  the  condition  is  so  frequently  overlooked, 
especially  when  we  have  so  many  simple  and  effec- 
tive procedures  which  will  materially  aid  us  in 
reaching  a diagnosis  before  we  have  a moribund 
patient.  The  diagnosis  of  ectopic  pregnancy  is  un- 
doubtedly most  frequently  overlooked  simply  be- 
cause the  possibility  has  not  been  considered.  Just 
as  some  teachers  of  medicine  state,  “always  suspect 
pregnancy  in  the  female  in  the  child-bearing  age 
until  proven  otherwise,”  so  should  we  always  think 
of  ectopic  pregnancy  in  the  female  patient  who 
complains  of  abdominal  pain. 

FALLACY  OF  WATCHFUL  WAITING 

Having  considered  ectopic  pregnancy,  oftentimes 
we  find  the  picture  so  unusual  we  doubt  that  such 
could  be  correct  and  spend  valuable  time  waiting 
and  watching  for  the  patient  to  show  the  expected 
signs  of  massive  hemorrhage.  When  such  signs  do 
finally  appear,  all  too  frequently  we  have  an  ex- 
tremely ill  patient  who  must  be  operated  upon  im- 
mediately. An  .emergency  of  this  type  cannot  al- 
ways be  successfully  handled.  Even  the  best  of 
our  modern  surgeries  require  some  little  time  for 
preparation ; the  doctor  and  his  assistants  may  have 
to  be  called  from  a distance;  thus  valuable  time  is 
lost.  Even  if  it  should  be  possible  to  take  the  patient 
to  surgery  immediately  upon  discovery  of  the  hem- 
orrhage, we  still  have  a patient  who  is  anything 
but  a good  surgical  risk.  I believe  that,  if  all  the 
facilities  we  have  for  making  an  early  diagnosis 
are  exercised,  such  emergencies  can  be  avoided  in  a 
large  measure. 

HISTORY 

A careful  history  is  essential  in  all  cases.  In  our 
small  series  of  thirty-nine  cases  of  ectopic  preg- 
nancy, collected  from  the  records  of  the  Multnomah 
County  Hospital,  all  but  three  gave  a history  of 
previous  attacks  or  symptoms  which  should  have 
led  one  to  be  suspicious  of  tubal  pathology.  The 
history  of  abortions  and  induced  miscarriages,  sug- 
gestive vaginal  discharge  or  frank  history  of  gon- 
orrheal infection  and  previous  pelvic  operations 
was  often  found  in  this  group  of  patients,  i.e.,  a 
reason  for  delay  of  the  passage  of  the  fertilized 
ovum  through  the  tube. 

.^ny  change  from  the  usual  menstrual  routine. 


regardless  of  how  slight,  is  of  significance  and 
should  be  viewed  with  suspicion.  In  only  four  cases 
in  this  series  was  there  no  history  of  some  change 
in  menstruation.  The  number  showing  irregular 
vaginal  bleeding  is  markedly  high  in  all  the  series 
of  cases  reported.  This  part  of  the  female  history 
is,  whether  from  false  sense  of  delicacy  or  other 
misconception,  all  too  frequently  passed  over  with 
little  consideration.  A history  of  the  presence  of 
vaginal  bleeding,  not  associated  with  the  menses, 
is  generally  of  serious  importance  in  any  case  but 
especially  so  in  ectopic  pregnancy. 

It  is  usually  because  of  pain  that  the  services 
of  a physician  are  sought.  It  should  be  remembered 
that  there  is  no  one  typical  pain  which  can  be  asso- 
ciated with  extrauterine  pregnancy.  It  ranges  from 
a mild  recurring  heavy  feeling  in  the  pelvis  to  an 
excruciating,  tearing  constant  pain  all  over  the 
abdomen,  in  the  shoulders,  base  of  the  neck  and 
even  in  the  thighs. 

Fainting  or  “trembly  all  gone  feeling”  can  some- 
times be  elicited  in  the  history  if  the  patient  is 
carefully  questioned.  Such  a statement  is  of  great 
value  when  associated  with  other  suggestive  find- 
ings. Nausea  and  vomiting  are  often  present  but  as 
such  are  manifestations  of  shock  and  pain  rather 
than  directly  attributable  to  any  condition  peculiar 
only  to  a bleeding  ectopic  pregnancy. 

A history  of  jaundice  within  the  past  month, 
though  not  frequently  obtained,  if  given,  should 
lead  one  to  be  very  suspicious  of  some  source  of 
unusual  absorption  of  blood  pigment.  Gallbladder 
disease  is  not  the  only  pathologic  condition  which 
produces  icterus.  Such  a history  was  obtained  in 
four  cases  in  this  group  and  of  these  three  were 
taken  to  surgery  with  a preoperative  diagnosis  of 
chronic  cholecystitis.  The  other  was  thought  to  have 
an  ovarian  cyst  and  the  history  of  jaundice  was 
completely  disregarded.  This  case  is  presented  in 
summary  not  only  because  of  the  history  of  icterus 
but  also  to  show  wherein  the  diagnosis  could  have 
been  made  correctly,  had  full  advantage  been  taken 
of  the  several  aids  suggested  in  this  paper. 

Case  1.  Mrs.  W.,  white,  married,  33  years  of  age,  mother 
of  four  children  with  a past  history  of  gonorrheal  infection 
followed  by  the  removal  of  the  right  tube  and  ovary,  com- 
plained of  vaginal  bleeding  and  pain  in  the  lower  left  quad- 
rant. The  onset  of  the  pain  was  sudden  and  occurred  two 
months  previous  to  her  entry  to  Multnomah  County 
Hospital.  Recurring,  sharp  knife-like  pains  localized  in  the 
left  lower  quadrant  were  noted  at  frequent  intervals  since 
the  onset.  No  history  suggestive  of  shock  such  as  fainting, 
nausea  or  vomiting  was  given.  There  was  a very  definite 
history  of  jaundice  which  was  first  noted  a few  days  fol- 
lowing the  onset  of  the  pain.  The  icteric  tinge  had  grad- 
ually faded  out  about  a week  before  her  admission  to  the 
hospital. 
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Physical  examination:  There  is  tenderness  and  rigidity  in 
the  lower  abdomen.  A hard  mass  is  palpable  half  way  to 
the  umbilicus  and  to  the  left.  This  mass  extends  to  the  left 
adnexal  region  and  pushes  the  uterus  to  the  right.  It  is  very 
tender.  No  jaundice  is  noted. 

Laboratory:  Red  blood  cell  count  4,960,000.  Hemoglobin 
102. S (this  was  not  repeated).  White  blood  cells  6,000, 
sedimentation  rate  4 mm.  in  IS  minutes,  39  mm.  in  45 
minutes.  Icterus  index  and  urobilinogen  tests  were  not  done. 
The  mass  was  not  needled  and  a hysterosalpingogram,  due 
to  technical  difficulties,  was  not  successful. 

Preoperative  diagnosis:  Ovarian  cyst.  Postoperative  diag- 
nosis, abdominal  pregnancy  aborted  from  the  left  tube.  The 
blood  was  old  and  formed  into  a solid  tumor  mass  con- 
taining the  dead  fetus. 

GENERAL  PHYSICAL  EXAMINATION 

Upon  examination  of  the  patient,  much  more 
frequently  than  not  the  signs  of  shock  and  anemia 
are  absent.  The  time  honored  “Cullen’s  sign”  of 
bluing  of  the  umbilicus  is  conspicuous  by  its  ab- 
sence. It  was  not  recorded  in  a single  case  in  this 
series  and  likewise  in  other  reported  series  it  is 
extremely  infrequent.  In  one  of  the  cases  in  this 
series  bluish  discoloration  of  a ventral  hernia  was 
noted  but  no  change  was  noted  about  the  um- 
bilicus. 

In  practically  every  case  there  is  some  tender- 
ness upon  palpation.  The  location  of  this  tender- 
ness is  variable.  Lifvendahl*’  attributes  the  pain  and 
tenderness  to  the  peritoneal  irritation  by  the  free 
blood.  He  reasons  that  the  point  of  maximum 
tenderness  is  at  the  point  of  collection  of  the  blood, 
and  for  that  reason  when  there  is  shoulder  pain  we 
may  expect  either  that  the  abdomen  is  full  of 
blood  or  the  patient  has  been  in  such  a position 
as  to  cause  the  blood  to  gravitate  against  the  dia- 
phragm. Acting  upon  this  assumption  he  proposed 
that  by  changing  the  position  of  the  patient  the 
blood,  if  present,  would  gravitate  to  an  area  previ- 
ously not  painful.  He  states  that,  if  there  is  free 
blood  present  in  the  abdomen,  pain  will  be  pro- 
duced in  the  most  dependent  area  within  fifteen  to 
twenty  minutes.  This  test  was  applied  to  only  two 
of  the  cases  in  this  series  and  in  each  of  them  was 
positive.  In  three  others  shifting  pain  was  recorded 
by  the  examiners  but  was  not  recognized  as  being 
peculiar  to  the  presence  of  free  blood  in  the  peri- 
toneum. The  presence  of  “doughy  resistance”  to 
the  abdomen  was  often  recorded  and  is  to  be  re- 
garded as  quite  typical  of  ectopic  pregnancy  when 
it  is  felt.  However,  ability  to  recognize  this  physical 
sign  comes  only  with  considerable  experience  and  is 
thus  more  applicable  to  the  individual  than  to  the 
great  majority  of  physicians. 

PELVIC  EXAMINATION 

The  well  known  presumptive  signs  of  pregnancy, 
namely,  softening  and  bluing  of  the  cervix,  a soft 


enlarged  uterus  and  tender  breasts  may  or  may  not 
be  present.  The  presence  of  these  signs,  just  as  in 
normal  uterine  pregnancy,  is  helpful  but  the  ab- 
sence of  them  does  not  rule  out  the  possibility  of 
ectopic  pregnancy.  Watkins^’^  places  much  confi- 
dence in  the  presence  of  tenderness  and  pain  upon 
motion  of  the  cervix,  and  feels  that  the  combination 
of  tenderness  and  pain  with  a freely  movable 
cervix  is  always  present  in  cases  of  tubal  pregnan- 
cy. The  presence  of  a mass,  especially  a fluctuating, 
tender  boggy  mass,  is  very  suspicious  of  a ruptured 
or  leaking  extrauterine  pregnancy.  However,  there 
are  so  many  other  pathologic  conditions  which  pro- 
duce fluctuant  masses  in  the  female  pelvis  that  we 
cannot  make  a diagnosis  without  knowing  the 
content  of  that  mass. 

USE  OF  THE  DIAGNOSTIC  NEEDLE 

There  are  many  arguments  pro  and  con  on  the 
question  “to  needle  or  not  to  needle”  the  mass  in 
the  posterior  cul-de-sac.  There  are  several  objec- 
tions given  by  those  who  advise  against  needling 
or  making  of  a colpotomy  incision  in  the  cul-de- 
sac.  One  of  these  is  the  possibility  of  introducing 
infection  into  a fertile  field  for  the  growth  of  viru- 
lent organisms.  This  is,  I feel,  a questionable  objec- 
tion since  the  value  of  the  information  so  obtained 
far  overshadows  the  possibility  of  infecting  the 
area.  The  diagnostic  needle  is  being  resorted  to 
continually  in  many  conditions  ranging  from  sim- 
ple gland  to  brain  abscesses.  I feel  that  the  danger 
is  minimized  by  the  fact  that,  if  clotted  or  old 
blood  or  cystic  fluid  is  obtained,  the  treatment  is 
surgical  and  can  well  be  done  at  once;  therefore, 
no  more  infection  is  apt  to  be  introduced  by  a 
needle  than  by  a wide  open  abdominal  incision.  If 
pus  is  obtained,  drainage  through  a colpotomy 
opening  is  recognized  as  the  treatment  of  choice. 
A second  objection  is  of  considerable  consequence, 
namely,  that  in  failure  to  obtain  diagnostic  fluid 
by  the  needle  the  unwary  operator  may  be  misled 
into  discarding  the  possible  diagnosis  of  ectopic 
pregnancy  and  be  rudely  awakened  to  the  mistake 
by  a massive  hemorrhage.  The  following  case  report 
illustrates  the  possible  danger  of  relying  too  strong- 
ly upon  the  results  of  needling  the  cul-de-sac. 

Case  2.  Mrs.  D.,  age  22,  married,  the  mother  of  two 
children,  had  a history  of  an  abortion  three  months  pre- 
vious to  the  present  illness.  There  was  further  history  of 
change  in  menstruation  and  vaginal  bleeding.  The  chief 
complaint  was  of  sudden,  sharp  pain  in  the  lower  right 
quadrant,  occasionally  shooting  into  the  lower  left  and 
upper  right  quadrants.  The  pain  was  persistent  and  had 
increased  the  past  two  weeks.  There  was  no  history  relative 
to  shock  other  than  nausea  and  vomiting.  No  jaundice  was 
noted. 

Physical  examination:  The  temperature  was  98.6°,  pulse 
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100,  respiration  28.  Evident  anemia  was  noted  and  there 
was  diffuse  tenderness  throughout  the  abdomen  but  no 
rigidity  was  present.  Shifting  tenderness  was  not  noted  or 
recorded.  The  pelvic  examination  was  negative  except  for  a 
bulging,  fluctuating  mass  in  the  posterior  cul-de-sac. 

Laboratory:  Red  blood  cell  count  2,660,000.  Hemoglobin 
56.4.  This  was  repeated  five  days  later.  R.  b.  c.  4,120,000. 
Hb.  60.4.  Apparently  active  bleeding  had  been  stopped. 
Sedimentation  rate  the  first  15  minutes  was  52  mm.,  and 
in  the  45  minute  period  was  111,  indicating  probable  in- 
fection from  the  start.  Urobilinogen  and  icterus  index  was 
not  done.  The  cul-de-sac  was  needled  and  fresh  blood  with 
a small  amount  of  pus  was  obtained.  Because  of  the  ab- 
sence of  old  blood  or  clots  this  patient  was  not  taken  to 
surgery  for  six  days.  On  the  sixth  day  she  suddenly  de- 
veloped signs  of  marked  hemorrhage  and  shock,  was  rushed 
to  surgery  and  a ruptured,  infected  ectopic  pregnancy  was 
discovered.  Fortunately  the  patient  recovered  after  a stormy 
convalescence. 

From  this,  then,  it  is  felt  that  needling  of  the 
cul-de-sac,  if  positive,  is  of  definite  diagnostic 
value.  If  negative,  it  must  be  disregarded  until 
other  methods  have  proven  that  there  is  no  bleeding 
into  the  peritoneal  cavity. 

LABORATORY  AIDS  TO  DIAGNOSIS 

Laboratory  work,  in  the  past  few  years,  has 
become  increasingly  more  important  in  aiding  and 
confirming  clinical  diagnoses.  It  is  exceptionally 
valuable  in  the  diagnosis  of  ectopic  pregnancy.  A 
red  cell  count  and  hemoglobin  estimation  should 
be  done  immediately  where  there  is  a suspicion  of 
extrauterine  pregnancy.  If  facilities  are  available, 
the  count  may  well  be  started  even  before  the 
history  and  physical  examination  are  completed.  In 
the  severely  bleeding  case  the  red  cell  count  and 
hemoglobin  will,  of  course,  be  very  low.  In  the 
questionable  or  doubtful  case,  which  forms  by  far 
the  greater  number  of  ectopic  pregnancies  as  seen 
by  the  physician,  the  count  may  even  be  quite 
high.  However,  if  the  symptoms  are  acute,  the 
hematology,  if  repeated  within  the  next  two  hours, 
will  often  show  significant  change,  even  if  the 
bleeding  is  but  slight  as  from  an  impending  tubal 
abortion.  When  the  symptoms  are  not  so  acute,  it 
may  be  well  to  wait  twelve  to  twenty-four  hours  to 
repeat  the  hematology.  One  count  is  generally  of 
little  significance  and  it  must  be  repeated  if  we 
are  to  ascertain  the  presence  of  active  bleeding. 
The  following  two  case  reports  are  quite  typical 
examples  of  the  value  of  repeated  hematology. 

Case  3.  Mrs.  C.,  age  35  years,  divorced,  mother  of  four 
children,  and  having  no  relevant  past  history,  complained 
of  sudden,  sharp  pain  in  the  lower  abdomen  twenty-four 
hours  prior  to  her  admission  to  the  hospital.  There  was  a 
gradual  development  of  a sharp  pain  under  the  right  costal 
margin  in  the  past  six  hours.  The  patient  gave  a history  of 
change  in  menstruation,  vaginal  bleeding,  shock,  fainting, 
nausea  and  vomiting.  No  jaundice  had  been  noted. 

Physical  examination:  Temperature  97.2°,  pulse  80,  res- 
piration 34.  Evidence  of  shock  and  anemia  was  noted.  There 
was  tenderness  and  doughy  resistance  to  the  slightly  dis- 


tended abdomen.  There  was  shifting  tenderness  and  change 
in  location  of  the  pain  with  change  in  position  of  the 
patient.  The  cervix  was  soft  and  painful  upon  movement. 

fluctuant  tender  mass  was  palpated  in  the  left  posterior 
fornix.  There  was  no  notable  jaundice. 

Laboratory:  Red  blood  cell  count  3,280,000.  Hemoglobin 
66.0,  repeated  two  and  a half  hours  later.  R.  b.  c.  3.0,  Hb. 
60.8.  Sedimentation  rate  15  minutes  2 mm.,  45  minutes  14 
mm.  The  urobilinogen  test  was  positive  in  1-400  dilution. 

Preoperative  diagnosis:  Ruptured  ectopic  pregnancy. 

Postoperative  diagnosis  the  same.  There  was  about  a 
quart  of  free  blood  in  the  abdomen. 

Case  4.  Mrs.  S.,  age  22,  married,  no  children,  having  a 
past  history  of  an  appendectomy  at  the  age  of  sixteen  years 
and  an  instrumental  abortion  four  months  previous  to  the 
present  illness,  complained  of  sudden,  severe  lancinating 
pain  around  the  umbilicus  which  was  continuous  and  not 
referred  to  any  other  region.  The  onset  of  the  pain  occurred 
six  hours  before  her  admission  to  the  hospital.  There  was 
history  of  menstrual  irregularity,  vaginal  bleeding,  shock, 
fainting,  nausea  and  vomiting.  No  jaundice  had  been  noted. 

Physical  examination:  Temperature  99°,  pulse  96,  res- 
piration 26.  There  was  evidence  of  shock  and  anemia.  Ten- 
derness and  doughy  resistance  of  the  abdomen  was  present. 
Pelvic  examination  was  entirely  negative  probably  because 
of  rigidity. 

Laboratory:  R.  b.  c.  3,140,000.  Hb.  75.3.  Twelve  hours 
later  r.  b.  c.  2,750,000.  Hb.  55.5.  Sedimentation  rate  1 mm., 
15  minutes;  10  mm.,  45  minutes.  Needling  of  the  cul-de-sac 
just  before  surgery  revealed  dark  clotted  blood.  Curettings 
showed  decidua  of  pregnancy.  A hysterosalpingogram 
showed  obstruction  of  both  tubes,  the  cornu  of  the  right 
appeared  ragged  and  hazy. 

Preoperative  diagnosis:  Ruptured  ectopic  pregnancy. 

Postoperative  diagnosis:  Ectopic  pregnancy  aborting  from 
the  right  tube. 

The  white  cell  count  is  not  typical  and  cannot 
be  relied  upon  for  a great  deal  of  aid  in  the  diag- 
nosis. The  sedimentation  rate,  however,  is  in  gen- 
eral quite  stable.  It  falls  in  the  same  range  as  in 
chronic  pelvic  inflammatory  disease.  In  the  forty- 
five  minute  period  none  of  the  uncomplicated  cases 
in  this  series  showed  a greater  sedimentation  dis- 
tance than  forty-five  millimeters.  Approximately 
the  same  results  are  reported  by  other  observers 
reporting  much  larger  series.  This  examination  is  of 
value  particularly  in  helping  to  differentiate  a 
bleeding  extrauterine  pregnancy  from  acute  salpin- 
gitis in  which  the  sedimentation  rate  is  uniformly 
very  high. 

UROBILINOGEN  TEST 

Another  very  simple  laboratory  test  which  I con- 
sider to  be  of  value  is  the  urobilinogen  test.'*  In  the 

9.  Osgood  and  Haskins:  Urobilinogen  test:  Add  0.2  cc. 
of  reagent  to  2 cc.  of  a well  mixed  1-10  dilution  of  freshly 
voided  urine.  If  after  standing  at  room  temperature,  a red 
tint  is  visible  upon  looking  down  through  the  liquid  at  a 
white  surface,  the  test  is  positive  and  then  should  be  re- 
peated on  1-20,  1-40,  etc.  dilutions  until  the  highest  dilu- 
tion is  found  in  which  the  test  is  still  positive.  This  is  the 
one  to  be  reported.  Never  warm  the  mixture.  Formalde- 
hyde (as  after  urotropin)  is  said  to  interfere  with  the  test. 

Urobilinogen  reagent:  Dissolve  1 gram  of  dimethyl- 
aminobenzaldehyde  in  a mixture  of  40  cc.  of  C.  P.  hydro- 
chloric acid  and  60  cc.  of  water.  The  reagent  does  not 
keep  indefinitely. 

P.  124.  The  test  is  so  very  sensitive  that  a positive  test 
in  a 1-10  dilution  is  not  uncommon  in  persons  considered 
normal.  A positive  test  in  a 1-20  dilution  is  pathologic. 

The  test  should  be  made  as  an  aid  in  diagnosis  and  as 
an  indication  of  the  amount  of  blood  destruction  occurring. 
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several  cases  in  which  it  has  been  applied  the 
findings  have  been  uniformly  accurate.  Naturally 
other  conditions  which  may  cause  a positive  test 
must  be  carefully  considered. 

The  icterus  index  is  also  of  value  in  indicating 
internal  hemorrhage.  However,  the  apparatus  nec- 
essary for  its  estimation  is  quite  expensive  and, 
since  the  urobilinogen  test  gives  similar  results, 
this  test  is  superfluous  in  ordinary  practice. 

OTHER  PROCEDURES  OF  DIAGNOSTIC  VALUE 

The  Ashheim-Zondek  or  the  more  recent  Fried- 
man test  is  of  value  in  some  instances,  but  a posi- 
tive test  is  diagnostic  of  living  chorionic  tissue  and 
not  of  a living  fetus  as  is  often  thought.  Similarly, 
a negative  test  would  not  rule  out  the  possibility 
of  an  ectopic  pregnancy. 

Another  procedure  of  considerable  value,  in  expe- 
rienced hands,  is  that  of  lipiodal  injection  of  the 
uterus  and  tubes.  Mathieu’^  describes  the  technic 
of  this  examination.  He  feels  that  he  is  able,  in  a 
great  many  instances,  to  definitely  distinguish  the 
presence  of  an  ectopic  mass  in  the  adnexa.  This 
procedure  was  utilized  in  but  four  of  the  cases  in 
this  group.  One  of  these  (case  4)  with  the  radio- 
logic  interpretation  is  presented  in  this  paper.  In 
each  of  the  other  cases  there  was  complete  or  par- 
tial obstruction  of  one  tube  with  patency  of  the 
other.  In  one  case  the  uterine  cavity  was  noted  to 
be  considerably  larger  than  normal  and  hazing  of 
the  cavity  margins  was  present.  This  procedure,  I 
feel,  is  of  value  to  those  who  are  equipped  to  do 
the  test  and  to  those  who  have  acquired  sufficient 
experience  in  interpreting  the  findings. 

SUMMARY  AND  CONCLUSIONS 

1.  The  diagnosis  of  ectopic  pregnancy  is  too 
often  entirely  missed  or  not  made  until  the  patient 
is  in  extremis,  generally  because  the  possibility  is 
simply  not  considered. 

2.  A careful  history  must  be  taken  emphasizing: 
(a)  past  history  which  may  reveal  a reason  for 
probable  or  possible  tubal  pathology,  (b)  exact 
menstrual  history,  (c)  the  presence  or  absence  of 
unusual  vaginal  bleeding,  (d)  the  character  and 
location  of  pain,  (e)  the  presence  of  symptoms  rela- 
tive to  shock,  (f)  the  presence  of  recent  jaundice. 

3.  The  most  important  single  physical  finding 
in  the  early  case  is  shijting  tenderness  and  pain 
occasioned  by  contact  of  free  blood  with  the  most 
dependent  portion  of  the  peritoneum.  Bogginess 
of  the  cul-de-sac,  doughy  feel  to  the  abdomen  and 
diffuse  rigidity  and  tenderness  are  indicative  of 
considerable  hemorrhage. 


4.  Needling  of  the  cul-de-sac  is  considered  as 
reasonably  diagnostic  if  positive  but  the  results 
must  be  disregarded  if  no  fluid  is  obtained. 

5.  Laboratory  work,  correctly  interpreted,  is  of 
utmost  value  in  the  diagnosis  of  extrauterine  preg- 
nancy. 

a.  Repeated  hematology  affords  an  accurate  check 
upon  the  presence  of  active  bleeding. 

b.  The  urobilinogen  test  should  be  used  in  every 
case  of  suspected  ectopic  pregnancy  since  it  is 
absolutely  diagnostic  of  the  presence  of  even  very 
small  amounts  of  extravasated  blood  and  it  also 
gives  information  as  to  the  amount  of  such  extrava- 
sated blood. 

c.  The  sedimentation  distance  is  of  value  in  dif- 
ferentiating acute  salpingitis  from  ectopic  preg- 
nancy. 

d.  The  hysterosalpingogram  will  be  of  value  in 
the  hands  of  those  who  have  the  opportunity  to 
learn  the  correct  interpretation  of  the  film. 

418  Becker  Building. 
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CONTROL  OF  PREGNANCY  TOXEMIAS 
BY  ADEQUATE  PRENATAL  CARE 
J.  D.  Kindschi,  M.D. 

PORTLAND,  ORE. 

The  subject  of  toxemias  of  pregnancy,  from  the 
aspect  of  etiology  and  treatment,  is  still  one  of  our 
major  problems  of  obstetrics.  The  multiplicity  of 
theories  concerning  the  cause  of  toxemia  is  still  evi- 
dence of  our  ignorance  of  the  true  etiology. 

The  most  recent  contribution  of  Smith  and 


* Read  before  the  Sixty-Second  Annual  Meeting  of  Ore- 
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Smith, ^ which  demonstrates  a disturbance  in  hor- 
monal balance,  is  very  interesting.  Their  work  con- 
sisted of  observations  and  determinations  of  pro- 
lan and  estrin  in  pregnancy.  They  very  definitely 
showed  an  excess  in  the  gonad  stimulating  hormone 
prolan,  and  a consistently  subnormal  estrin  level 
in  toxemias  and  eclampsias.  They  also  pointed  out 
the  definite  prognostic  value  of  these  determina- 
tions at  the  sixth  and  seventh  month  of  gestation. 
That  is,  when  there  is  a disturbed  balance  at  this 
time,  these  patients  usually  show  clinical  symp- 
toms of  toxemia  sometime  later.  Their  findings  of 
a low  estrin  level  accompanying  nausea  of  early 
pregnancy  may  also  prove  of  value  in  future  study 
and  therapy  in  these  patients. 

It  is  difficult  to  prescribe  a rational  treatment 
for  a disease  the  etiology  of  which  is  still  unknown. 
.Administration  of  hypertonic  glucose  solutions  ap- 
pears to  be  definitely  indicated  for  the  purpose  of 
reducing  blood  pressure  and  cerebral  edema  as  well 
as  supplementing  the  glycogen  deficiency  in  the 
liver.  I have  recently  tried  the  newer  concentrated 
sucrose  solutions  for  their  prolonged  diuretic  effect 
and  reduction  of  intracranial  pressure  with  fair 
results,  but  the  number  of  cases  is  still  too  small  to 
furnish  any  definite  conclusions. 

However,  this  therapy  does  not  appear  to  be 
rational  if  we  consider  another  etiologic  factor  often 
mentioned,  namely,  calcium  deficiency  or  failure  of 
utilization.  Supporting  this  theory  of  calcium  de- 
ficiency, we  find  Sage-  drawing  attention  to  the 
sedative  action  of  calcium  in  contradistinction  to 
sodium  which  predominates  with  this  syndrome. 
He  cites  the  hypertension  theory  of  Evans  that  high 
blood  pressure  is  attributable  to  spasm  of  the  arte- 
rioles caused  by  stimulation  of  the  pressor  nerve 
supply  to  these  vessels.  Sage  reports  five  cases 
showing  marked  reduction  of  edema  and  hyperten- 
sion following  bed  rest  and  the  administration  of 
calcium  with  viosterol. 

The  purpose  of  this  paper  is  not  to  discuss  the 
etiology  of  the  toxemias  of  pregnancy  so  much  as 
to  demonstrate  the  value  of  adequate  prenatal  care 
in  prevention  of  the  disease.  The  efficacy  of  pre- 
natal care  is  borne  out  by  a study  of  the  statistics 
from  any  well  controlled  maternity  service. 

I intend  to  present  here  the  results  of  a five  year 
study  from  the  maternity  service  of  University  of 
Oregon  Medical  School.  This  does  not  include  a 
series  of  twenty-two  cases  of  hyperemesis  gravi- 

1.  Smith,  G.  V.  and  Smith,  O.  W. : Further  Quantitative 
Determinations  of  Proian  and  Estrin  in  Preg-nancy,  with 
Especial  Reference  to  Late  Toxemia  and  Eclampsia.  Surg., 
Gynec.  & Obst.  61:27-35,  July,  1935. 

2.  Sage,  E.  C. : Calcium  Therapy  in  Preeclamptic  Toxe- 
mia. J.  Iowa  M.  Soc.  24:243-246,  May,  1934. 


clarunj,  nor  acute  yellow  atrophy  of  the  liver.  For 
purposes  of  classification,  I have  selected  the  more 
universally  accepted  outline  found  in  authoritative 
obstetric  texts  and  proposed  by  the  late  Dr.  Williams. 

1.  The  so-called  low  reserve  kidney  or  recurrent 
pregnancy  toxemia,  which  is  stated  to  comprise 
about  thirty-five  per  cent  of  all  cases  of  toxemia. 
We  find  in  mothers  an  elevated  blood  pressure,  usu- 
ally ranging  from  150  to  160  systolic  and  90  to 
100  diastolic.  They  show  a moderate  amount  of 
albumin  in  the  urine,  usually  without  casts.  As  a 
general  rule  these  mothers  are  symptomless,  though 
occasionally  they  may  complain  of  mild  headaches 
and  slight  edema.  One  should  also  be  warned  by  a 
sudden  excess  of  weight  gain  without  edema,  the 
occult  edema  mentioned  by  Lang.®  Renal  function 
tests  and  blood  chemistry  are  essentially  normal 
in  this  low  grade  of  toxemia,  and  the  patient 
rapidly  recovers  following  delivery.  Furthermore, 
the  condition  is  seldom  aggravated  by  future  preg- 
nancies. The  treatment  is  simple,  consisting  of  rest 
in  bed,  occasionally  restriction  of  salt  if  edema  is 
present,  a low  protein  diet  and,  by  some  authors,  a 
replacement  of  the  lost  protein  if  the  case  is  con- 
sidered to  be  one  of  a nephrotic  t)q)e  of  nephritis. 

2.  Nephritic  toxemia,  or  nephritis  complicated  by 
pregnancy,  presents  a somewhat  different  picture. 
This  occurs  in  women  who  have  had  a previous 
acute  or  chronic  nephritis,  or  who  have  suffered 
kidney  damage  from  some  other  infectious  process 
which  is  aggravated  by  the  pregnancy,  and  in 
whom  there  is  not  the  rapid  recovery  seen  in  the 
low  reserve  kidney  type.  This  condition  constitutes 
approximately  25  per  cent  of  all  toxemias  and 
must  be  differentiated  from  preeclamptic  toxemia, 
or  the  eclamptogenic  toxemia  of  Falls. 

These  mothers  present  a history  of  a previous 
nephritis  or  one  or  more  premature  still-births, 
decreased  renal  function  test,  such  as  concentration 
and  dilution  of  phthalein,  a urine  output  which  is 
usually  normal  or  may  be  increased  with  a low 
specific  gravity  and  evidence  of  nitrogenous  reten- 
tion on  N.P.N.  and  urea  N.  determinations.  Exami- 
nation of  eye  grounds  reveals  retinal  hemorrhages 
or  albuminuric  retinitis,  as  contrasted  to  the  arte- 
riolar spasm  and  retinal  edema  of  preeclampsia.  It 
is  of  interest  to  note  that  a diagnosis  is  often  not 
made  in  many  of  these  cases  until  late  in  the  puer- 
perium,  when  the  blood  pressure  and  urine  do  not 
return  to  normal. 

Treatment  simulates  very  closely  that  of  pre- 

3.  Lang,  L.  A.:  Late  Toxemias  of  Pregnancy.  Minnesota 
Med.  18:287-292,  May,  1935. 
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eclampsia.  One  is  consistently  confronted  with  the 
advisability  of  early  termination  or  carrying  the 
case  to  viability  for  early  induction.  Needless  to 
say,  these  patients  must  be  individualized.  The 
parity  of  the  patient,  the  extent  of  kidney  damage 
j as  determined  by  laboratory  tests  and  the  life  ex- 
i pectancy  of  the  patient  were  she  not  pregnant 
I must  be  considered.  There  is  no  doubt  that  chronic 
nephritics  should  be  advised  against  pregnancy. 
This  brings  us  to  complex  problems  of  contracep- 
tion and  sterilization  too  broad  to  be  considered 
in  this  short  discussion.  I will  say  that  vasectomy  in 
the  male  in  a certain  class  of  people  is  proving 
I popular  with  some  clinics  in  this  country. 

I 3.  Preeclampsia,  the  forerunner  of  true,  or  severe 
I eclampsia,  is  estimated  to  occur  two  to  four  times 
! in  every  hundred  pregnancies.  Falls^  calls  this  an 
eclamptogenic  toxemia  arising  from  circulating  tox- 
ins of  fetus  and  placenta,  exogenous  protein  meta- 
bolic products  or  endogenous  protein  metabolism. 
This  also  is  characterized  by  rising  blood  pressure, 
albuminuria,  edema,  excessive  gain  in  weight  and 
visual  disturbances,  but  a decrease  in  urine  output 
with  a high  specific  gravity.  Occasionally  there  are 
muscular  twitchings  and  epigastric  distress  in  the 
advanced  stages.  We  find  casts  and  red  cells  in  the 
urine,  spasm  of  the  retinal  arteries  accompanied  by 
edema  and  sometimes  hemorrhage. 

It  is  in  this  type  of  toxemia  that  adequate  pre- 
natal care  brings  such  gratifying  results.  It  is  our 
custom  to  treat  as  preeclamptics  all  clinic  patients 
with  a blood  pressure  rising  to  140/90  or  above, 
accompanied  by  evidence  of  a number  of  these 
symptoms.  If  the  symptoms  are  not  severe  and  we 
feel  safe  in  carrying  the  patient  on  a conservative 
regime  at  home,  we  instruct  her  in  determination 
and  control  of  fluid  balance.  She  is  given  mild  seda- 
tives, with  instruction  to  rest  in  bed.  In  addition, 
daily  doses  of  magnesium  sulphate  are  given  orally 
to  promote  elimination  and  reduce  edema.  If  no 
improvement  results  within  three  or  four  days,  she 
is  hospitalized  for  more  intensive  study  and  treat- 
ment. This  consists  of  graphs  of  blood  pressure 
taken  twice  a day,  blood  chemistry  study,  seda- 
tives, high  carbohydrate  diet  and  hypertonic  dex- 
trose solutions  with  magnesium  sulphate  intra- 
venously. Morphine  is  avoided  if  possible.  Very 
rarely  is  it  necessary  to  resort  to  venesection. 

4.  Eclampsia  is  described  by  Williams  as  acute 
toxemia  in  the  pregnant,  parturient,  or  puerperal 

4.  Falls,  F.  H. : Critical  Study  of  500  Cases  of  Eolampto- 
genic  Toxemia.  Am.  J.  Obst.  & Gynec.  29:316-325,  March, 

1935. 

5.  Kimbrough,  R.  A.  and  Shirey,  R.  M. ; Statistical  Sur- 
vey of  Eclampsia.  Am.  J.  Obst.  & Gynec.  32:415-420,  Sept., 

1936. 


woman  usually  accompanied  by  clonic  and  tonic 
convulsions,  during  which  there  is  a loss  of  con- 
sciousness, followed  by  coma  and  sometimes  death. 
He  states  that  eclampsia  occurs  about  once  in  every 
five  hundred  labors  and  Kimbrough®  estimates  that 
one  of  every  two  hundred  women  entering  Phila- 
delphia Lying-In  Hospital  is  an  eclamptic.  The 
incidence  differs  greatly  with  locality  and  care 
during  pregnancy.  Berglund,  of  Johns  Hopkins,  re- 
cently visited  Colombia,  South  America,  and  was 
asked  to  talk  to  the  medical  students  there  on 
eclampsia  because  of  its  extreme  rarity  in  that 
country.  Some  of  the  physicians  there  had  never 
seen  a case  of  it. 

Lang,  in  a recent  paper,  again  stresses  the  high 
incidence  of  70  to  80  per  cent  in  primiparae,  and 
also  brought  out  the  seasonal  incidence  of  this 
disease.  The  maternal  mortality  rate  is  variously 
estimated  at  from  10  to  35  per  cent  and  fetal 
mortality  at  about  40  per  cent.  It  is  this  condition 
that  we  are  attempting  to  avert  by  early  recogni- 
tion of  symptoms  in  prenatal  care. 

Very  little  is  shown  from  blood  chemistry  studies. 
Stander,®  in  a series  of  one  hundred  eight  cases, 
concludes  that  preeclampsia  and  eclampsia  are  iden- 
tical and  that  blood  chemistry  is  an  indicator  of 
severity  and  therapy  needed.  He  finds  that  N.P.N. 
remains  normal  (25-35  mgm.  per  cent)  except 
occasionally  late  in  the  disease,  when  a rise  indi- 
cates kidney  involvement.  Blood  urea  nitrogen  re- 
mains low  but  uric  acid  in  the  blood  increases,  indi- 
cating damage  to  the  liver  where  it  is  normally 
destroyed.  Apparently  there  is  no  disturbance  in 
blood  sugar  level  except  occasional  hyperglycemia 
following  a convulsion,  and  this  he  attributes  to 
muscular  activity.  Stander  also  notes  no  change  in 
chlorides  of  the  blood,  but  the  alkaline  reserve  is 
decreased  with  resultant  acidosis  necessitating  treat- 
ment. 

I have  prepared  some  comparative  statistics  for 
illustration.  Chart  1 depicts  the  relation  of  deaths 
to  live  births  from  this  disease  in  the  entire  United 
States  registration  area  for  a five  year  period  from 
1930  to  1935  inclusive. 

Per  1000 

Total  live  births 

Births  10,699,628 

Maternal  deaths,  all  causes  68,191  6.37 

Deaths  from  toxemia  16,937  l.SO 

Deaths  from  toxemia  240  per  1,000  deaths,  all  causes. 

Chart  1.  Comparative  Study  of  Toxemias  of  Pregnancy 
U.  S.  Registration  Area,  Five  Years,  1930-1935 

The  State  of  Oregon  has  the  reputation  of  being 

6.  Stander,  H.  J.  and  Cadden,  J.  F. : Blood  Chemistry  in 
Preeclampsia  and  Eclampsia.  Am.  J.  Obst.  & Gynec.  28: 
856-871,  Dec.,  1934. 

7.  Berglund,  ,T.  M. : Personal  Communication. 
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one  of  the  safest  places  to  have  a baby  from  the 
standpoint  of  both  maternal  and  fetal  mortality. 
On  analysis  of  state  and  county  statistics,  we  find 
our  increase  in  death  rate  to  be  in  outlying  districts 
where  it  is  difficult  or  impossible  to  persuade  moth- 
ers to  place  themselves  under  observation,  or  where 
available  physicians  are  few  in  number. 

For  purposes  of  comparison,  charts  were  pre- 
pared and  chart  2 shows  a decrease  in  the  figures 
for  the  State  of  Oregon  as  compared  to  those  of  the 
entire  country. 

Per  1000 
Total  live  births 

Births  64,514 

Maternal  deaths,  all  causes  350  5.4 

Deaths  from  toxemia  80  1.2 

Deaths  from  toxemia  227  per  1,000  deaths,  all  causes. 

Chart  2.  State  of  Oregon 
Five-Year  Period 

In  a supervised  maternity  service,  opportunities 
for  closer  observation  and  treatment  are  materially 
enhanced  and  we  should  expect  much  better  re- 
sults. This  is  shown  to  be  a fact  in  chart  3,  showing 
a decrease  of  3.97,  or  more  than  half,  from  the 
U.  S.  figure  in  maternal  deaths  from  all  causes,  and 
no  deaths  from  toxemia  in  the  same  five  year  period. 


Total 

Per  1000 
live  births 

Births 

3,634 

Maternal  deaths,  all  causes 

9 

2.4 

Deaths  from  toxemia 

0 

0 

Toxemias  of  pregnancy 

57 

Toxemias  developing  convulsions 

8 

Without  adequate  prenatal  care 

7 

(Registered  late  or  arrived  in  labor) 

Chart  3.  University  of  Oregon  Maternity  Service 
Five-Year  Period 


It  is  difficult  to  define  what  we  mean  by  ade- 
quate care  or  accepted  period  of  observation  with 
such  a heterogeneous  group  of  clinic  patients.  We 
see  these  people  in  all  stages  of  pregnancy  from  the 
first  month  to  those  coming  to  the  hospital  in 
labor.  The  average  period  of  observation  in  this 
group  was  90.2  days. 

There  were  fifty-seven  toxemias  of  pregnancy 
at  or  near  term  in  the  3,634  total  births,  eight  of 
whom  developed  convulsions.  This  does  not  include 
Chronic  nephritic  cases  terminated  before  viability. 
Seven  of  these  eight  are  considered  to  have  had 
inadequate  prenatal  care  in  that  they  registered 
late  in  the  clinic  or  entered  the  hospital  in  labor. 
One  case  then  went  on  to  convulsions,  despite  ade- 
quate care  and  treatment.  This  is  not  surprising, 
however,  as  we  know  that  an  acute  toxemia  may 
develop  rapidly  without  the  slightest  warning.  In 
fact,  Berglund  told  me  recently  of  two  cases  who 
had  been  coming  regularly  for  prenatal  observa- 
tion who  developed  eclampsia  while  sitting  in  the 
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waiting  room  at  his  clinic  at  Johns  Hopkins 
Hospital. 

We  can  brand  as  false,  then,  the  theory  of  some 
that  eclampsia  is  entirely  avoidable,  but  we  do 
know  that  its  incidence  can  be  greatly  reduced 
by  careful  observation  during  pregnancy  and  view- 
ing with  alarm  a rise  in  blood  pressure  or  sudden 
gain  in  weight.  As  a general  rule,  the  total  gain  in 
weight  during  pregnancy  should  not  exceed  twenty- 
five  pounds.  These  two  factors,  weight  and  blood 
pressure,  are  so  important  that,  were  one  to  be 
deprived  of  all  diagnostic  instruments  and  proce- 
dures, I believe  his  scale  and  sphygmomanometer 
should  be  the  last  with  which  he  should  part. 

The  fifty-seven  cases  are  divided  into  their 
respective  groups  in  chart  4. 


Low  reserve  kidney 2 

Chronic  nephritis  12 

Preeclampsia  35 

Eclampsia  8 


Total  57 

Chart  4.  Toxemias  of  Pregnancy 
University  of  Oregon  Maternity  Service 

So  far  as  parity  in  toxemia  is  concerned,  we  find 
that  seven  of  the  eight  eclampsias  occurred  in 
primiparae  and  one  in  a multipara,  and  this,  by 
the  way,  was  a postpartum  eclampsia. 

It  is  an  established  fact  that  the  incidence  of 
antepartum  eclampsia  far  exceeds  either  intrapar- 
tum or  postpartum  eclampsia,  and  that  it  is  of  far 
greater  seriousness  in  prognosis.  In  this  small 
series,  the  incidence  runs  true  to  form  as  indicated 


by  chart  5. 

.\ntepartum  eclampsias  5 

Intrapartum  eclampsias  2 

Postpartum  eclampsias  1 


Total  8 

Chart  5 

As  an  interesting  side  light,  one  of  the  pre- 
eclampsias had  the  findings  of  diabetes  mellitus 
when  she  entered,  and  the  glycosuria  was  controlled 
by  insulin.  Unfortunately  I do  not  have  her  follow- 
up record. 

Now,  then,  how  were  these  cases  handled?  Of  the 
entire  group  of  fifty-seven,  nineteen  were  sent  to 
the  hospital  for  further  study  and  treatment  and 
subsequently  discharged  improved,  to  be  followed 
in  the  outpatient  clinic.  Another  nineteen,  including 
the  eclampsias,  had  labor  induced  after  all  efforts 
in  the  hospital  failed  to  relieve  their  symptoms. 
This  period  of  trial  therapy  varied  from  twelve 
hours  to  six  days  in  the  preeclamptic  toxemias. 
Eclampsias,  of  course,  were  induced  immediately 
upon  control  of  convulsions,  the  feeling  being  that 
every  convulsion  greatly  decreased  the  chances  of 
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both  mother  and  baby,  but  that  every  effort  should 
be  made  to  control  convulsions  before  any  other 
interference  was  attempted. 

What  do  we  mean  by  adequate  prenatal  care  for 
the  control  of  toxemias?  Following  is  a working 
outline,  simple  in  nature  and  workable  in  general 
practice. 

1.  Medical  consultation  early  in  pregnancy  with  complete 
physical  examination  and  blood  count;  elimination  of  foci 
of  infection  and  correction  of  constitutional  disorders. 

2.  Visits  every  three  weeks  the  first  six  months,  every  two 
weeks  until  the  eighth  month  and  every  week  thereafter. 

3.  -\t  each  visit: 

a.  Urinalysis. 

b.  Weight  record. 

c.  Blood  pressure  determination. 

4.  Check  fluid  balance  at  signs  of  edema. 

5.  With  appearance  of  toxic  signs: 

a.  Rest  in  bed. 

b.  Sedatives  if  needed. 

c.  Elimination. 

d.  More  frequent  urinalysis. 

e.  Low  protein  diet. 

f.  Restriction  of  salt. 

6.  At  signs  of  severe  toxemia  or  preeclampsia: 

• a.  Hospitalization. 

b.  Sedation  with  barbiturates  or  bromides. 

Morphine  if  indicated. 

c.  Absolute  quiet  in  single  darkened  room. 

d.  Guard  against  aspiration  if  convulsions  impending. 

e.  Hypertonic  dextrose  solution  intravenously  25  per 
cent,  300  cc. 

f.  Magnesium  sulphate  orally  or  intravenously. 

g.  Oxygen  available  at  bedside  for  convulsion. 

h.  Delivery  by  most  practicable  means  if  there  is  no 
improvement. 

The  last  mentioned  item  of  delivery  if  no 
improvement  leads  to  further  controversy.  What 
shall  the  type  of  delivery  be,  medical  induction, 
bag,  bougie  or  section  under  local  anesthesia? 
Surely  not  accouchement  force,  for  we  aim  toward 
the  method  least  disturbing  to  the  patient.  Here, 
again,  we  must  individualize  the  patient,  and  I feel 
that  section  should  be  reserved  for  those  cases  with 
some  pelvic  indication  which  will  make  delivery 
from  below  a long  ordeal. 

We  often  hear  that  eclamptic  women  suffer  little 
permanent  damage  and  that  seldom  is  there  a 
recurrence  in  succeeding  pregnancies.  Aside  from 
the  excessive  mortality  which  is  largely  preventable, 
and  occasional  visual  disturbances  from  retinal 
changes,  I would  leave  one  important  thought  with 
you  in  conclusion.  It  is  this.  In  a long  follow-up 
study  at  Hopkins,  it  has  been  shown  that  26  per 
cent  of  all  eclamptics  show  evidence  of  kidney 
damage  one  year  or  more  after  delivery,  despite 
the  fact  that  immediately  postpartum  they  appear 
perfectly  free."  Then  let  us  not  dismiss  these  women 
from  our  minds  lightly,  for  our  service  to  them 
is  not  completed  until  we  have  followed  them  from 
one  to  three  years  postpartum. 


DISCUSSION 

Albert  Holman,  Portland:  When  one  considers  the  toxe- 
mia of  pregnancy,  one  must  of  necessity  consider  chronic 
diffuse  glomerular  nephritis.  Many  women  with  nephritis 
have  become  pregnant.  Some  have  lost  their  babies.  Others 
have  lost  their  lives  or  have  suffered  added  permanent  kid- 
ney damage.  Many  women  nephritics  have  been  allowed  to 
continue  pregnancy  with  no  warning  as  to  the  condition  of 
their  kidneys,  and  many  women  with  true  eclampsia  have 
been  warned  never  to  become  pregnant  because  of  kidney 
disease.  Such  mistakes  constitute  a strong  argument  in  favor 
of  an  accurate  estimation  of  the  kidney  function  of  toxemic 
and  nephritic  patients. 

It  is  possible  to  determine  with  fair  accuracy  which  pa- 
tients may  safely  continue  pregnancy,  if  a careful  correla- 
tion of  the  ascertainable  facts  is  made;  the  renal  function, 
clinical  symptoms  and  the  physical  findings.  Standee  and 
Peckham  at  Cornell  and  McKelvey  and  McMahon  at  Hop- 
kins have  demonstrated  that  the  maternal  mortality  in 
patients  suffering  with  nephritis  or  nephrosclerosis  extended 
over  a ten  year  period  is  forty  per  cent.  That  is,  forty  per 
cent  of  women  who  showed  clinical  symptoms  of  kidney 
failure  during  pregnancy  died  within  ten  years  of  the  birth 
of  their  babies.  We  cannot  disregard  this  forty  per  cent 
maternal  mortality.  Clinical  symptoms  of  kidney  failure 
(edema,  hypertension  and  oliguria)  when  due  to  kidney 
failure  are  positive  indications  for  the  termination  of  preg- 
nancy. 

It  is  not  the  amount  of  kidney  damage  which  determines 
the  safety  factor  of  the  patient.  Instead,  it  is  the  presence 
of  sufficient  normally  functioning  kidney  tissue  to  carry  on, 
without  embarrassment,  all  of  the  demands  put  upon  it  by 
pregnancy,  that  determines  the  safety  factor  of  the  patient. 
This  safety  factor  can  be  accurately  determined  by  careful 
study  of  the  patient’s  kidney  function  by  means  of  the 
Volhard  dilution  and  concentration  tests.  The  kidney  func- 
tion should  be  followed  in  a suspected  patient  as  the  blood 
count  is  followed  in  hemorrhage. 

A clear  realization  of  the  kidney  function  of  a patient  and 
careful  management  will  aid  in  reducing  the  terrific  maternal 
mortality  rate. 

IMPORTANCE  OF  KIDNEY  FUNCTION  IN 
ALKALOSIS* 

Edmund  H.  Berger,  M.D. 

PORTLAND,  ORE. 

Despite  the  many  relatively  newer  methods  for 
the  treatment  of  peptic  ulcer,  the  alkaline  treatment 
still  holds  first  place.  In  order  that  this  treatment 
be  successful,  it  is  necessary  that  the  integrity  of 
the  acid  base  balance  of  the  body  not  be  jeopar- 
dized and  that  the  pH  of  the  blood  remain  between 
7.3  and  7.5.  In  maintenance  of  this  acid  base  bal- 
ance, the  kidneys  play  an  important  role.  Should 
impairment  of  renal  function  exist,  not  only  will  the 
acid  base  balance  be  subject  to  more  marked  fluc- 
tuations following  the  ingestion  of  either  acid  or 
base,  but  also  will  the  function  of  damaged  kidneys 
be  further  impaired.  Alkalosis  is  not  an  uncommon 
complication  in  the  treatment  of  peptic  ulcer  as  has 

* Read  before  the  Sixty-second  Annual  Meeting  of  Ore- 
gon State  Medical  Society,  The  Dalles,  Ore.,  Oct.  8-10, 
1936. 

1.  Cooke,  A.  M. : Alkalosis  Occurring  in  Alkaline  Treat- 
ment of  Peptic  Ulcer,  Quart.  J.  Med.  1:627-541,  Oct., 
1932. 
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been  pointed  out  by  several  authors  who  report  the 
incidence  varying  from  4.5  to  25  per  cent’^^.  This 
paper  concerns  itself  with  the  importance  of  kidney 
function  in  relation  to  the  presence  of  alkalosis  due 
to  the  ingestion  of  alkalis  in  the  treatment  of  peptic 
ulcer. 

It  was  early  recognized  that  alkalis  could  not  be 
administered  to  individuals  with  impaired  renal 
function.  This  was  first  determined  in  1913  when, 
following  the  administration  of  four  grams  of  so- 
dium bicarbonate  to  individuals,  it  was  found  that 
normal  individuals  had  a maximum  alkaline  reac- 
tion or  maximum  pH  of  the  urine  one  hour  after 
ingestion.-  A few  had  a delayed  rise,  while  the  rest 
gave  no  response  to  the  administration  of  alkalis. 
Members  of  this  latter  group  had  nephritis.  Several 
of  these  individuals  ingested  from  12  to  112  grams 
of  sodium  bicarbonate  before  a change  in  urinary 
pH  to  the  alkaline  side  was  noted.  Individuals  with 
nitrogen  retention  were  required  to  take  a much 
larger  amount  of  sodium  bicarbonate  to  render  the 
urine  alkaline.^  No  close  relationship  was  found  to 
exist  between  the  renal  function  of  the  excretion  of 
alkalis  and  the  height  of  the  blood  urea  or  the 
phenolsulphonphthalein  output. 

Intensive  systematic  use  of  alkali  in  the  treat- 
ment of  peptic  ulcer  was  first  instituted  by  Sippy  in 
1915  and  cases  of  alkalosis  were  observed  by  him.^ 
In  1923,  however,  Hardt  and  Rivers®  first  pub- 
lished a paper  describing  the  condition  known  as 
alkalosis  in  a very  complete  manner.  In  three  of 
the  sixteen  cases  of  alkalosis,  definite  evidence  of 
renal  injury  was  present.  They  felt  that  patients 
with  duodenal  ulcer  on  alkaline  management  with 
pathologic  changes  in  the  kidney,  either  inflam- 
matory or  vascular,  were  inclined  to  have  toxic 
manifestations  and  to  a much  greater  degree  than 
those  who  did  not  have  such  renal  changes.  No  def- 
inite opinion  exists  as  to  the  cause  of  the  remaining 
cases  of  alkalosis  in  which  the  condition  is  unasso- 


2.  Palmer,  W.  W.  and  Henderson,  L.  J. : Clinical  Studies 
on  Acid  Base  Eiquilibrium  and  Nature  of  Acidosis,  Arch. 
Int.  Med.  12:153-170,  Aug.,  1913. 

3.  Palmer,  W.  W.,  Salvesen,  H.  and  Jackson,  H.,  Jr. : 
Relationship  between  Plasma  Bicarbonate  and  Urinary 
Acidity  Following  Administration  of  Sodium  Bicarbonate, 
J.  Biol.  Chem.  45:101-111,  Dec.,  1920. 

4.  Gatewood,  W.  E.,  Gaebler,  O.  H.,  Muntwyler,  E.  and 
Myers,  V.  C. : Alkalosis  in  Patients  with  Peptic  Ulcer, 
Arch.  Int.  Med.  42:79-105,  July,  1928. 

5.  Hardt,  L.  L.  and  Rivers,  A.  B. : Toxic  Manifestations 
Following  Alkaline  Treatment  of  Peptic  Ulcer,  Arch.  Int. 
Med.  31:171-180,  Feb.,  1923. 

6.  Rafsky,  H.  A.,  Schwartz,  L.  and  Kruger,  A.  W. : 
Relation  of  Alkalosis  to  Peptic  Ulcer,  J.A.M.A.,  99:1582- 
1586,  Nov.  5,  1932. 

7.  Hardt.  L.  L.  J. : In  Discussion  on  Rafsky,  Schwartz 
and  Kruger. 

8.  Steiglitz,  E.  J. : Alkalis  and  Renal  Injury,  Arch.  Int. 
Med.,  41:10-17,  Jan.,  1928. 

9.  Addis,  T.,  MacKay,  E.  M.  and  MacKay,  Lois  L. : 
Effect  on  Kidney  of  Long  Continued  Administration  of 
Diets  Containing  Excess  of  Certain  Food  Elements,  J. 
Biol.  Chem.  71:157-166,  Dec.,  1926. 


ciated  with  obvious  pathologic  changes  of  the  kid- 
ney. Some  felt  that  these  cases  were  sensitive  to 
alkali  and  that,  by  starting  with  a very  small  dose 
and  gradually  increasing  the  dose  of  alkali,  the 
individual  could  be  desensitized.®' 

It  has  also  been  considered  that  prolonged  admin- 
istration of  alkali  might  cause  renal  damage  and 
so  produce  alkalosis.®  This  was  demonstrated  ex- 
perimentally by  giving  a group  of  rats  sodium  bicar- 
bonate for  one-third  their  average  lifetime.^  All  pre- 
sented evidence  of  renal  injury  as  evidenced  by 
gross  and  microscopic  hematuria  and  slight  eleva- 
tion of  the  blood  urea.  At  postmortem,  seven  of  the 
twenty-four  rats  had  hydronephrosis.  However,  no 
microscopic  evidence  of  nephritis  could  be  seen. 
A group  of  rabbits  were  placed  on  an  abnormal 
alkaline  diet  which,  in  time,  resulted  in  alkalosis, 
hypertension  and  evidence  of  renal  damage.^®  Re- 
cently Steele®^  reported  a very  interesting  case  of 
renal  insufficiency  in  an  individual  who  had  taken 
alkalis  over  a long  period  of  time.  Alkalis  were  dis- 
continued and  renal  studies  were  made  over  a period 
of  four  years,  during  which  gradual  return  to  normal 
renal  function  took  place.  The  incidence  of  vascular 
disease,  either  arteriosclerotic  or  hypertensive,  and 
renal  disease  in  alkalosis  is  high.  This  occurrence  is 
more  than  a mere  coincidence. 

The  recognition  of  the  state  of  alkalosis  in  a 
case  of  peptic  ulcer  on  alkaline  management  is  im- 
portant. This  is  not  only  important  from  the  stand- 
point of  immediate  but  also  future  care.  Jordan 
and  Keifer^^  found  that  thirty  per  cent  of  sixty 
patients  unsuccessfully  treated  medically  had  alka- 
losis. Twenty-three  of  these  patients  suffered  recur- 
rence of  distress  within  one  year.  They  also  felt 
that  a definite  relation  existed  between  hyperten- 
sion, arteriosclerosis  and  vascular  nephritis,  since 
more  than  one-half  of  the  patients  in  their  group 
were  so  afflicted. 

MATERIAL  FOR  STUDY 

Seven  cases  were  studied  in  which  there  were 
definite  symptoms  and  blood  chemical  evidences  of 
alkalosis  following  intensive  use  of  alkali  in  the 
treatment  of  peptic  ulcer.* **  Five  of  these  cases  on 
admission  were  already  in  a state  of  alkalosis.  Of 
these  five  cases,  three  suffered  from  duodenal  ulcer, 

10.  Nuzum,  F.  R.,  Seegal,  B.,  Garland,  R.  and  Osborn,  M. : 
Arteriosclerosis  and  Increased  Blood  Pressure ; Experi- 
mental Production,  Arch.  Int.  Med.  37:733-744,  June,  1926. 

11.  Steele,  J.  M. : Renal  Insufficiency  Developed  During 
Prolonged  Use  of  Alkalis,  J.A.M.A.  106:2049-2050,  June  13, 
1936. 

12.  Jordan,  S.  M.  and  Keifer,  E.  D. : Factors  Influencing 
Prognosis  in  the  Medical  Treatment  of  Duodenal  Ulce^, 
Am.  J.  Surg.  15:472-482,  March,  1932. 

••  These  cases  were  observed  on  the  gastrointestinal 
service  of  George  B.  Eusterman,  of  the  Mayo  Clinic, 
Rochester,  Minnesota. 
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one  with  slight  obstruction.  One  had  a gastric  ulcer 
which  later  proved  to  be  malignant.  In  the  fifth 
case,  a diagnosis  of  ulcer  was  made  on  a clinical 
basis  but  was  not  substantiated  roentgenologically. 
These  five  patients  had  ingested  daily  fifteen  to 
sixty  grams  of  alkali  for  a period  of  two  to  four 
months  prior  to  coming  under  observation.  The 
remaining  two  cases  were  diagnosed  as  duodenal 
ulcer,  and  developed  alkalosis  while  under  alkaline 
management  in  the  hospital.  None  of  these  cases 
gave  a previous  history  of  nephritis.  The  blood 
pressure  was  normal  in  each  case  save  one.  Patients 
two  and  three  had  palpable  peripheral  sclerosis 
graded  one  and  two  respectively.  A mild  to  mod- 
erate degree  of  anemia  was  present  in  each  case 
excepting  cases  two  and  seven. 

The  symptoms  these  patients  gave  were:  a dis- 
taste for  milk,  claiming  that  the  milk  was  sour, 
metallic  and  after  taste  following  the  ingestion  of 
powders,  polydipsia,  nausea,  in  some  cases  vomit- 
ing, weakness,  faintness,  headache,  mental  cloudi- 
ness, forgetfulness  and  muscle  cramps.  Polydipsia, 
distaste  for  milk  and  weakness  were  the  symptoms 
complained  of  by  the  two  cases  who  developed  alka- 
losis under  our  care.  These  symptoms  came  on  prior 
to  the  changes  in  the  blood  chemistry.  Treatment 
in  these  cases  consisted  of  either  discontinuing  the 
alkaline  powders  or  reducing  the  amount  in  some 
cases.  In  the  rest  tribasic  calcium  phosphate  and,  in 
one  case,  mucin  were  substituted  as  needed  for  the 


relief  of  distress.  Fluids  were  forced  by  mouth  and 
by  the  administration  of  ten  per  cent  glucose  and 
one  per  cent  salt  solution  intravenously.  Operative 
procedures  were  subsequently  carried  out  in  four 
cases.  In  cases  1,  3 and  S gastroenterostomies 
were  performed  and  a duodenojejunostomy  in 
case  6.  Renal  function  studies  were  carried  out  in 
each  case  at  the  time  alkalosis  was  first  diagnosed. 
One  week  or  more  later,  when  the  blood  urea  and 
CO2  were  normal,  renal  studies  were  again  repeated. 
The  results  of  these  studies  together  with  other 
pertinent  data  are  listed  in  table  I. 

After  the  alkalosis  was  relieved,  evidence  of  im- 
paired renal  function  was  found  to  be  present  in 
cases  1 to  5 only.  The  other  two  cases  had  normal 
renal  function.  Dates  justifying  this  conclusion  on 
each  instance  are  encircled.  Any  carbon  dioxide 
combining  power  of  65  volumes  per  cent  or  more 
was  considered  as  being  indicative  of  alkalosis. Im- 
paired renal  function  was  indicated  by  a value  for 
blood  urea  of  45  mg.  or  more  per  hundred  cubic 
centimeters,  a return  of  45  per  cent  of  phenolsulpho- 
nphthalein  or  less,  serum  sulphates  of  5.5  mg.  or 
more  per  hundred  cubic  centimeters,  and  a urea 
clearance  of  less  than  40  cc.  of  blood  cleared  per 
minute  (Van  Slyke).  Other  evidence  of  renal  injury 
was  denoted  by  protein,  casts  or  erythrocytes  in 

t This  figure  was  determined  because,  in  a large  series 
of  cases  of  peptic  ulcer  in  which  symptoms  of  alkalosis 
developed,  the  carbon  dioxide  combining  power  was  65 
volumes  per  cent  or  more. 
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the  urine.  Case  1 only  will  be  presented  in  detail. 
A detailed  report  of  the  other  cases  was  presented 
in  a previous  communication.^^ 

REPORT  OF  CASE  1 

A man,  aged  30,  had  a ten-year  history  of  duodenal  ulcer 
but  none  of  nephritis.  Two  months  prior  to  his  examination, 
symptoms  of  ulcer  had  become  more  acute  and  he  had  in- 
creased his  intake  of  alkali  to  from  1 to  ounces  (30  to 
45  gm.)  of  alkaline  powder  daily.  Ten  days  later  he  had 
symptoms  of  weakness,  dyspnea  on  exertion,  frontal  head- 
ache, nocturia  one  or  two  times,  mental  confusion,  emo- 
tional instability  and  a feeling  of  uncertainty  and  vertigo, 
and  a profound  distaste  for  mdk  and  a craving  for  salt. 

On  examination,  his  face  was  flushed,  he  appeared  to  be 
depressed,  and  he  was  confused  mentally.  The  blood  pres- 
sure in  millimeters  of  mercury  was  160  systolic  and  100 
diastolic.  The  heart  measured  3 cm.  to  the  right  and  10  cm. 
to  the  left  of  the  median  line.  There  was  palpable  peripheral 
sclerosis  of  grade  1.  The  arterioles  of  the  ocular  fundi  were 
constricted,  but  there  was  no  evidence  of  sclerosis  of  the 
retinal  arteries.  The  specific  gravity  of  the  urine  was  from 
1,005  to  1,010  and  the  urine  contained  protein  graded  2. 
There  was  a return  of  15  per  cent  of  the  phenolsulphonph- 
thalein  injected,  the  value  for  blood  urea  was  134  mg.,  for 
creatinine  5 mg.,  and  for  plasma  chlorides  495  mg.  per  hun- 
dred cubic  centimeters,  for  carbon  dioxide  combining  power 
79  volumes  p>er  cent,  and  for  serum  inorganic  sulphates  10.5 
mg.  per  hundred  cubic  centimeters.  The  value  for  hemo- 
globin and  the  erythrocyte  count  were  normal.  Gastric  analy- 
sis revealed  a free  hydrochloric  acid  value  of  18,  total  acidity 
of  64  and  a content  of  150  cc.  Fluoroscopic  examination  of 
the  stomach  and  duodenum  disclosed  a duodenal  ulcer  with 
obstruction  and  marked  dilatation  of  the  stomach. 

This  patient  was  put  on  an  ulcer  regimen.  Tribasic  cal- 
cium phosphate  was  administered  as  alkali.  Daily  intravenous 
injections  of  10  per  cent  dextrose  and  1 per  cent  sodium 
chloride  solution  were  given,  together  with  from  2 to  3 
liters  of  fluid  by  mouth.  Eleven  days  after  admission  the 
value  for  the  blood  urea  was  down  to  48  mg.  jjer  hundred 
cubic  centimeters,  the  carbon  dioxide  combining  power  to  65 
volumes  per  cent,  and  the  plasma  chlorides  up  to  611  mg. 
per  hundred  cubic  centimeters.  The  return  of  phenolsul- 
phonphthalein  was  15  per  cent,  and  the  protein  in  the  urine 
remained  at  grade  1 to  2,  with  low  specific  gravity.  All 
toxic  symptoms  had  disappeared. 

Posterior  gastroenterostomy  was  performed,  and  con- 
valescence was  uneventful.  On  the  patient’s  dismissal  from 
the  hospital  fifteen  days  after  operation,  the  value  for  urea 
was  44  mg.,  and  for  creatinine  1.7  mg.  per  hundred  cubic 
centimeters,  the  carbon  dioxide  combining  power  was  58 
volumes  per  cent,  urea  clearance  was  19.1  cc.  of  blood 
cleared  per  minute,  and  the  urine  still  contained  albumin 
graded  2 ; the  specific  gravity  of  the  urine  ranged  from 
1,010  to  1,016.  It  is  impossible  to  say  how  much  renal 
injury  was  present  before  the  onset  of  toxicity  produced  by 
alkalosis,  but  it  is  probable  that  renal  function  was  impaired 
to  a considerable  extent  and  that  this  condition  was  aug- 
mented by  the  administration  of  large  amounts  of  alkaU 
and  concurrently  that  alkalosis  was  aggravated  by  impaired 
renal  function. 

COMMENT 

Alkalosis  is  relatively  uncommon  in  the  treat- 
ment of  peptic  ulcer.  However,  the  possibility  of 
this  occurrence  should  be  kept  constantly  in  mind. 
The  phenomenon  usually  comes  on  gradually.  Ap- 

13.  Berger,  E!.  H.  and  Binger,  M.  W. : Status  of  Kid- 
neys in  Alkalosis,  J.A.M.A.  104:1383-1387,  April  20,  1935. 


patently  no  relation  exists  in  the  amount  of  alkali 
ingested  and  the  onset  of  alkalosis.  In  one  instance 
eight  powders  daily  for  four  days,  in  another  three 
powders  daily  for  one  month  was  sufficient  to  pro- 
duce toxic  symptoms.  On  the  contrary,  a patient 
with  duodenal  ulcer  took  one  pound  of  sodium 
bicarbonate  and  one  pound  of  calcium  carbonate 
weekly  for  a number  of  years  without  any  evidence 
of  alkalosis  or  of  renal  impairment.  The  symptoms 
of  distaste  for  milk,  the  patient  claiming  that  it  is 
sour,  of  headache  and  of  weakness  are  constant, 
and  they  occur  early.  They  are  noted  in  the  period 
of  compensated  alkalosis  prior  to  the  characteristic 
changes  in  blood  chemistry  that  follow.  Unless 
these  symptoms  are  appreciated  and  the  condition 
recognized,  the  state  will  progress  and  may  go  on 
to  convulsions  and  even  coma.  Impaired  renal  func- 
tion was  demonstrated  in  all  the  cases  during  alka- 
losis. No  data  were  available  regarding  the  previous 
renal  status  of  the  patients.  Two  of  the  patients 
had  definitely  associated  vascular  changes.  Four 
of  these  cases  had  a mild  to  a moderate  degree  of 
anemia.  Both  these  latter  two  factors,  as  has  been 
referred  to  before,  are  of  etiologic  significance. 

The  question  of  renal  injury  following  the  ad- 
ministration of  alkali  arises.  Case  6 had  taken 
alkalis  for  six  weeks  and  was  anemic  from  a gas- 
trointestinal hemorrhage.  Yet,  after  the  alkalosis 
cleared,  no  evidence  of  renal  damage  could  be 
found.  Examination  of  this  man’s  blood  and  urine 
two  years  later  produced  normal  results.  The  last 
case  had  normal  urine  and  a normal  blood  urea 
before  treatment  and  the  renal  function  tests  were 
normal  after  receiving,  and  developing  alkalosis 
from  eight  alkaline  powders  daily  for  a period  of 
ten  days.  The  bromsulphalein  test  for  liver  function 
was  normal  in  this  case.  These  cases  may  have  had 
impairment  of  renal  function  which  could  not  be 
detected.  More  likely,  they  suffered  an  impairment 
of  excretion  of  alkali  only,  and  following  the  in- 
gestion of  alkali  renal  injury  and  insufficiency  re- 
sulted. 

It  is  important  that  the  status  of  the  kidneys 
should  be  determined  in  each  case  before  the  pa- 
tient is  placed  on  alkaline  powders.  It  has  been 
shown  that  a study  of  renal  excretion  of  sulphates 
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is  a very  sensitive  index  of  renal  function.’^’ 
Macy^®  devised  a sulphate  clearance  test  which  is 
comparable  to  the  urea  clearance  test  in  principle. 
Recently,  Wilkinson  and  Jordan^"^  did  the  sulphate 
clearance  test  on  a group  of  thirty-four  cases  who 
were  subsequently  put  on  alkaline  management  for 
peptic  ulcer.  Some  of  these  cases  demonstrated  im- 
paired excretion  of  sulphates.  All  the  cases  which 
developed  alkalosis  belonged  to  this  group.  The 
degree  of  intolerance  to  alkali  was  proportional  to 
the  depression  of  the  sulphate  clearance.  This  test 
will  no  doubt  be  a valuable  aid  in  determining 
renal  status.  If  impairment  of  renal  function  exists, 
alkaline  treatment  will  most  likely  be  unsatisfac- 
tory, and  surgery  indicated.  In  these  cases  alkalosis 
may  be  rectified  by  similar  doses  of  alkalis  or  by 
replacement  of  such  alkalis  with  mucin  or  tribasic 
calcium  phosphate,  with  satisfactory  control  of  the 
symptoms  and  acids.  It  must,  however,  be  remem- 
bered that  administration  of  mucin  in  such  -cases 
may  also  result  in  toxemia.  The  mucin,  being  a 
protein,  may  in  the  presence  of  impaired  renal 
function  produce  renal  insufficiency. 

It  is  not  implied  in  this  paper  that  alkalosis 
cannot  occur  unless  there  is  previous  renal  injury, 
but  rather  that,  in  the  presence  of  renal  insuffi- 
ciency, the  threshold  of  safety  is  less,  and  not  only 
that  alkalosis  is  more  easily  produced  in  the  pres- 
ence of  a preexisting  renal  injury  but  also  that  renal 
injury  is  increased  concurrently  with  alkalosis,  and 
thus  a vicious  cycle  is  set  up.  It  is  to  be  empha- 
sized that  neither  basic  nor  acid  salts  can  be  ad- 
ministered with  impunity  in  the  presence  of  renal 
impairment.  In  the  presence  of  normal  renal  func- 
tion, the  buffer  mechanism  maintaining  the  acid- 
base  equilibrium  can  absorb  the  assault  of  either 
acidifying  or  basic  salts  with  little  or  no  variation. 
Furthermore,  one  should  not  lose  sight  of  the  fact 
that  the  liver  plays  an  important  part  in  main- 
taining the  acid-base  equilibrium  and  that,  in  the 
presence  of  hepatic  insufficiency,  this  is  much 
more  easily  disturbed,  as  is  evidenced  by  the  in- 
tolerance in  cases  of  cirrhosis,  to  ingestion  of  either 
acid  or  basic  salts. 

SUMMARY 

Seven  cases  of  alkalosis  were  due  to  administra- 
tion of  alkali  in  the  treatment  of  peptic  ulcer.  Evi- 
dence of  impaired  renal  function  was  found  in 
five  cases  after  the  alkalosis  had  been  rectified. 
Previously  impaired  renal  function  is  an  important 
etiologic  factor  in  alkalosis,  and  it  should  be  con- 
sidered in  the  treatment  of  peptic  ulcer  with  alkali. 
1020  S.  W.  Taylor. 
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Obstruction  of  free  drainage  in  various  portions 
of  the  urinary  tract  presents  a group  of  problems 
accounting  for  the  major  portion  of  a urologist’s 
work.  The  existence  of  these  problems  must,  how- 
ever, be  recognized  by  the  majority  of  the  profes- 
sion, if  the  urologist  is  to  be  given  the  privilege  of 
aiding  in  their  solution.  It  is,  then,  with  the  hope 
of  again  directing  your  attention,  not  to  something 
new  and  startling  but  to  the  age-old  and  ever  pres- 
ent problem  of  urinary  obstruction  that  this  paper 
is  written. 

No  matter  where  an  obstruction  is  located,  the 
entire  tract  above  it  will  develop  pathologic  changes 
of  varying  degree.  First  comes  dilatation  from  back 
pressure.  Then,  as  compensation  fails,  as  the  vari- 
ous portions  fail  to  empty  themselves  completely 
against  this  back  pressure,  stasis,  or  the  presence  of 
residual  urine,  develops.  Very  soon  infection  estab- 
lishes itself,  a thing  practically  inevitable  in  the 
presence  of  residual  urine.  Meanwhile  the  excretory 
function  of  the  kidneys,  doubly  hampered  by  back 
pressure  and  by  infection,  fails  in  its  task  of  ex- 
creting certain  end-products  of  metabolism  and  the 
whole  economy  suffers  from  a series  of  metabolic 
insults  ending  in  uremia  and  death.  If  in  the  par- 
ticular instance,  infection  be  destined  to  play  the 
major  role,  almost  unbelievable  degrees  of  pathol- 
ogy may  develop,  from  at  one  end  the  enormous 
septic  infiltrations  behind  a urethral  stricture  which 
require  multiple  free  incision  of  the  perineum  and 
entire  lower  abdomen,  to  at  the  other  end  the  huge 
hydro-  and  pyonephroses  forming  above  ureteral 
obstruction,  which  completely  destroy  the  kidney 
and  require  nephrectomy.  We  must,  then,  keep 
with  us  a perpetual  awareness  of  the  great  impor- 
tance of  urinary  obstruction. 

Let  us  review  the  more  important  of  these  ob- 
structions, beginning  at  the  external  urinary  meatus 
and  traveling  upward  to  the  source  of  the  urine  in 
the  kidney.  Right  at  the  outset  we  meet  with  the 
congenitally  narrow  or  pin-point  meatus.  More 
common  in  the  male  than  in  the  female,  but  not 
unknown  in  the  latter,  it  can  produce  in  infants 
the  type  of  pathology  with  tremendous  dilatation 
of  the  upper  tract  and  uremia  that  one  expects  to 
see  only  in  old  and  neglected  prostatics.  Mere  in- 
spection makes  the  diagnosis  and  a single  short 

* Read  before  the  Forty-seventh  Annual  Meeting  of 
Washington  State  Medical  Association,  Yakima,  Wash., 
Aug.  31-Sept.  2,  1936. 
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stroke  of  the  knife  is  the  cure.  The  urologist  sees 
too  many  of  these  pin-point  meatuses  and  cailnot 
help  but  wonder  why  the  gynecologist  and  the  pedi- 
atrician cannot  seem  to  appreciate  their  impor- 
tance. 

However,  the  lesser  degrees,  narrow  but  not  pin- 
point meatuses,  are  also  important.  Many  are  seen 
in  the  adult,  and  the  relief  afforded  a variety  of 
vague  but  very  real  symptoms  by  a simple  incision 
of  the  meatus  is  sometimes  almost  comical,  follow- 
ing, as  it  usually  does,  a more  or  less  prolonged 
variety  of  local  and  general  treatments  adminis- 
tered elsewhere.  Very  minor  degrees  of  obstruc- 
tion here  are  very  common,  and  almost  half  of 
one’s  male  patients  require  meatotomy  before  cys- 
toscopy. 

From  .5  to  1 cm.  upward  we  encounter  the  proxi- 
mal portion  of  the  fossa  navicularis  which  is  occa- 
sionally abnormally  narrow  and  likewise  requires 
incision.  From  here  to  the  external  sphincter  or 
cut  off  muscle,  but  more  especially  in  the  region  of 
the  bulb,  is  the  playground  of  postinfectious  stric- 
tures, frequently  but  by  no  means  always  postgon- 
orrheal  in  origin.  I think  it  important  to  stress  the 
fact  that  an  entirely  nonvenereal  infection  of  the 
upper  tract  may  produce  urethritis,  leaving  behind 
it  stricture  of  definite  clinical  importance.  Slow  and 
gradual  dilatation  of  these  obstructions  is  today, 
as  it  was  fifty  years  ago,  the  best  method  of  treat- 
ment. 

Strictures  of  noninfectious  origin,  following 
trauma,  are  generally  considered  less  amenable  to 
dilatation  and  may  require  internal  or  external 
urethrotomy  or  even  the  more  recently  devised  com- 
plete surgical  excision  for  their  relief.  But  it  is  sur- 
prising what  patience  and  persistence  in  slow  dila- 
tation will  do  even  for  these.  . 

Stricture  of  the  posterior  urethra  is  always  listed 
as  among  the  important  causes  of  obstruction.  I 
have  not  seen  one,  and  as  the  years  go  by  I am 
beginning  to  feel  that  I have  seen  a sufficient 
number  of  urologic  patients  to  be  entitled  to  the 
expression  of  a legitimate  doubt  as  to  the  im- 
portance of  this  lesion. 

In  this  region  also  occur  the  congenital  valves 
which,  if  not  causing  too  complete  an  obstruction, 
may  persist  even  into  late  adult  life  and  which  are 
repeatedly  missed  by  average  examination.  Indeed, 
their  detection  depends  on  the  completeness  of  one’s 
routine  methods,  and  the  urologist  whose  dignity 
has  outgrown  the  use  of  the  urethroscope  will  never 
see  them.  By  way  of  treatment  they  are  very  simply 
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incised  with  the  high  frequency  cutting  current 
and  that  is  the  last  of  them. 

We  have  now  arrived  at  the  region  of  the  blad- 
der neck.  Obstruction  here,  from  median  bars,  from 
prostatic  hypertrophy  and  from  carcinoma  of  the 
prostate  is  an  old,  old  story.  So  old  is  the  story  and 
so  well  known  is  it  that  urologists  find  it  an  uphill 
job  to  disseminate  more  modern  conceptions  of  the 
proper  handling  of  this  extremely  common  problem. 
The  opinion  is  still  too  widely  held  among  the  pro- 
fession at  large  that  so  long  as  a man  can  pass  his 
water,  or  as  the  urologist  would  state  it,  so  long  as 
he  can  pass  any  water,  there  is  nothing  particular 
to  worry  about. 

Yet  my  thesis  is  urinary  obstruction.  Obstruction 
in  this  region  precedes  stasis  by  an  indefinite 
period.  And  stasis,  or  inability  to  completely  empty 
the  bladder,  precedes  by  a considerable  period 
complete  obstruction.  Yet  obstruction  of  a degree 
which  has  not  as  yet  produced  stasis  is  able  to 
produce  a wide  variety  of  clinical  symptoms.  And 
this,  although  these  symptoms  may  be  as  ap- 
parently remote  as  headache  or  chronic  gastro- 
intestinal disturbance.  Relief  at  this  time,  by  trans- 
urethral resection,  forestalls  the  development  of  a 
tremendous  amount  of  irreversible  pathology  later. 
More  serious  attention  to  this  stage  or  to  the 
next,  of  which  I am  about  to  speak,  would  keep 
us  from  seeing  in  the  years  to  come  so  many  men 
with  damaged  kidneys  and  damaged  hearts  and 
thoroughly  wrecked  constitutions  because  of  well 
advanced  prostatic  obstruction. 

Some  bladders,  confronted  with  an  obstruction 
to  their  free  emptying,  give  up  the  fight  promptly 
and  decompensate,  so  to  speak,  early.  The  posses- 
sors of  such  bladders  will  present,  with  the  mini- 
mum of  clinical  symptoms,  a residual  urine  running 
into  the  hundreds  of  cubic  centimeters,  and  the 
bladder  wall  will  be  thin  and  flabby.  Other  blad- 
ders, confronted  apparently  with  the  same  degree 
of  obstruction,  put  up  a valiant  fight.  They  hyper- 
trophy and  thicken  enormously,  and  only  at  the 
bitter  end  do  they  permit  the  accumulation  of  any 
residual  urine.  I am  unable  to  tell  you  what  factor 
determines  the  type  of  response  of  these  bladders. 
Yet  the  statement  of  the  fact  that  they  do  so  vari- 
ously respond  is  simply  another  way  of  stating 
the  fact  that  the  amount  of  residual  urine  is  not 
a measure  of  the  seriousness  of  the  obstruction. 
And  this  is  another  thing  that  seems  not  to  be  gen- 
erally appreciated. 

Even  if  we  could  get  our  prostatics  when  they 
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first  develop  some  residual  urine,  we  could  save 
them  an  enormous  amount  of  grief.  I know  of  no 
clinical  test  simpler  and  easier  to  perform  than  the 
passage  of  a catheter  to  determine  the  presence  of 
residual  urine.  But  I know  of  no  test  more  uni- 
formly and  studiously  neglected.  Even  the  rectal 
examination,  now  almost  universally  practiced  be- 
cause of  the  classic  story  of  what  constitutes  the 
first  duty  of  a consultant,  is  scarcely  as  important. 
The  urologist  sees  not  a few  obstructions,  concern- 
ing which  rectal  examination  had  told  him  little 
or  nothing  while  the  catheter  tells  him  a great 
deal. 

Obstruction,  then,  at  the  bladder  neck,  is  rela- 
tively easy  to  diagnose.  Treatment,  while  cov- 
ered by  the  dictum  to  relieve  the  obstruction,  is 
not  so  simple.  For  the  patients  with  median  bars 
which  we  see  in  our  younger  and  middle  aged 
adults,  transurethral  resection  by  any  method  has 
been  an  inestimable  boon.  It  is  relatively  simple 
and  safe  and  almost  always  gives  brilliant  results. 
For  those  with  advanced  carcinoma  of  the  pros- 
tate transurethral  resection  is  likewise  almost  uni- 
versally accepted,  since  the  other  alternatives,  per- 
manent suprapubic  drainage  or  the  very  dangerous 
and  unsatisfactory  total  prostatectomy,  are  much 
more  formidable  by  comparison. 

For  benign  prostatic  hypertrophy  simple  pros- 
tatectomy (which  should  be  called  adenectomy), 
either  suprapubic  or  perineal,  is  by  no  means  an 
abandoned  procedure.  I think  most  urologists  draw 
a line,  dictated  by  very  personal  judgment,  some- 
where between  those  they  feel  they  can  resect  and 
those  they  feel  are  too  large  or  too  complicated  for 
resection  and  which  demand  prostatectomy.  My 
own  judgment  is  dictating  more  prostatectomies 
now  than  when  resection  was  new.  Perhaps  I am 
merely  learning  my  own  limitations,  and  it  is  pos- 
sible that  with  increasing  experience  the  percentage 
of  my  prostatectomies  will  again  diminish. 

In  this  connection  a review  of  my  first  one  hun- 
dred resection  cases  may  be  of  interest.  On  these 
I patients  there  were  done  one  hundred  and  twenty 
resections.  There  were  twenty-eight  median  bars, 

! with  only  one  resection  each.  There  were  sixty-four 
adenomas,  of  which  fifty  had  one  resection,  ten  had 
two  and  four  had  three  resections.  There  were 
eight  carcinomas,  of  which  six  had  one  and  two  had 
two  resections. 

The  residual  urine  before  operation  varied  from 
none  to  800  cc.  Of  the  twenty-eight  bar  cases,  the 
I largest  residual  was  700  cc.  and  the  least  none 
with  an  average  of  92.9  cc.  Following  operation 


figures  on  twenty-six  of  the  twenty-eight  cases  gave 
the  largest  residual  as  480  cc.  and  the  average 
20.3  cc.  Twenty-four  of  the  cases  had  none. 

Of  the  sixty-four  adenomas,  before  operation  the 
largest  residual  was  800  cc.,  the  least  5 cc.,  and  the 
average  277.2  cc.  Following  operation  figures  on 
fifty-four  of  the  cases  gave  the  largest  residual  as 
40  cc.  and  the  average  3.7  cc.  All  but  nine  had 
no  residual. 

Of  the  eight  carcinomas,  before  operation  the 
largest  residual  was  700  cc.,  the  least  20  cc.,  and 
the  average  340.6  cc.  Following  operation,  the 
largest  residual  was  10  cc.,  the  average  1.2  cc.  and 
all  but  one  of  the  eight  had  no  residual. 

Amount  of  tissue  removed.  For  the  bars  the  most 
was  3 gm.,  the  least  .3  gm.,  and  the  average  1.14 
gm.  For  the  adenomas  the  most  was  25  gm.,  the 
least  1.3  gm.,  and  the  average  8.2  gm.  For  the  car- 
cinomas the  most  was  41  gm.,  the  least  2 gm.,  and 
the  average  8.2  gm.  For  the  carcinomas  the  most 
was  41  gm.,  the  least  2 gm.,  and  the  average  9.65 
gm. 

Postoperative  days  in  the  hospital.  The  bars 
averaged  5.88,  the  adenomas  7.76  and  the  carci- 
nomas 5.3.  There  were  four  postoperative  deaths, 
a total  mortality  of  4 per  cent  divided  as  follows: 
bars  none,  mortality  none;  adenomas  three,  mortal- 
ity 4.6  per  cent;  carcinomas  one,  mortality  12.5 
per  cent. 

Dividing  the  cases  into  county  and  private,  as 
is  customary,  there  were  twenty  county  cases,  ac- 
counting for  three  of  the  four  postoperative  deaths, 
or  a mortality  of  15  per  cent.  Of  the  eighty  private 
cases,  none  of  the  bars  and  none  of  the  carcinomas 
died.  One  of  the  fifty  adenomas  died,  a mortality 
of  2 per  cent  This  man  died  of  bronchopneumonia 
one  month  after  the  second  of  two  ineffectual  re- 
sections and  two  weeks  after  a cystostomy,  and  rep- 
resents probably  the  price  of  an  error  in  judg- 
ment. 

Results:  For  the  bars,  twelve  are  classified  as 
excellent,  eight  good,  six  fair  and  two  poor.  For 
the  adenomas,  twenty-three  excellent,  twenty-six 
good,  seven  fair  and  five  poor.  For  the  carcinomas, 
one  excellent,  three  good,  three  fair,  and  none 
poor.  Eight  of  the  patients  who  survived  operation 
are  now  known  to  be  dead,  six  from  the  adenoma 
and  two  from  the  carcinoma  group. 

These  late  deaths  were  assigned  to  the  following 
causes:  Of  the  adenomas,  two  from  cardiac  de- 
compensation in  four  and  six  months  respectively; 
one  from  endocarditis  in  four  months,  one  from 
hypernephroma  in  four  months,  eleven  days,  one 
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from  hemiplegia  in  six  months,  fifteen  days,  one 
from  suicide  in  two  years,  eleven  months;  of  the 
carcinomas,  one  died  of  probable  metastasis  in  six 
months  and  one  of  cerebral  hemorrhage  in  five 
months. 

During  the  same  period  of  time  covered  by  these 
one  hundred  cases,  I performed  eighteen  prostatec- 
tomies, fourteen  suprapubic  and  four  perineal;  a 
ratio  of  one  prostatectomy  to  five  and  one-half 
resections. 

Above  the  bladder  neck  our  problems  as  a rule 
are  doubled,  for  there  are  usually,  although  not 
always,  two  kidneys  and  two  ureters.  Here  the 
ureteral  meatus  is  the  first  possible  point  of  ob- 
struction, and  one  that  is  a fertile  field  for  mischief. 
I have  recently  reported  elsewhere  a pin  point 
ureteral  meatus  producing  ureterocele  in  a middle 
aged  woman  of  such  proportions  that  the  uretero- 
cele was  voided  through  the  urethra  and  presented 
itself  externally  as  a tumor  1.5  cm.  in  diameter 
and  2.5  cm.  long.  The  tract  above  was  dilated  in 
typical  postobstructive  fashion.  Six  months  after 
removal  of  the  ureterocele  the  dilatation  of  the 
upper  tract  had  disappeared. 

This  portion  of  the  ureter  does  not  dilate  as 
readily  as  does  the  remainder  of  the  tract  above. 
Hence  ureteral  dilatation,  due  to  obstruction  at 
the  bladder  neck  or  beyond,  leaves  the  ureteral 
meatus  undilated.  And  a ureteral  meatus  which 
was  of  ample  size  to  drain  a normal  ureter  becomes 
a real  obstruction  to  a considerably  dilated  ureter. 
It  is  a small  nozzle  on  a large  hose.  Whether  the 
narrowing  be  actual  or  relative,  congenital  or  ac- 
quired, treatment  is  incision  with  scissors  or  a 
suitable  electrode  and  the  high  frequency  cutting 
current. 

Between  the  ureteral  meatus  and  the  kidney 
pelvis  ureteral  obstruction  may  be  intrinsic  or  ex- 
trinsic. The  majority  are  intrinsic  and  due  to  dis- 
ease of  the  ureter  itself.  They  are  strictures,  and 
are  probably  all  postinflammatory  in  origin.  Just 
as  most  inflammations  of  the  urethra  are  followed 
by  some  degree  of  scarring,  which  in  the  lining  of 
a tubular  structure  means  some  reduction  of  its 
lumen,  so  in  the  ureter  I feel  that  most  inflamma- 
tions are  followed  by  some  degree  of  scarring  or 
stricture  formation. 

And  these  strictures,  with  their  interference  to 
peristalsis  and  drainage,  may  be  potent  in  perpet- 
uating an  infection  higher  up.  For  it  is  axiomatic 
in  urology  that  free  urinary  drainage  is  the  sine 
qua  non  for  cure  of  infection.  Nor  need  the  ob- 
struction for  recognition  be  tight  on  a number  6 


ureteral  catheter.  The  strictured  area  may  be  con- 
siderably larger  than  6 French  in  size  and  still  be 
considerably  smaller  than  the  remainder  of  the 
ureter.  Well  made  ureterograms  will  usually  clearly 
define  the  area.  I have  come  to  rely  on  them  to  a 
large  extent. 

Experience  has  also  taught  me  that  pyelitis 
which  is  not  cured  in  a reasonable  length  of  time  by 
proper  medical  management  is  probably  being  per- 
petuated by  ureteral  stricture.  Treatment  of  ureteral 
is  the  same  as  that  of  urethral  stricture,  slow  and 
progressive  dilatation. 

Of  the  extrinsic  causes  of  ureteral  obstruction  I 
have  time  here  only  to  mention  one  of  the  most 
important,  aberrant  blood  vessels  connected  with 
the  lower  half  of  the  kidney.  The  ureter  pressed 
upon  in  some  fashion  by  an  aberrant  renal  vessel  is 
an  obstructed  ureter.  In  the  course  of  time  the 
kidney  pelvis  above  dilates.  As  it  dilates  it  may  sag 
down  over  the  vessel,  progressively  increasing  the 
degree  of  obstruction  until,  given  time,  the  vicious 
circle  may  result  in  complete  hydronephrotic  de- 
struction of  the  kidney.  Diagnosis  depends,  of 
course,  on  accurate  pyelography  and  accurate  in- 
terpretation thereof.  Treatment  is  entirely  surgical. 

Anomalous  insertions  of  ureter  into  renal  pelvis 
may  produce  obstruction.  Again,  diagnosis  depends 
on  pyelography  and  treatment  is  surgical. 

On  this  trip  up  the  urinary  tract  from  external 
urethral  meatus  to  renal  pelvis,  I have  surveyed 
rather  sketchily  most  of  the  obstructions  that  may 
be  encountered,  ignoring  completely  those  many 
types  of  pathology  which  do  not  depend  primarily 
on  obstruction.  I trust  that  the  journey  has  been 
of  some  interest  and  that  it  may  stimulate  you  to 
look  for  similar  scenery  in  your  own  diagnostic 
wanderings. 

Diffuse  Adenomatosis  of  Colon.  With  the  addition  of 
two  cases  completed  within  the  last  year,  their  series  now 
totals  thirteen  cases,  in  seven  of  which,  as  previously  re- 
ported, Fred  W.  Rankin  and  Allen  E.  Grimes,  Lexington, 
Ky.  {Journal  A.  M.  A.,  Feb.  27,  1937),  removed  the  entire 
colon  and  rectum  by  multiple  procedures.  In  six  cases  the 
colon  was  removed  to  the  rectosigmoid  juncture.  These  oper- 
ations were  undertaken  for  both  adenomatosis  and  complica- 
tions arising  from  diffuse  chronic  ulcerative  colitis.  In  the 
earlier  cases  the  more  radical  total  colectomy  was  done  for 
both  lesions.  Now  it  is  reserved  for  chronic  ulcerative  colitis. 
The  remarkable  disappearance  of  diffuse  rectal  polyps  fol- 
lowing vigorous  fulguration  encourages  the  authors  to  save 
the  rectal  stump  and  anastomose  it  with  the  ileum.  However, 
they  condemn  any  method  whereby  segments  of  the  colon 
beyond  the  rectosigmoid  are  preserved.  They  are  a definite 
menace  as  a site  of  recurrent  polyps  and  are  beyond  the 
range  of  proctoscopic  investigation.  In  this  series  there  was 
one  operative  death  following  the  second  stage  colectomy. 
Another  patient  died  eighteen  months  following  the  complet- 
ed operation  from  recurrence  of  carcinoma,  which  had  de- 
veloped on  polyps  and  which  was  demonstrated  at  explora- 
tion. 
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ONE  HUNDRED  YEARS  OF  PROGRESS  IN 
MEDICINE  * 

Harold  M.  F.  Behneman,  M.D. 

SAN  FRANCISCO,  CALIF. 

A century  of  progress  in  medicine!  A brief  period 
in  the  history  of  medicine,  a long  period  in  the 
memory  of  man,  but  five  score  years  of  exploration 
and  accomplishment  for  both.  The  pioneers  whose 
names  still  live  in  the  medical  history  of  the  world 
accomplished  what  they  did  because  they,  like 
Marcus  Whitman,  were  imbued  with  an  ideal,  fired 
with  an  unwavering  purpose,  zealous  in  their  eager 
desire  to  explore  uncharted  seas. 

The  medical  history  of  a country  is  not  the  story 
of  its  people,  their  conflicts,  their  commerce  or  even 
their  civilization.  Medical  history  is  different  than 
any  other  kind  of  history  because  progress  in  medi- 
cine has  always  rested  upon  a few  men  of  genius, 
born  with  the  zeal  and  courage  that  befits  a man. 
The  masses  have  hindered  rather  than  helped  prog- 
ress in  medicine.  To  review,  then,  a century  of 
progress  in  medicine  is  to  really  recall  biographies 
and  present  to  you  a few  word  portraits  of  men 
whose  names  and  deeds  stand  out  in  this  world’s 
medical  hall  of  fame. 

Strangely  enough,  the  westward  path  of  Marcus 
Whitman  has  been  the  path  of  progress  in  medicine. 
Medical  history  begins  with  Hippocrates,  the  “Fa- 
ther of  Medicine,”  born  in  Greece  four  hundred 
and  sixty  years  before  Christ.  With  Galen,  Vesalius 
and  others,  Greek  medical  thought  ruled  the  world 
until  the  seventeenth  century.  Then,  moving  west- 
ward to  Padua,  northern  Italy  became  the  birth- 
place of  modern  medicine.  In  the  eighteenth  cen- 
tury, progress  in  medical  science  crossed  the  Alps  to 
Holland.  In  the  nineteenth  century,  France  and 
Germany  held  the  spotlight  of  accomplishment,  and 
now  early  in  our  own  century  the  finger  of  progress 
moved  toward  the  British  Isles,  and  within  the 
memory  of  our  fathers,  over  the  Atlantic  westward 
to  America. 

Our  story  here  today  commences  in  1836.  Let  us 
for  a moment  visualize  that  period.  Andrew  Jack- 
son  was  President,  there  were  twenty-five  states 
in  our  Union,  and  the  Indians  were  harassing  our 
settlers  from  Florida  to  the  Columbia  River.  The 
West  was  an  uncharted  wilderness.  America  boasted 
but  four  so-called  medical  schools,  all  on  the  East 
Coast.  Training  in  medicine  was  chiefly  by  appren- 
ticeship to  an  older  man  who  usually  had  been 
educated  in  Europe,  particularly  Scotland.  Bacteria 
were  unknown  as  the  causes  of  disease.  Fifty  per 

• Read  at  the  Whitman  Centennial  Celebration,  Walla 
Walla,  Wash.,  August  13,  1936. 


cent  of  amputations  were  fatal;  seventy  per  cent 
of  compound  fractures  resulted  in  death;  and  at 
least  ten  per  cent  of  all  women  in  childbirth  died. 

In  attempting  here  today  to  give  you  a resume 
of  medical  progress  of  one  hundred  years  in  half  as 
many  minutes,  is  to  do  justice  to  few  and  injustice 
to  many  martyrs  of  medical  science.  Befitting  of 
this  occasion,  my  story  starts  in  America,  in  a 
wilderness  such  as  this  was  when  the  Whitmans 
bravely  settled  here. 

The  great  physiologist  of  the  century,  William 
Beaumont,  an  American  Army  surgeon,  had  just 
finished  an  epochal  series  of  studies  on  the  human 
stomach  and  published  his  findings;  he  drew  fifty- 
one  conclusions,  the  majority  of  which  are  true 
today.  Ten  years  previously  a half-breed  Indian 
had  been  shot  in  the  stomach  and  was  brought  to 
Dr.  Beaumont  while  he  was  on  duty  on  the  Island 
of  Mackinaw,  Michigan.  A hole  remained  in  the 
Indian’s  stomach  from  this  wound  and  under  Beau- 
mont’s care  it  healed,  but  an  open  canal  remained 
from  the  stomach  to  the  outside  of  the  abdominal 
wall.  Through  this  canal,  for  many  years  Beaumont 
experimented  and  studied,  and  was  the  first  human 
to  obtain  the  stomach  secretions  of  a living  man 
and  work  out  with  amazing  accuracy  the  secrets  of 
human  digestion. 

.-\nd  now,  before  passing,  I must  mention  your 
neighbor  of  the  past,  the  so-called  “Father  of  Ore- 
gon,” Dr.  John  McLoughlin,  founder  of  the  first 
hospital  of  the  Northwest  and  the  first  Governor 
on  the  North  Pacific  coast.  He  was  a pathfinder 
and  a statesman,  as  well  as  a surgeon  of  great 
ability.  The  meager  records  we  have  of  his  life  tell 
us  that  the  whole  little  Nation  along  the  Columbia 
wept  when  he  died,  because  the  immigrants  and 
Indians  had  learned  to  love  and  trust  their  great 
white-faced  master. 

The  attention  of  the  world  was  next  directed  to 
New  England  and  our  beloved  literateur  and  wit, 
Oliver  Wendell  Holmes.  Author,  teacher  and  physi- 
cian, he  held  the  chair  of  anatomy  at  Harvard.  On 
February  13,  1843,  he  read  his  immortal  paper  on 
“The  Contagiousness  of  Childbed  Fever.”  Every 
childbearing  woman  owes  a debt  of  gratitude  to 
Holmes,  because  from  his  theories  the  mortality  rate 
in  childbirth  dropped  from  one  mother  in  ten  to  one 
in  a hundred. 

And  now  from  erudite  Boston,  the  scene  shifts 
to  a spot  in  the  wilderness  of  our  new  continent, 
Danielsville,  Georgia.  Here,  in  1842,  for  the  first 
time  in  the  history  of  the  world,  Crawford  W.  Long 
used  ether  as  an  anesthetic  in  surgery;  he  removed 
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a tumor  from  the  jaw  successfully  and  the  patient 
awoke  unaware  of  experiencing  pain.  Thus  to 
Crawford  W.  Long  is  due  the  honor  of  having  first 
used  ether  anesthesia  in  surgery.  Again  the  scene 
returns  to  Boston,  where  four  years  later  on  October 
16,  1846,  in  the  Massachusetts  General  Hospital,  a 
suspicious,  doubtful  group  of  doctors  waited  for  a 
demonstration  of  this  chemical  which  a little  known 
surgeon  audaciously  claimed  would  remove  pain. 
W.  G.  T.  Morton  arrived  late  but  confidently  ad- 
ministered ether  to  the  patient.  John  Collins  Warren 
operated  and,  to  the  amazement  of  the  spectators, 
history  was  made.  For  the  first  time  the  suppression 
of  pain  became  a living  reality  instead  of  a dream. 

Here,  again,  Oliver  Wendell  Holmes  played  a 
part.  It  was  he  who  suggested  the  words  “anes- 
thesia” and  “anesthetic,”  when  they  were  searching 
for  a term  to  describe  this  amazing  drug.  And  in 
his  incomparable  wit,  he  casually  uttered  a word 
which  will  outlast  Time.  There  was  a protracted  and 
heated  discussion  as  to  what  this  miraculous  chemi- 
cal should  be  knowm  as;  when  only  two  names 
remained.  Holmes  quietly  said,  “Why  not  call  it 
e(i)ther?”  And  ether  it  is! 

In  this  same  notable  year  of  1846,  America 
produced  a surgeon  who  became  a world-wide 
figure  and  is  known  as  the  founder  of  surgery  in 
the  diseases  of  woman.  James  Marion  Sims  invented 
many  instruments,  devised  new  technic  in  surgery 
and  founded  the  first  women’s  hospital  in  America. 

The  outstanding  event  in  1847  was  the  founding 
of  the  American  Medical  Association,  the  largest, 
most  ethical  group  of  physicians  in  the  world,  today 
the  controlling  hand  in  the  destinies  of  American 
medicine. 

In  this  same  year  Sir  J.  Y.  Simpson  of  England 
introduced  chloroform  as  an  anesthetic  in  obstetrics. 
Claude  Bernard  of  France  and  others  announced 
their  important  discoveries  in  physiology,  anatomy 
and  chemistry. 

The  Crimean  War  occurred  in  1853,  and  in  that 
conflict  arose  Florence  Nightingale  to  found  the 
profession  of  nursing,  in  which  America  has  made 
strides  which  are  an  everlasting  tribute  to  her 
memory. 

And  now  we  come  to  the  Civil  War,  where  stal- 
wart surgeons  for  both  armies  did  their  best,  with- 
out knowledge  of  the  roentgen  ray  yet  to  be  dis- 
covered, without  knowledge  of  bacteria,  of  anti- 
sepsis, of  vaccines,  where  Death  laughed  at  gun- 
powder and  mowed  men  down  from  disease  before 
they  could  die  from  battle  wounds. 

About  this  time  the  world  was  hearing  of  the 


great  Frenchman,  Louis  Pasteur,  whose  memorable 
work  in  chemistry  and  bacteriology  has  saved  mil- 
lions of  lives  and  dollars.  Anthrax,  chicken  cholera, 
hydrophobia  and  many  other  bacterial  infections 
aro.se  to  discovery  and  fell  to  conquest  by  his  fertile 
brain  and  agile  hands.  Pasteurization  is  a word  of 
all  civilized  tongues;  his  methods  and  his  influ- 
ence are  a part  of  civilization. 

In  1876  the  great  Johns  Hopkins  University  was 
founded  in  Baltimore.  The  medical  school  was 
dedicated  to  research  for  graduate  doctors,  the 
first  great  step  in  the  march  of  medical  progress 
made  by  American  schools  of  research  and  learn- 
ing. But  this  was  England’s  decade.  A young  Eng- 
lish surgeon,  later  to  be  known  as  Lord  Lister,  was 
the  first  doctor  to  appreciate  the  phenomenal  dis- 
coveries and  theories  of  Pasteur.  Lister  boldly 
applied  the  Parisian’s  work  to  his  own  surgical 
practice.  He  was  the  first  to  use  antiseptic  solu- 
tions in  surgery  when  he  sprayed  his  operative 
fields,  dressings  and  wounds  with  carbolic  acid; 
later  he  proved  to  the  world  that  asepsis  was  the 
surgeon’s  ideal.  Our  low  mortality  in  surgery,  in 
peace  and  in  war,  is  due  to  Lister’s  application  of 
Pasteur’s  discoveries.  He  was  a character  of  rare 
nobility. 

In  1886,  appendicitis,  “the  American  disease,” 
was  first  recognized,  named  and  properly  treated 
by  a Boston  surgeon,  Reginald  H.  Fitz. 

The  eighties  were  a milestone  on  the  road  of 
medical  progress,  when  Robert  Koch  of  Germany 
first  grew  bacteria  outside  the  living  body  on  arti- 
ficial media,  obtaining  pure  cultures;  for  the  first 
time  in  the  world  a healthy  animal  injected  with 
this  culture  developed  that  specific  disease.  Koch 
discovered  the  causative  organisms  of  tuberculosis, 
of  anthrax,  of  cholera,  of  “Egyptian  blindness,”  and 
devised  methods  of  preventive  inoculation  against 
specific  diseases.  He  introduced  tuberculin,  our 
greatest  aid  in  the  early  diagnosis  of  tuberculosis. 
He  later  won  the  Nobel  prize.  Probably  the  next 
great  discovery  of  most  value  to  the  world  and  to 
medicine  was  that  of  William  Conrad  Roentgen, 
who  in  1895  discovered  the  roentgen  rays.  Three 
years  later  the  Curies  discovered  radium.  These 
two  discoveries  in  the  field  of  physics  have  been 
of  infinite  value  in  the  diagnosis  and  treatment  of 
malignant  disease.  The  amount  of  human  life 
and  suffering  saved  by  roentgen  photography  and 
therapy  is  immeasurable.  Electricity  in  the  form  of 
radio  frequency  currents  has  allowed  new  proce- 
dures heretofore  impossible. 

Turning  now  into  the  twentieth  century,  we 
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, find  our  own  Major  William  C.  Gorgas  in  Havana. 
The  Army  board  known  as  the  Yellow  Fever  Com- 
mission under  the  direction  of  Walter  Reed  had 
concluded  one  of  the  most  brilliant  and  conclusive 
, demonstrations  in  the  history  of  science.  It  was 
I proven  by  these  able  men  that  yellow  fever  plague 
I was  caused  by  an  organism  or  a virus  which  was 
i transmitted  to  man  only  by  a mosquito  and  only 
by  a particular  species  of  mosquito  which  had  to 
harbor  this  causative  agent  twelve  to  fifteen  days 
before  it  could  infect  man.  Major  Gorgas  thereupon 
screened  yellow  fever  patients  and  destroyed  mos- 
quitoes, a gigantic,  misunderstood,  obstacle-ridden 
task.  But  he  did  it  with  his  loyal  army  aides  and 
yellow  fever  was  wiped  out  of  the  United  States, 
the  West  Indies  and  the  world.  Gorgas  then  turned 
to  Panama  and  the  “White  Man’s  Grave”  became 
one  of  the  healthiest  spots  in  our  land.  It  was 
yellow  fever  that  prevented  the  French  from  con- 
structing the  Panama  Canal. 

Also  in  this  decade  the  cause  of  syphilis  and  the 
Wassermann  test  for  its  early  recognition  were  an- 
nounced in  Germany.  Then  Ehrlich  announced 
salvarsan  was  more  valuable  than  age-old  mercury 
in  the  treatment  of  this  most  prevalent  disease  of 
the  human  race.  The  United  States  passed  the 
much-needed  Food  and  Drugs  Act.  Novocaine  was 
discovered.  The  greatest  physician  of  our  time, 
William  Osier,  was  called  from  his  labors  in  America 
to  England,  eventually  to  become  knighted  for  his 
influence  in  medicine. 

In  the  second  decade  of  this  twentieth  century, 
war  arrived  with  its  inevitable  discoveries  to  in- 
crease and  decrease  human  suffering.  Here  we 
learned  of  new  gases  in  chemical  warfare,  of  meth- 
ods to  neutralize  some  of  their  damaging  effects, 
the  Carrol-Dakin  treatment  of  infected  wounds, 
tetanus  inoculation  in  gunshot  wounds,  the  value 
of  vaccination  and  typhoid  inoculation;  we’ll  not 
forget  the  lessons  learned  in  the  great  influenza 
epidemic. 

The  third  decade  brought  two  contributions  to 
medical  science  with  which  you  are  as  familiar 
as  I,  the  first  being  the  discovery  of  the  role  of 
insulin  in  diabetes  by  the  Canadian  (now  Sir) 
Frederick  Banting,  and  the  second,  the  discovery 
of  the  value  of  liver  extract  in  the  treatment  of 
primary  anemias.  We  have  learned  much  about 
the  cause,  prevention  and  treatment  of  various  dis- 
eases as  typhus,  relapsing  fever,  cholera,  scurvy, 
gout,  diphtheria,  scarlet  fever,  streptococcic  infec- 
tions, the  gas  bacillus,  undulant  fever.  Rocky  Moun- 
tain spotted  fever  and  sleeping  sickness. 


We  are  now  six  years  into  the  fourth  decade. 
Our  important  progress  so  far  has  been  mostly  in 
the  field  of  chemistry,  particularly  in  our  increased 
knowledge  of  nutrition  and  vitamins.  But  we  have 
also  lost;  1934  took  from  us  the  leading  spirit  in 
American  medicine  for  fifty  years,  William  H. 
Welch,  of  Baltimore.  This  year  we  lost  the  man  to 
whom  American  physicians  had  accorded  their 
highest  honor,  the  Presidency  of  the  American 
Medical  Association,  Washington’s  own  J.  Tate 
Mason.  Russia  lost  her  famous  Ivar  Pavlow. 

As  I look  ahead  toward  1940,  a fairly  definite 
ray  of  hope  is  seen  in  the  probable  conquest  of 
infantile  paralysis  through  inoculation  against  it  as 
we  do  typhoid  and  smallpox.  The  solution  appears 
close  and  may  God  grant  its  fulfillment. 

To  further  prognosticate  concerning  the  imme- 
diate future  in  medicine  one  becomes  a prophet, 
and  both  the  world  and  science  have  little  regard 
for  a prophet  when  he  is  wrong.  I feel  I can  risk 
one  prophecy,  however,  and  that  is  that  by  the 
end  of  this  decade  we  shall  have  made  conquest  of 
several  diseases  due  to  what  we  call  filterable 
viruses,  those  communicable  ailments  due  to  an  un- 
known, ultramicroscopic  organism  or  its  toxin,  such 
as  poliomyelitis,  the  common  cold,  encephalitis, 
etc.  The  never-ending  research  in  cancer  marches 
on,  eliminating  one  factor  after  another  toward  that 
goal  of  prevention,  early  diagnosis  and  treatment. 

Through  your  support  in  private  contributions 
and  in  taxes,  many  diseases  have  been  curbed  and 
in  some  areas  wiped  out.  Thirty  years  ago,  in  every 
one  hundred  thousand  people,  275  died  from  tuber- 
culosis; now  only  about  fifty  succumb  to  its  rav- 
ages. Smallpox  is  a rarity,  diphtheria  has  disap- 
peared entirely  in  some  localities,  typhoid  fever  is 
seldom  seen,  bubonic  plague  has  been  conquered, 
whooping-cough  is  markedly  diminishing,  rheumatic 
fever  with  its  sequela  of  heart  disease  is  being  prop- 
erly treated,  and  thus  the  enemies  of  health  are 
being  disarmed  in  the  medical  march  of  time. 

(To  be  concluded) 

Comparative  Efficiency  of  Commonly  Used  Flavoring 
Agents.  Harold  N.  Wright,  Minneapolis  {Journal  A.M.A., 
March  20,  1037),  tested  a group  of  commonly  used  flavoring 
agents  on  approximately  600  individuals  to  determine  their 
relative  efficiency  in  disguising  various  types  of  disagreeable 
tastes.  Considered  purely  as  pleasant  tasting  vehicles  the 
syrups  of  prepared  cacao  and  raspberry  are  the  flavors  of 
choice  of  the  largest  percentage  of  individuals.  Second  choices 
are  the  syrups  of  orange,  cherry,  sarsaparilla  and  citric  acid. 
The  syrups  of  raspberry,  eriodicyton  and  prepared  cacao  are 
the  flavors  of  choice  in  disguising  the  taste  of  bitter  drugs 
such  as  alkaloids.  The  syrups  of  cinnamon,  orange  and  sarsa- 
parilla are  the  most  effective  agents  in  disguising  the  salty 
taste  of  such  drugs  as  ammonium  chloride  and  sodium  bro- 
mide. 
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EDITORIAL 

LEGISLATIVE  MEDICAL  ACTS 

Since  our  legislative  sessions  have  terminated  we 
are  in  a position  to  review  the  measures  enacted 
and  defeated,  bearing  on  medical  matters  in  the 
three  states  represented  by  this  journal.  So  far  as 
medicine  is  concerned  there  is  ground  for  satis- 
faction that  so  few  bills  were  passed  which  were 
intended  to  restrict  or  hamper  medical  practice.  At 
every  session  of  our  legislatures  there  are  presented 
measures  promoted  by  individuals  or  groups  whose 
purpose  is  to  render  special  advantages  or  privi- 
leges to  individuals  that  would  react  more  or  less 
unfavorably  upon  the  profession  at  large.  The  re- 
view of  these  bills  herewith  presented  reveals  a 
number  of  such  measures  which  were  fortunately 
blocked  either  in  committee  or  on  the  floor  of  one 
or  the  other  legislative  branch. 

For  several  years  the  agitation  for  the  enactment 
of  some  sort  of  state  medicine  bill  has  regularly 
been  threatened  in  our  legislative  assemblies.  In- 
spection of  these  bills  which  are  here  reviewed  will 
show  that  the  only  attempt  which  was  made  of  this 
sort  failed  to  receive  serious  consideration.  The 
periodical  attacks  on  the  basic  science  bills  ap- 
peared as  was  to  be  expected.  Bills  presented  for 
this  purpose  failed  to  reach  the  floor  in  any  of  our 
legislatures.  One  will  peruse  with  interest  the  vari- 
ous matters  considered  and  briefly  sketched  in  this 
presentation.  Deep  gratitude  is  to  be  bestowed 
upon  the  physicians  who  served  in  our  respective 
legislatures.  They  should  be  remembered  as  exerting 
effective  influence  in  the  passing  of  favorable  legis- 
lation and  blocking  objectionable  bills.  Each  of 
these  men  serves  at  a loss  of  time  and  income 
during  the  two  months  period.  It  is  a form  of 
public  service  which  is  a credit  to  any  man  willing 
to  sacrifice  in  this  manner  his  personal  interests 
in  favor  of  the  public  good. 

OREGON 

The  legislative  session  terminated  with  the  pas- 
sage of  a number  of  bills  sponsored  by  medical 
organizations  and  the  defeat  of  others  which  con- 
tained injurious  threats  against  medical  practice 
and  public  health.  In  spite  of  rumors  concerning 


the  introduction  of  compulsory  sickness  insurance 
bills,  none  appeared  and  this  issue  was  not  pre- 
sented in  any  form.  The  National  Hospital  Asso- 
ciation of  Portland  worked  actively  for  the  passage 
of  three  bills,  the  adoption  of  which  would  have 
accorded  special  privileges  to  the  doctors  and  lay- 
men interested  in  its  activities.  Their  bills  were 
defeated,  as  well  as  similar  measures  in  the  Wash- 
ington legislature  which  they  advocated.  Efforts  of 
the  cults  to  break  down  the  basic  science  law  were 
ineffective.  The  leading  lobbyist  for  these  interests 
was  naturopath  Ralph  Shadduck,  who  headed  the 
Townsend  movement  in  the  state  and  who  appar- 
ently believed  he  possessed  a controlling  influence 
over  legislation.  Valiant  service  for  safeguarding 
public  health  and  scientific  medicine  was  rendered 
by  the  four  physicians  in  the  House:  A.  K.  Higgs 
of  Multnomah,  C.  T.  Hockett  of  Wallowa,  J.  F. 
Hosch  of  Deschutes  and  A.  O.  Waller  of  Lane 
together  with  J.  A.  Best  of  Umatilla  in  the  Senate. 
The  satisfactory  disposition  of  these  various  legis- 
lative matters  was  enhanced  by  the  active  labors 
of  Mr.  Clyde  C.  Foley,  the  energetic  secretary  of 
the  State  Medical  Society,  who  presents  the  follow- 
ing outline  of  the  various  acts  and  the  disposition 
of  them. 

HOUSE  BILLS  PASSED 

H.B.  83.  Designating  and  authorizing  the  State  Board  of 
Health  to  apply  for  and  receive  federal  funds  for  promoting 
the  health  of  mothers  and  children  and  to  disburse,  plan 
and  supervise  the  disbursement  of  state  and  federal  funds 
for  such  purposes. 

H.B.  236.  Providing  that  it  shall  be  a misdemeanor  for 
any  person  to  falsify  his  financial  status  in  order  to  procure 
charity  or  to  secure  services,  commodities  or  supplies  from 
a clinic,  charitable  institution,  or  person.  Sponsored  by 
Oregon  State  Medical  Society. 

H.B.  246.  .Amending  the  medical  practice  act,  by  (1) 
authorizing  the  board  of  examiners  to  maintain  a suit  for  an 
injunction  against  any  unlicensed  person  practicing  medi- 
cine; (2)  making  it  the  duty  of  every  licensed  physician  to 
display  his  certificate  of  annual  registration  in  some  con- 
spicuous place  in  his  office;  (3)  providing  that,  if  a licen- 
tiate fails  to  pay  his  annual  registration  fee,  his  license  shall 
be  revoked  by  the  Board  on  twenty  days  notice  given  him 
of  the  time  and  place  of  considering  such  revocation,  and 
that  no  license  shall  be  revoked  for  such  nonpayment,  if 
the  licentiate  so  notified  pays  before  or  at  the  time  of  such 
consideration  the  fee  required  and  such  penalty  as  may  be 
imposed;  (4)  designating  various  additional  acts  as  unpro- 
fessional conduct,  which  is  a ground  for  revoking  a license, 
such  as  (a)  employing  solicitors,  or  paying  or  presenting 
any  person  with  money  or  anything  of  value  for  the  pur- 
pose of  securing  patients;  (b)  holding  oneself  out  to  treat 
human  ailments  by  making  false  statements,  by  specifically 
designating  any  disease  or  group  of  diseases  and  making 
false  claims  of  one’s  skill  or  of  the  efficacy  of  one’s  medi- 
cine; (c)  advertising  in  any  manner,  either  in  his  own  name 
or  in  the  name  of  another  person  or  clinic  or  concern,  ac- 
tual or  pretended  professional  superiority  than  that  pos- 
sessed by  fellow  physicians,  the  restoration  of  lost  man- 
hood, the  treatment  of  private  diseases  peculiar  to  men 
or  women,  or  the  advertising  or  holding  himself  out  to  the 
public  in  any  manner  as  a specialist  in  the  diseases  of  the 
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t sexual  organs  or  the  diseases  caused  by  sexual  weakness, 
self-abuse,  or  excessive  indulgence;  and  (e)  aiding  or  abet- 
t ting  the  practice  of  any  of  the  healing  arts  by  an  unlicensed 

I person.  Sponsored  by  Oregon  State  Board  of  Medical  Ex- 

aminers and  Oregon  State  Medical  Society. 

H.B.  272.  Amending  the  Doctors’  Title  Act  by  providing 
that  when  any  clinic,  institute,  or  any  group  or  combina- 
tion of  persons  practice  the  healing  art  and  use  an  as- 
sumed name,  or  “clinic,”  “institute,”  “specialist”  or  other 
title,  there  shall  be  likewise  added  after  such  title  on  any 
written  or  printed  material,  or  in  connection  with  any 
advertising,  the  correct  designation  showing  the  branch  of 
the  healing  art  in  which  the  persons  are  licensed.  Sponsored 
by  Oregon  State  Medical  Society. 

I H.B.  470.  Designating  and  authorizing  the  State  Relief 
Committee  to  apply  for  and  receive  federal  funds  for  the 
care  of  dependent  children,  to  disburse  state  and  federal 
funds  for  this  purpose,  and  to  cooperate  with  medical, 
health,  nursing  and  welfare  organizations  in  providing  care 
for  such  children. 

H.B.  471.  Designating  and  authorizing  the  State  Relief 
Committee  to  apply  for  and  receive  federal  funds  for  the 
care  of  crippled  children,  to  disburse  state  and  federal  funds 
for  this  purpose,  and  to  cooperate  with  medical,  health, 
nursing  and  welfare  organizations  in  providing  care  to  such 
children;  providing  that  the  Dean  of  the  University  of 
Oregon  Medical  School  shall  serve  as  medical  director  of 
the  crippled  children’s  program. 

H.B.  505.  Authorizing  the  construction,  equipment  and 
furnishing  of  a state  tuberculosis  hospital  in  Multnomah 
County  and  appropriating  $110,000  for  this  purpose. 

SENATE  BILLS  PASSED 

S.B.  99.  Authorizing  the  construction,  equipment  and  fur- 
nishing of  an  additional  50-bed  pavilion  at  Eastern  Oregon 
Tuberculosis  Hospital  at  The  Dalles. 

S.B.  120.  Clarifying  the  definition  of  the  practice  of  den- 
tistry. 

S.B.  182.  Providing  that  before  any  state-aided  home  or 
institution,  caring  for  venereally  infected  children  under 
twenty-one,  can  receive  any  state  aid,  said  home  or  institu- 
tion must  first  obtain  a license  from  the  State  Child  Wel- 
fare Commission,  which  shall  only  issue  the  same  after  a 
showing  has  been  made  to  the  State  Board  of  Health  that 
the  said  home  or  institution  has  ample  sanitary  and  scien- 
tific facilities  and  a qualified  scientific  staff. 

S.B.  264.  Requiring  authorization  by  a majority  of  the 
voters  of  the  county  before  any  county  court  may  establish 
a county  board  of  health. 

S.B.  279.  Requiring  both  applicants  for  a marriage  license 
to  submit  to  a physical  examination  and  laboratory  test  to 
ascertain  if  they  are  free  from  infectious  venereal  diseases, 
epilepsy,  feeble-mindedness,  insanity,  drug  addiction  and 
chronic  alcoholism.  This  bill  carries  a provision  for  referring 
same  to  the  voters  at  the  next  regular  election. 

HOUSE  BILLS  DEFEATED 

H.B.  34.  Providing  for  the  physical  examination  of  both 
applicants  for  a marriage  license.  (Present  law  requires 
examination  of  male  applicant  only.)  Passed  by  the  House. 
Killed  by  the  Senate. 

H.B.  143.  Providing  that  in  any  action  in  which  the 
mental  or  physical  condition  of  a party  is  involved,  the 
trial  court  may  order  him  to  submit  to  an  examination  as 
to  his  physical  or  mental  condition.  Died  in  committee. 

H.B.  243.  Proposing  to  lower  the  basic  science  require- 
ments by  providing  that  any  applicant  who  obtains  a pass- 
ing grade  of  75  per  cent  in  each  of  three  or  more  of  the 
required  subjects  in  any  session  of  examinations  shall  there- 
after only  be  examined  in  the  subjects  in  which  he  failed. 
This  bill  was  sponsored  by  the  chiropractors  and  naturo- 
paths. Killed  by  the  House. 

H.B.  281-282-283.  Companion  bills  sponsored  by  the  Na- 
tional Hospital  Association  relating  to  hospital  associations. 


contracts  under  the  Workmen’s  Compensation  Law,  and 
collection  and  expenditure  of  fees  deducted  from  employees 
wages  for  medical  care.  They  would  extend  special  privi- 
lege to  hospital  associations  and  virtually  give  them  a mon- 
opoly of  a large  share  of  medical  practice.  Killed  by  the 
House. 

H.B.  281  is  almost  identical  with  H.B.  386  introduced  in 
the  Washington  Legislature  and  H.B.  283  is  almost  identical 
with  H.B.  385  introduced  in  the  Washington  Legislature, 
except  that  the  Oregon  bills  proposed  to  revise  laws  already 
in  existence  on  these  subjects,  whereas  this  would  have  been 
new  legislation  for  Washington. 

H.B.  352.  Proposing  to  make  it  a misdemeanor  for  a hos- 
pital, exempt  from  taxation,  to  deny  the  use  of  its  facilities 
to  any  reputable  or  qualified  licensed  physician,  solely  on 
the  ground  that  such  physician  or  surgeon  is  not  a member 
of  a local,  state  or  national  medical  society  or  association, 
or  to  refuse  to  make  such  facilities  available  to  such  physi- 
cian on  the  same  basis  as  they  are  used  or.  made  available 
for  the  use  of  physicians  who  are  members  of  any  local, 
state  or  national  society  or  association.  Sponsored  by  the 
National  Hospital  Association.  Died  in  committee. 

SENATE  BILLS  DEFEATED 

S.B.  301.  Proposing  that  proof  of  injury  from  x-rays, 
radium,  artificial  heat,  and  all  other  electrical  and  mechani- 
cal devices  and  apparatus  shall  be  prima  facie  evidence  of 
negligence  by  the  operator.  This  bill  was  apparently  intro- 
duced at  the  instance  of  a group  of  attorneys  who  engage 
in  personal  injury  litigation.  Died  in  committee. 

S.B.  323.  Proposing  to  lower  the  basic  science  require- 
ments by  providing  that  any  applicant  who  obtains  a pass- 
ing grade  of  75  per  cent  in  each  of  three  or  more  of  the 
required  subjects  in  any  session  of  examinations  shall  there- 
after only  be  examined  in  the  subjects  in  which  he  failed 
and  allowing  the  applicant  two  further  sessions  of  exam- 
inations to  qualify  in  the  subjects  in  which  he  failed.  This 
bill  was  sponsored  by  chiropractors  and  naturopaths.  Died 
in  committee. 

S.B.  324.  Proposing  to  increase  the  annual  registration  fee 
of  naturopaths  from  $5  to  $15,  and  authorizing  the  Board 
of  Naturopathic  Examiners  to  expend  $10  of  each  fee  for 
“educational  purposes  and  the  general  public  welfare.” 
(Purpose  was  doubtless  to  provide  public  propaganda  fund.) 
Sponsored  by  naturopaths.  Died  in  committee. 


WASHINGTON 

This  legislative  session  exceeded  all  previous 
records  in  introducing  1154  bills,  only  254  of 
which  were  enacted  into  law.  It  was  not  surprising 
that  these  included  an  unusual  number  pertaining 
to  medical  practice  and  public  health,  most  of 
which  were  inspired  by  selfish  interests  of  indi- 
viduals or  groups.  The  defeat  of  most  of  these  was 
due  largely  to  the  efforts  of  physicians  in  the  legis- 
lature, comprising  R.  D.  Wiswall  of  Vancouver  and 
W.  G.  Cameron  of  Tacoma  in  the  House  and  J.  W. 
Henderson  of  Longview  in  the  Senate.  Their  efforts 
were  supported  in  every  respect  by  osteopath  C.E. 
Hughes  in  the  House.  Credit  should  also  be  given 
to  the  constant  and  indefatigable  activities  of  Miss 
Helen  Wilcox  of  the  Public  Health  League,  who 
kept  in  constant  touch  with  all  these  measures  and 
possessed  a fund  of  information  regarding  the  atti- 
tude of  legislators  on  all  of  them. 

The  medical  profession  was  most  interested  in 
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the  enactment  of  the  hospital  lien  bill  which  became 
a law.  This  will  help  to  bring  financial  justice  to 
hospitals  and  practitioners.  Most  active  opposition 
was  exercised  to  defeat  the  measure  sponsored  by 
hospital  associations  from  Portland  and  Tacoma, 
the  enactment  of  which  would  have  resulted  in 
great  injustice  to  practitioners  throughout  the  state. 
A brief  reference  to  all  of  these  bills  is  herewith 
presented. 

SENATE  BILLS  PASSED 

S.J.M.  9.  Memoralizes  the  President  and  Congress  that  a 
survey  be  made  to  determine  the  number  of  narcotic  ad- 
dicts in  this  country. 

S.B.  34.  Providing  for  a State  Custodial  School  for  de- 
fective and  feeble-minded  persons,  to  be  located  in  Western 
Washington. 

S.B.  143.  Regulating  the  safety  of  persons  working  in 
compressed  air. 

S.B.  186.  Prohibiting  such  endurance  tests  as  marathon 
dances,  walkathons,  skatathons. 

S.B.  348.  Makes  it  unlawful  to  conduct  a dental  office  or 
advertise  a person’s  name  in  connection  therewith,  unless 
such  person  is  present  in  said  office.  Permits  continuance  of 
existing  offices. 

HOUSE  BILLS  PASSED 

H.B.  70.  Sets  aside  land  on  Soap  Lake  for  the  location  of 
a hospital  for  treatment  of  patients  suffering  from  Buerger’s 
disease. 

H.B.  109.  Extending  application  of  the  State  Industrial 
Insurance  and  medical  aid  laws  to  projects,  construction  and 
property  belonging  to  the  U.S.A. 

H.B.  143.  -Authorizing  school  districts  of  the  second  class 
to  employ  physicians  and  Public  Health  nurses. 

H.B.  31S.  Extending  scope  of  extrahazardous  occupations 
to  a number  of  industries. 

H.B.  388.  The  hospital  lien  bill.  Grants  operators  of  hos- 
pital, licensed  nurse,  physician  and  surgeon  rendering  service 
to  any  person  a lien  upon  right  of  action  or  money  to 
which  such  person  is  entitled  against  any  tort  feasor  or 
insurer. 

H.B.  463.  Relating  to  Optometrists.  Provides  a higher 
educational  standard  and  tightens  the  prohibition  against 
advertising. 

SENATE  BILLS  PASSED  BUT  VETOED 

S.B.  213.  Provides  for  a state  food,  drug  and  cosmetic 
code.  Defines  and  prohibits  misbranding  and  adulteration. 
Prohibits  advertising  of  “cures”  for  tuberculosis,  cancer  and 
other  diseases. 

S.B.  232.  Providing  state  aid  for  those  suffering  from 
tuberculosis  in  counties  not  having  a county  tuberculosis 
hospital. 

S.B.  234.  An  act  providing  state  funds  to  tuberculosis 
sanatoria  and  providing  for  vocational  rehabilitation. 

SENATE  BILLS  THAT  FAILED 

S.B.  23.  Providing  for  construction  of  a cut-off  highway, 
five  miles  of  which  would  have  passed  through  Cedar  River 
watershed,  thus  threatening  polution  of  Seattle’s  water 
supply. 

S.B.  S3.  Repeals  Sec.  7724,  Rem.  Code  which  now  author- 
ized medical  aid  contracts. 

S.B.  103.  Providing  applicants  for  marriage  licenses  shall 
have  a physical  examination  “as  prescribed  by  the  State 
Department  of  Health.” 

S.B.  134.  Prevents  the  procreation  of  persons  socially 
inadequate  from  defective  inheritance. 

S.B.  140.  Requiring  pharmacies  to  keep  record  for  five 
years  of  original  prescriptions. 

S.B.  141.  Regulating  the  sale  of  hypnotic  drugs. 

S.B.  209.  Providing  for  the  establishment  of  clinics  for 


examination,  care  and  treatment  of  drug  addicts  under  the 
State  Department  of  Health. 

S B.  220.  Providing  state  aid  for  purchase  of  artificial 
devices  for  physically  defective  persons  who  are  indigent. 

S.B.  279.  Directing  the  State  Board  of  Health  to  regulate 
the  qualifications  of  all  public  health  personnel  of  the 
state,  counties  and  cities. 

S.B.  280.  Relating  to  the  powers  and  duties  of  county 
and  district  Boards  of  Health. 

S.B.  281.  Relating  to  the  State  Board  of  Health,  the 
manner  of  selecting  the  members  thereof ; defining  its  pow- 
ers and  duties;  providing  for  the  appointment  of  a state 
Director  of  Health ; establishing  his  qualifications. 

S.B.  294.  Requiring  all  physicians  before  performing  oper- 
ations to  file  a written  diagnosis  with  the  Health  Depart- 
ment, and  making  mandatory  upon  the  prosecuting  attorney 
the  instituting  of  proceedings  against  any  physician  who 
has  performed  an  “unnecessary  operation.” 

S.B.  333.  Establishing  a commission  and  appropriating 
$800  for  the  investigation  of  hospital  associations,  medical 
service  bureaus  “and  similar  institutions.” 

S.B.  346.  Provides  for  the  teaching  in  common  schools  of 
the  effects  of  alcohol  and  narcotics  upon  the  human  system. 

S.B.  377.  Provides  that  tax  exemption  to  hospitals  shall 
not  apply  to  any  hospital  refusing  the  right  to  practice 
therein  to  any  licensed  physician  or  surgeon. 

S.B.  401.  .Amending  the  Dental  Practice  Act  to  prevent 
physicians  and  surgeons  from  rendering  any  dental  service. 

HOUSE  BILLS  THAT  FAILED 

H.B.  179.  Providing  that  the  county  physician  in  all  but 
first  class  and  class  A counties  shall  assume  the  duties  of 
coroner  without  increase  of  salary. 

H.B.  232.  Sponsored  by  a large  contract  clinic.  Provides 
that  persons  who  wilfully  commit  or  threaten  to  commit 
any  act  which  may  embarrass  or  handicap  any  licensed 
physician  in  his  practice,  care  of  patient,  securing  services 
of  assistants,  use  of  hospital  facilities,  conducting  an  office 
or  securing  professional  insurance  shall  be  guilty  of  gross 
misdemeanors. 

H.B.  266.  Permits  cultists  to  treat  injured  workmen  under 
the  Workmen’s  Compensation  Law.  This  bill  was  amended 
on  the  floor  of  the  House  to  provide  that  no  cultist  was 
eligible  thereunder  until  he  had  filed  a certificate  showing  he 
had  passed  the  Basic  Science  examinations.  After  the  adop- 
tion of  this  amendment,  its  proponents  ceased  to  struggle 
for  its  enactment. 

H.B.'  316.  Places  under  Industrial  Insurance  Act  compen- 
sation for  disability  or  death  from  “any  and  all  occupa- 
tional diseases.” 

H.B.  377.  Proposed  “State  Foods  and  Drug  .Act,”  to  be 
administered  by  the  Department  of  .Agriculture. 

H.B.  385.  Authorizes  employers  to  contract  for  medical 
care  and  hospitalization  for  their  employees  and  does  not 
require  that  Labor  have  any  voice  in  the  selection. 

H.B.  386.  Known  as  the  Hospital  Association  Bill.  Spon- 
sored by  a large  contract  association  of  Portland,  Oregon, 
and  two  large  clinics  of  Tacoma,  Washington.  Provides 
that  corporations  contracting  for  medical  and  hospital 
care  are  deemed  to  be  transacting  a hospital  association  busi- 
ness; that  they  must  have  a paid  up  capital  of  $25,000,  and 
must  provide  a performance  bond  of  like  amount,  plus  an 
annual  license  fee  of  $100;  places  hospital  associations  under 
the  supervision  of  the  Insurance  Commissioner,  and  pro- 
vides that  “any  physician  or  surgeon  who  contracts  with 
associations,  groups  or  employers,”  etc.,  to  furnish  hospital, 
nursing  or  dental  services,  shall  be  deemed  a hospital  asso- 
ciation business  and  shall  come  under  the  provisions  of  the 
.Act. 

H.B.  502.  The  State  Medicine  Bill.  Identical  with  the  bill 
passed  in  British  Columbia  one  year  ago,  and  which  has 
been  found  to  be  unworkable. 
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H.B.  S03.  This  would  have  put  into  the  hands  of  a 
chiropractic  board  all  regulations  as  to  standards  and  pro- 
fessional conduct.  It  repealed  the  Basic  Science  Law. 

H.B.  526.  Providing  that  the  accused,  in  cases  of  in- 
sanity hearings,  are  entitled  to  a jury  trial. 

H.B.  528.  The  sanipractic  “open  door  to  hospitals”  bill. 
Would  have  forced  hospitals  to  accept  cultists  therein. 

H.B.  529.  Would  have  reinstated  the  old,  infamous 
diploma-mill  and  the  licenses  thereunder  which  were  re- 
voked for  fraud.  It  would  have  granted  to  sanipractors  the 
right  to  do  surgery,  and  to  enter  hospitals;  in  brief,  it  gave 
to  sanipractors  every  privilege  for  which  the  medical  prac- 
titioner works  many  years  in  high-grade  colleges.  It  would 
have  repealed  the  basic  science  law. 

H.B.  532.  Provides  that  the  chairman  of  the  board  of 
prison  terms  and  paroles  shall  be  a psychiatrist  or  physician 
with  three  years  experience  in  brain  diseases,  or  a person 
by  training  or  education  well  versed  in  penology. 

H.B.  538.  Same  as  S.B.  294.  Relating  to  “unnecessary 
operations.” 

H.B.  548.  The  so-called  uniform  narcotic  act.  Said  to 
have  been  introduced  at  the  request  of  Federal  officials. 

H.B.  571.  Relating  to  narcotic  drugs.  Imposes  death  pen- 
alty for  illegal  sale. 

H.B.  577.  Creates  a department  of  mental  diseases,  con- 
sisting of  a director  and  four  associates,  two  of  whom 
shall  be  physicians  or  psychiatrists. 

H.B.  675.  Relating  to  inspection  of  meats.  Same  as  S.B. 

329.  

IDAHO 

The  recent  legislature  passed  the  following  bills 
affecting  medical  practice: 

H.B.  437.  This  Bill  discontinues  the  Commissioner  of  the 
Department  of  Public  Welfare  and  makes  the  Governor 
Commissioner  of  Public  Welfare  ex-officio.  There  was  cre- 
ated in  the  department  the  (1)  Division  of  Public  Health; 
(2)  Division  of  Charitable  Institutions,  and  such  other  divi- 
sions as  the  Commissioner  may  find  necessary  for  the  ef- 
fective administration  of  the  department.  The  Commissioner 
shall  have  the  power  to  allocate  or  reallocate  functions  among 
the  divisions  within  the  department.  For  each  division  the 
Commissioner  shall  appoint  a director  who  shall  be  quali- 
fied in  the  specific  work  administered  by  his  division.  This 
gives  the  Public  Health  Department  a freer  range  in  its 
time  without  interference  from  a political  set-up.  This  ap- 
plies also  to  the  charitable  institutions  of  the  State. 

Birth  Control;  Venereal  Prophylactics.  A bill  was  passed 
to  prohibit  the  sale  or  other  distribution,  except  by  licensed 
physicians  and  licensed  pharmacists,  of  appliances,  drugs 
and  medicinal  preparations  intended  or  having  a special 
utility  for  the  prevention  of  conception  and  venereal  disease. 

H.B.  213.  A bill  was  passed  to  establish  a State  Tubercu- 
losis Hospital,  carrying  an  appropriation  of  $114,000  to  be 
matched  by  45  per  cent  of  Government  funds. 

S.B.  172.  This  is  a chiropractic  bill,  giving  them  a board 
of  examiners;  increasing  their  course  from  three  terms  of 
eight  months  each  to  four  terms  of  eight  months  each;  re- 
quiring a course  in  pathology  and  bacteriology.  It  provides 
for  adjusting  any  displaced  tissue  of  any  kind  or  nature; 
for  practicing  physiotherapy,  electrotherapy  and  hydrother- 
apy as  taught  in  the  chiropractic  schools  and  colleges. 

S.B.  157.  The  Uniform  Narcotic  bill  was  passed. 

S.B.  169.  Empowering  boards  of  county  commissioners 
to  acquire  sites  to  establish  county  hospitals;  to  levy  taxes, 
and  propose  bond  elections  and  issue  bonds;  to  create  and 
appoint  a Board  of  Trustees  for  county  hospitals  to  manage 
all  affairs  of  the  hospital,  all  monies  to  be  deposited  in  ac- 
cordance with  the  Public  Depository  Law,  and  to  pay  the 
expenses  from  this  fund. 


FEDERAL  GOVERNMENT  AND  PRACTICE 
OF  MEDICINE 

Wresting  of  control  of  the  practice  of  medicine 
from  the  hands  of  those  whose  lives  have  been 
devoted  to  ever  higher  development  of  its  art  is 
occasionally  talked  of,  commonly  feared  but  really 
so  little  expected  that  its  actual  accomplishment 
comes  as  a distinct  shock.  We  know  that  some 
groups  favor  governmental  administration  of  medi- 
cal practice  and  we  have  recently  seen  a narrow 
escape  from  such  a condition  in  a neighboring 
Canadian  province.  But  to  find  that  our  own  fed- 
eral government  is  not  only  suggesting  some  such 
move  but  has  actually  sponsored  its  inception 
comes  as  a staggering  blow. 

The  Government  has,  through  the  Resettlement 
Administration,  sponsored  what  it  calls  medical 
cooperatives  in  a number  of  western  states.  T3T>ical 
of  these  organizations  is  the  San  Gabriel  Valley 
Health  Association,  developed  as  a part  of  the 
Resettlement  Administration’s  San  Gabriel  Valley 
Project.  The  area  involved  embraces  portions  of 
California,  Arizona,  Utah  and  Nevada.  Each  indi- 
vidual in  the  project  is  to  pay  two  dollars  per 
month  into  the  organization  which  will  then  pro- 
ceed to  contract  for  medical  care  of  its  members. 
For  the  first  year  the  Government  has  loaned 
twenty-four  dollars  to  a large  number  of  individ- 
uals to  enable  them  to  pay  dues  for  the  first  year 
of  the  scheme. 

Contract  for  this  particular  organization  has  been 
let  to  the  Ross-Loos  group  of  Los  Angeles.  This 
group  is  one  which  has  been  in  difficulties  with  the 
Los  Angeles  County  Medical  Society  for  some  time 
and  which  was  finally  ousted  from  that  society  a 
few  years  ago.  Due  to  technicalities  which  were  not 
properly  observed  by  the  local  society  at  the  time 
of  that  ouster  the  Ross-Loos  group  retains  its  mem- 
bership in  the  American  Medical  Association.  It  is, 
however,  not  highly  regarded  by  the  regular  mem- 
bers of  the  profession  in  Los  Angeles. 

Thus  the  Federal  Government  puts  its  stamp  of 
approval  upon  a type  of  medical  practice  which 
no  conscientious  medical  man  can  endorse.  It  need 
not  be  pointed  out  that  such  practice  precludes  free 
choice  of  physician  and  leads  to  prompt  deteriora- 
tion in  medical  service.  It  is  not  necessary  to  dwell 
upon  the  attitude  displayed  toward  the  profession 
in  selection  of  the  organization  to  give  the  service. 

It  is  obvious  that  this  type  of  practice  leaves 
little  time  or  money  for  continued  growth  and  de- 
velopment. Physicians  hired  to  do  such  work  be- 
come mere  technicians,  with  little  hope  of  reward 
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for  improvement  in  knowledge  or  ability.  These 
things  may  be  said  of  any  type  of  practice  which 
denies  to  the  patient  selection  of  his  physician  or 
which  removes  responsibility  and  control  from  the 
hands  of  the  profession.  The  fact,  however,  that 
the  Federal  Government  has  sponsored  and  en- 
couraged this  development  indicates  the  trend  of 
thought  of  government  officials  and  to  the  medical 
profession  serves  as  an  ominous  warning. 

THE  SUBSCRIPTION  IMPOSTER 

A few  months  ago  a warning  was  published  in 
this  journal  concerning  the  activities  of  a scoundrel 
who  made  it  a business  to  canvass  physicians,  so- 
liciting subscriptions  for  publications  of  the  C.  V. 
Mosby  Company.  Apparently  this  warning  went 
unheeded  by  many  or  it  failed  to  register.  From 
various  cities  reports  have  been  received  of  late  of 
doctors  who  were  played  for  suckers  by  this  slick 
imposter  who  has  lately  been  working  under  the 
name  of  Jacobs. 

His  technic  consists  of  soliciting  subscriptions 
for  one  or  more  journals  published  by  the  Mosby 
Company,  offering  as  a premium  one  of  their  books 
without  cost.  It  is  surprising  that  a physician  could 
be  so  credulous  as  to  accept  such  a preposterous 
offer.  By  the  time  the  victims  have  corresponded 
with  the  publishing  house  complaining  of  their 
failure  to  receive  the  journals  for  which  they  have 
paid  good  money,  and  have  seen  nothing  of  the 
gift  book,  and  learn  from  the  Mosby  Company  that 
the  whole  thing  is  a fake,  the  victimizer  has  left 
for  new  fields  where  the  same  graft  procedure  can 
be  duplicated.  Thus  far  this  imposter  has  escaped 
traps  laid  for  his  capture.  If  this  journal  is  read  by 
physicians  of  any  city  where  this  game  has  not  yet 
been  worked,  let  them  be  alert  to  escape  being  vic- 
timized and  perhaps  aid  in  the  capture  of  this 

rascal.  

PACIFIC  NORTHWEST  ANNUAL  MEETING 

This  year’s  meeting  of  Pacific  Northwest  Medical 
Association  will  be  held  at  Great  Falls,  Montana, 
July  15-17.  At  this  writing  the  following  speak- 
ers have  been  engaged:  A.  J.  Carlson  of  Chicago 
in  physiology,  F.  C.  Rodda  of  Minneapolis  in  pedi- 
atrics, L.  H.  Newburgh  of  the  University  of  Michi- 
gan in  medicine,  V.  S.  Counseller  of  Mayo  Clinic  in 
surgery,  H.  E.  Robertson  of  Mayo  Clinic  in  path- 
ology, N.  S.  Miller  of  the  University  of  Michigan 
in  obstetrics  and  gynecology.  Other  speakers  are 
under  consideration  and  will  be  announced  in  later 
issues.  Further  details  of  this  meeting  will  be  pub- 
lished in  the  following  two  issues  of  this  journal, 
giving  full  details  concerning  the  meeting. 


MEDICAL  NOTES 

Opening  for  Pathologist.  The  California  State  Personnel 
Board  will  hold  an  examination  at  Sacramento,  May  1,  open 
to  candidates  in  all  parts  of  the  United  States,  for  the  posi- 
tion of  Physician  and  Clinical  Pathologist  on  a salary  of 
$200  per  month,  plus  maintenance  for  the  doctor  and  his 
family.  The  position  involves  work  in  various  institutions 
operated  by  the  State  of  California.  One  must  have  a Cali- 
fornia license  or  be  able  to  secure  one,  and  must  have  prac- 
ticed three  years,  specializing  in  clinical  pathology,  bac- 
teriology and  serology.  Age  limits  are  from  twenty-six  to 
fifty  years.  Applications  must  be  filed  with  the  State  Per- 
sonnel Board  of  California  before  April  24. 

OREGON 

Portland’s  New  Commissioner  Publishes  Book. 
Adolph  Weinzirl,  recently  installed  as  health  officer  for  the 
city  of  Portland,  has  completed  the  manuscript  of  a text- 
book on  public  health  and  preventive  medicine  which  was 
started  several  years  ago  by  his  father.  Much  of  the  work 
on  the  text  was  done  by  the  late  professor  John  Weinzirl 
of  the  University  of  Washington  but  it  has  been  entirely 
rewritten  before  submission  to  the  publisher.  Dr.  Weinzirl 
considers  the  volume  as  a monument  to  his  father’s  memory. 

Roseburg  Conversion  Under  Way.  Evacuation  of  the 
veterans’  facility  at  Roseburg  was  started  early  in  March, 
and  all  patients  to  be  moved  have  been  transferred  to 
other  hospitals.  Construction  and  remodeling  have  been 
started.  About  fifty  beds  are  to  be  retained  for  emergency 
use  and  the  care  of  veterans  who  come  from  Roseburg  and 
immediate  vicinity.  The  Josephine  General  Hospital  at 
Grants  Pass  has  received  contract  from  the  veterans  ad- 
ministration to  handle  emergency  cases  among  the  veterans 
from  southern  Oregon. 

New  Clinic  Building.  James  J.  D.  Haun  has  started  a 
new  clinic  building  in  La  Grande.  There  are  to  be  fourteen 
rooms  and  the  building  will  be  equipped  for  x-ray  work 
and  minor  surgery. 

New  Hospital.  Rapid  progress  is  being  made  in  comple- 
tion of  the  new  hospital  being  built  for  John  Manning  at 
McMinnville. 

New  Health  Officer.  Harold  M.  Erickson,  who  recently 
came  to  The  Dalles  from  Portland,  has  been  appointed 
health  officer  for  The  Dalles  and  Wasco  County.  The  ap- 
pointment was  made  possible  by  appropriation  from  the 
United  States  Public  Health  Service. 

Smallpox  in  Oregon.  Fifty-eight  cases  of  smallpox  have 
recently  been  reported  from  Klamath  County,  and  infection 
has  been  traced  from  this  outbreak  to  a minor  epidemic  in 
the  Nehalem  Valley  in  Clatsop  County. 

Henry  H.  Norton,  son  of  A.  H.  Norton  of  Eugene,  has 
returned  to  that  city  after  spending  several  years  in  special 
training,  including  work  at  Boston,  Vienna  and  London. 
He  intends  to  practice  otorhinolaryngology  and  plastic 
surgery. 

Raleigh  Van  Cleave,  formerly  with  the  CCC,  has  moved 
to  Mt.  Angel,  where  he  will  be  associated  in  practice  with 
A.  F.  E.  Schierbaum. 

Robert  McCune,  Jr.,  has  opened  an  office  in  Cave 
Junction. 

John  M.  Hohl  has  moved  to  Taft,  where  he  will  prac- 
tice. 
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WASHINGTON 

Department  of  Social  Security.  Every  Washington 
physician  should  acquaint  himself  with  the  new  set-up  for 
the  care  of  indigents  and  all  dependent  unemployed  which  is 
being  perfected  under  the  Department  of  Social  Security. 
This  will  affect  the  practice  of  every  physician  of  the  state. 
Under  State  Departments  of  this  issue  will  be  found  an  out- 
line of  the  plan  which  should  be  read  by  all  medical  prac- 
titioners. 

New  Program  at  Bellingham.  Modernization  of  the 
public  health  service  for  Bellingham  and  Whatcom  County 
under  the  plan  proposed  by  Donald  G.  Evans,  state  health 
director,  has  been  approved.  A board  of  health,  consisting 
of  three  county  commissioners  and  three  members  of  the 
city  board  of  health,  is  provided  for.  The  chairman  of  this 
combined  body  will  be  selected  from  the  county  commis- 
sioners on  odd-numbered  years  and  from  the  city  board  of 
health  on  even-numbered  years.  A county-city  health  of- 
ficer will  be  appointed  to  serve  for  four  years.  It  is  ex- 
pected that  this  plan  will  reduce  costs  for  both  city  and 
county. 

Hospital  Site  Sold  by  Indl\ns.  For  many  years  the 
site  of  the  Cushman  Hospital  at  Tacoma  has  been  leased 
to  the  federal  government  by  the  Puyallup  Indians.  At  a 
recent  tribal  meeting  it  was  agreed  to  sell  the  tract  to  the 
government  for  $228,525.  This  transfer  is  necessary  in 
order  that  congress  may  appropriate  money  for  improve- 
ments. 

Improvements  at  Oakhurst.  A $12,000  expenditure  for 
the  administration  building  at  Oakhurst  sanitarium  has 
been  approved  by  WP.\.  Work  is  to  start  this  month.  Aber- 
deen Elks  have  agreed  to  raise  $450  for  purchase  of  sound 
picture  projection  equipment  at  the  sanitarium. 

Hospital  Addition  Completed.  The  new  $40,000  addi- 
tion to  Olympic  Hospital  at  Bremerton  has  been  completed 
and  is  now  ready  for  occupancy.  The  new  structure  has 
provided  additional  private  rooms  and  a ward,  bringing 
the  total  bed  capacity  to  sixty-three.  Two  operating  rooms 
and  two  delivery  rooms  have  also  been  added. 

Crippled  Children  Clinic.  Another  clinic  for  crippled 
children  was  held  March  3 at  Vancouver.  H.  B.  .Allison  of 
Tacoma  and  J.  I.  Tuell  of  Seattle  had  charge  of  the  ex- 
aminations. 

Yakima  to  Pay  Hospital.  The  city  of  Yakima  has 
agreed  to  reimburse  St.  Elizabeth’s  Hospital  for  the  care 
of  emergency  accident  cases  not  otherwise  provided  for. 

Hospital  Staff  Elects  Officers.  R.  G.  Andres  was  re- 
cently elected  president  of  the  staff  of  Deaconess  Hospital 
at  Spokane.  W.  W.  Henderson  is  secretary. 

Diphtheria  at  Snohomish.  Several  cases  of  diphtheria 
have  appeared  recently  at  Snohomish.  More  than  seven 
hundred  children  have  been  inoculated  in  an  attempt  to 
stop  the  epidemic. 

David  J.  Lawson  has  opened  an  office  in  Bellingham. 
After  several  years  practice  in  eastern  Oregon  he  took 
postgraduate  work  at  Philadelphia,  then  a European  tour 
of  several  months  duration. 

I.  E.  Kaveney,  formerly  of  Seattle,  who  has  been  in 
North  Bonneville,  has  taken  over  the  practice  of  Donald 
Black  at  Port  Angeles. 

Clayton  Schaill  has  moved  to  Enumclaw  from  Fort 


Lewis,  where  he  will  be  associated  with  E.  R.  Tiffin.  Leo 
A.  de  Merchant  has  also  moved  to  Enumclaw  for  practice. 

J.  W.  Malzacher  has  returned  to  Twisp  after  several 
weeks  serious  illness,  due  to  pneumonia. 

Donald  Nevitt  has  moved  to  Winlock,  where  he  will  be 
associated  with  G.  H.  Mathis. 

Wedding.  George  Moosey  and  Miss  Janet  Newton  of 
Tacoma  were  married  in  that  city  March  15. 


IDAHO 

The  Annual  Meeting  of  Idaho  State  Medical  Association 
will  be  held  in  Boise,  August  30-September  3.  As  has  been 
customary  during  the  past  two  years,  the  program  will  con- 
sist of  a postgraduate  course  of  lectures,  the  speakers  being 
obtained  from  University  of  Minnesota  Medical  School  and 
The  Mayo  Foundation. 

Smallpox  at  Moscow.  Three  cases  of  smallpox  have  ap- 
peared on  the  campus  at  Moscow  and  the  health  service 
is  considering  the  advisability  of  general  vaccination.  About 
seven  hundred  students  have  voluntarily  reported  for  vac- 
cination. 

County  Physicians.  F.  F.  Horning  has  been  reappointed 
physician  for  Kootenai  County.  George  F.  Ashley  has  re- 
ceived appointment  as  county  physician  for  Bear  Lake 
County,  a position  held  for  the  past  six  years  by  Spencer 
Rich. 

Health  Officer  Trains.  H.  L.  McMartin,  formerly  of 
Buhl,  has  completed  a special  course  in  public  health  work 
at  .Ann  .Arbor  and  has  returned  to  the  state  department  of 
public  health.  For  the  present  he  is  assigned  to  the  Twin 
Falls  area. 

Partnership  at  Buhl.  Edward  McBratney,  who  has 
been  associated  with  the  Santa  Maria  Clinic  in  California, 
has  moved  to  Buhl  where  he  will  join  George  Jennings  in 
full  partnership. 

Moves  to  Bonners  Ferry.  F.  W.  Durose,  who  has  been 
in  practice  at  Wallace,  has  moved  to  Bonners  Ferry  where 
he  will  be  associated  with  R.  M.  Bowell. 

Change  at  Veterans  Hospital.  Ralph  E.  Davis  has  been 
transferred  to  the  Veterans  Hospital  at  Boise  and  will  re- 
place Richard  Eaton  who  goes  to  Minneapolis. 

OBITUARIES 

Dr.  Harold  Bunce  Myers  of  Portland,  Ore.,  died  March 
16,  aged  50  years.  At  the  time  of  his  death  he  was  assistant 
dean  of  University  of  Oregon  Medical  School  and  head  of 
the  department  of  pharmacology,  having  held  both  positions 
for  more  than  twenty  years.  He  was  born  at  Oberlin,  Ohio, 
July  31,  1886,  and  took  his  bachelors  degree  from  the 
University  of  Wisconsin.  His  medical  studies  were  pursued 
at  Western  Reserve  University  at  Cleveland,  Ohio,  where 
he  was  given  his  medical  degree  in  1911.  He  practiced  a 
short  time  in  Wisconsin  and  then  went  to  New  York  where 
he  was  a member  of  the  faculty  at  Bellevue  Hospital  Medi- 
cal College.  He  was  named  head  of  the  department  of 
pharmacology  at  University  of  Oregon  in  1915  after  the 
resignation  of  Franklin  McLean.  He  was  a member  of  a 
number  of  special  societies  and  had  attained  much  fame 
for  his  practical  research  work.  One  of  his  notable  contri- 
butions was  the  discovery  of  the  fungicidal  effect  of  certain 
volatile  oils  and  the  application  of  the  principle  in  fruit 
growing  in  the  Northwest. 
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Dr.  Frederick  A.  Churchh-l  of  Seattle,  Wash.,  died 
March  S,  of  bronchial  asthma,  aged  80  years.  He  was  born 
at  Hillsdale,  Michigan,  and  took  his  premedical  training  at 
Oberlin,  Ohio,  where  his  father  was  professor  of  astronomy 
in  Oberlin  College.  His  medical  training  was  received  in 
Chicago  Homeopathic  Medical  College,  from  which  insti- 
tution he  was  graduated  in  1882.  He  came  to  Seattle  in 
1884  and  had  been  in  active  practice  until  five  years  ago 
when  he  retired.  He  served  at  various  times  with  the  Board 
of  Health,  the  School  Board,  the  State  Medical  Examining 
Board  and  the  State  Militia.  He  served  with  the  latter  or- 
ganization during  the  Chinese  riots  of  1886. 

Dr.  Charles  M.  Doland  of  Spokane,  Wash.,  died  March 
13  after  an  illness  of  two  months  duration,  aged  60.  He 
received  his  medical  education  at  University  of  Pennsyl- 
vania Medical  School  where  he  was  graduated  in  1903.  He 
had  practiced  in  Spokane  for  thirty-four  years  and  at  the 
time  of  his  death  was  surgeon  for  the  Northern  Pacific  and 
Union  Pacific  railroads.  He  was  a veteran  of  the  Spanish- 
■\merican  War. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

KLAMATH  AND  LAKE  COUNTIES  SOCIETY 
Pres.,  L.  L Truax;  Secty.,  J.  M.  Hilton 
Klamath  and  Lake  Counties  Medical  Society  held  a meet- 
ing last  month  at  Klamath  Falls.  The  following  officers  were 
elected  for  the  ensuing  year:  president,  George  H.  Adler; 
vice-president,  J.  M.  Hilton;  secretary.  Merle  H.  Swansen, 
all  of  Klamath  Falls.  The  stated  meetings  for  the  society 
were  scheduled  for  the  second  and  fourth  Wednesdays  of 
each  month. 

WASHINGTON 

CLALLAM  COUNTY  MEDICAL  SOCIETY 
Pres.,  W.  G.  Baker;  Secty.,  W.  H.  Taylor 
The  annual  meeting  of  the  Clallam  County  Medical  So- 
ciety was  held  at  the  Port  .\ngeles  Golf  and  Country  Club, 
March  S.  Will  H.  Taylor  was  elected  president  and  James 
L.  McFadden  secretary-treasurer.  Drs.  Steele  and  Merritt 
of  the  State  Department  of  Labor  and  Industries  were 
guest  speakers. 

CLARK  COUNTY  MEDIC.^L  SOCIETY 
Pres.,  R.  G.  Gale;  Secty.,  C.  B.  Hutt 
The  Clark  County  Medical  Society  entertained  the  Clark 
County  Dental  Society  at  the  regular  meeting,  February  18. 
\ paper  on  focal  infection  was  read  by  L.  E.  Hockett. 

COWLITZ  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 
The  February  meeting  of  Cowlitz  County  Medical  So- 
ciety was  held  at  Hotel  Monticello,  Longview,  February  16. 
Hilton  Rose  of  Seattle  read  a paper  on  “Injection  Treat- 
ment of  Hernia,”  and  J.  F.  Ramsey,  also  of  Seattle,  dis- 
cussed “Injection  Treatment  of  Varicose  Veins.” 

GRAYS  HARBOR  COUNTY  MEDICAL  SOCIETY 

Pres.,  L.  R,  Lightfoot;  Secty.,  B.  O.  Swinehart 
The  regular  meeting  of  the  Grays  Harbor  Medical  Society 
was  held  at  the  Morck  Hotel,  Aberdeen,  February  17.  Leon 
Goldsmith  of  Portland  addressed  the  society  on  heart  dis- 
ease and  Banner  Brooke  of  Portland  spoke  on  rectal  pro- 
lapse. 


KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

A regular  meeting  of  King  County  Medical  Society  was 
held  in  the  auditorium  of  the  Medical  and  Dental  Building, 
Seattle,  March  1,  at  8: IS  p.m..  President  V.  W.  Spickard 
presiding. 

Dr.  Spickard  announced  that  in  the  future  all  meetings 
will  be  closed,  and  visitors  must  be  sponsored  by  a member 
with  request  to  sign  a registration  book. 

Mr.  Robert  M.  Bushee  of  the  Seattle  Traffic  Council 
announced  a demonstration  of  safety  devices  which  mem- 
bers were  urged  to  attend. 

Mr.  W.  E.  Gibbs,  manager  of  the  Physicians  and  Dentists 
Credit  Bureau,  gave  a report  for  the  past  three  years.  The 
Bureau  collected  $200,000  on  400,000  accounts,  many  of 
which  were  outlawed.  Members  were  urged  to  patronize 
the  Bureau. 

P.  H.  Narodick  read  a paper,  “Resume  of  Work  Done  at 
King  County  Tuberculosis  Hospital  Outpatient  Depart- 
ment.” This  department  was  established  January  11,  1935, 
for  the  purpose  of  caring  for  indigents  suffering  from  dis- 
eases of  the  chest.  The  clinic  identifies  established  tubercu- 
losis cases  who  are  hospitalized  in  the  tuberculosis  hospital. 
Attention  is  also  paid  to  suspect  cases  who  may  become 
definite  tuberculous  patients.  The  clinic  aims  to  place  them 
under  medical  supervision.  They  are  examined  from  time 
to  time  and  watched  as  long  as  there  is  a possibility  of  their 
becoming  active  cases.  A patient  discharged  from  the  hos- 
pital is  transferred  to  the  outpatient  department  for  future 
observation. 

Through  the  social  service  department  of  the  hospital 
outsiders  are  made  tuberculous-conscious,  being  educated 
along  the  lines  of  prophylaxis.  It  is  the  aim  of  this  depart- 
ment to  place  every  known  case  of  tuberculosis  under  ade- 
quate medical  supervision.  The  paper  was  discussed  by 
Philipp  Schonwald  and  Wallace  Hunt. 

L.  L.  McCoy  read  a paper,  “Tuberculous  Involvement  of 
the  Eye.”  The  etiology  of  ocular  tuberculosis  was  discussed. 
Some  statistics  estimate  fifty  per  cent  of  eye  inflammations 
as  due  to  tuberculosis,  while  others  place  it  as  low  as  ten 
per  cent.  Tuberculosis  attacks  every  ocular  tissue,  different 
sites  of  which  were  discussed.  Tuberculous  iritis  was  pre- 
sented with  its  various  manifestations.  Also  tuberculous 
choroiditis  was  discussed.  Tuberculosis  of  the  optic  nerve 
is  rare.  Its  manifestations  were  considered.  Differential 
diagnosis  of  ocular  tuberculosis  was  presented.  The  paper 
was  discussed  by  Drs.  Slyfield,  Hoffman,  Perry  and  Jensen. 


OKANOGAN  COUNTY  MEDICAL  SOCIETY 
Pres.,  T.  J.  McCain;  Secty.,  G.  E.  Stevens 
The  regular  meeting  of  the  Okanogan  County  Medical 
Society  was  held  at  the  home  of  T.  J.  McCain  at  Omak. 
Legislative  matters  of  interest  to  the  profession  were  dis- 
cussed. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  W.  Howe;  Secty.,  W.  B.  Penney 
Pierce  County  Medical  Society  held  its  regular  meeting  at 
the  Hotel  Winthrop,  Tacoma,  March  12,  with  dinner  at 
6:30  p.m.  The  guest  of  honor  was  Karl  Menninger  of  the 
Menninger  Clinic,  Topeka,  Kansas.  He  addressed  the  so- 
ciety on  “Neuropsychosis  in  Hypertension.” 
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SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  S.  W.  Holton;  Secty.,  W.  V.  King 

Skagit  County  Medical  Society  held  its  annual  meeting 
at  President  Hotel,  Mount  Vernon,  February  23.  The  fol- 
lowing officers  were  elected  for  the  year  1937:  President, 
Stanley  W.  Holton,  Sedro-Woolley ; Vice-President,  M.  T. 
MacAvelia,  Mount  Vernon;  Secretary,  W.  V.  King,  Bur- 
lington; Trustees,  W.  L.  Jackson,  Burlington;  A.  B.  Cook, 
.\nacortes. 

This  is  Dr.  Holton’s  second  term  as  President  of  Skagit 
County  Medical  Society. 

,\t  the  annual  meeting  of  Skagit  County  Medical  Service 
Bureau,  Julian  Coleman  and  R.  K.  Behrns  of  Mount  Ver- 
non were  elected  to  serve  on  the  Board  of  Trustees  for 
term  of  three  ye^rs. 

Skagit  County  Medical  Society  held  a meeting  on  the 
evening  of  March  22  at  Oak  Harbor  as  guests  of  Roy  C. 
McCartney.  .A.fter  dinner  the  scientific  program  consisted  of 
a paper  by  Glenn  N.  Rotton  of  Seattle  on  “Management  of 
Breech,”  which  was  accompanied  by  illustrations.  Fred  H. 
Thorlakson  of  Seattle  discussed  “Sinusitis.” 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  B.  Murphy;  Secty.,  W.  J.  Wagner 

The  monthly  meeting  of  Snohomish  County  Medical  So- 
ciety was  held  in  the  library  of  the  Medical  and  Dental 
Building,  Everett,  March  4,  at  8:00  p.m. 

The  society  endorsed  a plan  whereby  physicians  par- 
ticipating in  the  immunization  of  school  children  should 
be  compensated,  at  least  in  portion,  for  services  rendered. 
A committee  was  appointed  to  meet  with  the  P.-T.  A. 
committee  concerning  preschool  round-up  in  the  matter  of 
compensating  the  physician  in  this  phase  of  public  health 
work. 

W.  T.  Hasler  was  admitted  to  membership  in  the  society, 
paper  was  read  by  J.  F.  Beatty  on  “Postoperative 
Lung  Complications.” 

Herbert  Johnson  presented  a paper  on  “Transurethral 
Resection.” 


SPOKANE  SURGICAL  SOCIETY 
The  annual  meeting  of  Spokane  Surgical  Society  was  held 
at  Hotel  Davenport,  February  20.  C.  Latimer  Callander  of 
the  University  of  California  Medical  School  held  clinics  in 
the  forenoon,  addressed  the  gathering  at  a noon  luncheon, 
and  spoke  at  both  afternoon  and  evening  meetings.  Fred 
J.  Whitaker  was  elected  president  and  J.  G.  Matthews  sec- 
retary-treasurer. 

THURSTON-MASON  COUNTIES  MEDICAL  SOCIETY 
Pres.,  A.  M.  Treat;  Secty.,  F.  N.  Hartung 
The  regular  meeting  of  Thurston-Mason  Counties  Medi- 
cal Society  was  held  at  Hotel  Shelton,  Shelton,  February  26. 
O.  A.  Nelson  of  Seattle  addressed  the  twenty-five  members 
present. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Lange;  Secty.,  S.  R.  Page 
The  March  meeting  of  Walla  Walla  Valley  Medical  So- 
ciety was  held  at  the  Grande  Hotel,  Walla  Walla,  March  12. 
The  meeting  was  addressed  by  Robert  Stier  of  Spokane  on 
the  subject  of  “Desensitization  by  Oral  Administration  of 
Pollen  Extracts.”  He  compared  results  of  this  method  with 


the  results  of  subcutaneous  inoculation.  The  discussion  was 
opened  by  F.  M.  Campbell. 


WASHINGTON  STATE  OBSTETRICAL  ASSOCIATION 

Through  the  efforts  of  Washington  State  Maternal  Wel- 
fare Committee,  H.  H.  Skinner,  Chairman,  Washington 
State  Obstetrical  Association  was  formed.  A representative 
group  of  obstetricians  from  all  over  Washington  met  Sat- 
urday, January  30,  in  Tacoma.  In  the  afternoon  a round 
table  discussion  was  held  on:  (1)  habitual  abortion,  (2) 
the  one  child  family,  (3)  placenta  previa,  (4)  forceps.  In 
the  evening  a banquet  and  get-together  was  held  at  Tacoma 
Hotel. 

The  following  were  elected  officers:  H.  H.  Skinner  of 
Yakima,  president;  R.  N.  Hamblen  of  Spokane,  vice-presi- 
dent; P.  C.  Kyle  of  Tacoma,  secretary  and  treasurer. 

A membership  committee  was  appointed  by  the  presi- 
dent consisting  of  N.  L.  Thompson  of  Everett,  E.  J. 
Lawrence  of  Spokane  and  G.  N.  Rotton,  Seattle. 

There  are  two  classifications  for  membership:  (1)  asso- 
ciate, or  those  whose  work  is  over  fifty  per  cent  obstetrics 
and  (2)  affiliate,  or  those  whose  work  is  less  than  fifty 
per  cent  obstetrics. 

There  will  be  stated  meetings  the  first  Saturday  of  April 
and  October  each  year.  The  meetings  will  alternate  be- 
tween the  various  cities  of  the  state.  Those  interested  in 
membership  please  contact  the  membership  committee. 


IDAHO 

NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY 
Pres.,  R.  E.  Haury;  Secty.,  J.  F.  Gist 

The  regular  monthly  meeting  of  the  North  Idaho  Dis- 
trict Medical  Society  was  held  at  Lewiston,  February  17. 

The  following  officers  were  elected  for  the  ensuing  year: 
W.  O.  Clark  of  Lewiston,  president;  A.  B.  Pappenhagen 
of  Orofino,  vice-president  and  J.  E.  Baldeck  of  Lewiston, 
secretary  and  treasurer. 

A discussion  of  “Gallbladder  Diseases”  was  given  by  P. 
W.  Johnson  of  Lewiston. 


Evaluation  of  Roentgen  Diagnosis  of  Early  Carci- 
noma OF  Breast.  Jacob  Gershon-Cohen  and  A.  E.  Colcher, 
Philadelphia  (^Journal  A.  M.  A.,  March  13,  1937),  believe 
that  the  roentgenographic  e.xamination  of  the  breast  is  a more 
useful  diagnostic  procedure  than  is  generally  appreciated.  A 
diagnostic  accuracy  better  than  that  resulting  from  micro- 
scopic inspection  of  sections  can  be  attained.  A remarkably 
high  [percentage  of  roentgen  diagnosis  is  proved  to  be  correct 
by  histologic  studies,  and  this  can  be  increased  if  the  exam- 
ination is  more  seriously  and  uniformly  emphasized.  Early 
malignant  changes  can  be  very  frequently  determined,  espe- 
cially in  the  fat  and  postclimacteric  breast.  Otherwise  there 
are  many  limitations  to  the  roentgen  study  of  the  pathologic 
breast  which  probably  could  be  materially  reduced  if  resort 
were  made  to  serial  examinations.  If  periodic  examinations 
of  normal  breasts  were  carried  out  in  women  more  than  25 
years  of  age,  the  authors  venture  to  say  that  a much  more 
effective  campaign  could  be  therapeutically  waged  in  carci- 
noma of  the  mammary  gland  because  of  the  diagnosis  of 
early  malignant  signs  so  obtainable.  The  examination  can  be 
done  easily  with  so  little  expense  that  it  is  entirely  practic- 
able from  these  standpoints.  It  is  even  possible  that  the 
therapeutic  effect  on  breasts  of  many  endocrine  substances 
might  be  revealed  more  graphically  by  the  roentgen  examina- 
tion than  by  any  other  practical  clinical  method  now  avail- 
able, and  this  suggestion  warrants  further  investigataion. 
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RETIREMENT  OF  PRESIDENT  W.\TTS 

Portland,  Ore.,  March  25,  1937. 

The  March  meeting  of  the  Council  of  Oregon  State 
Medical  Society  was  held  at  Mallory  Hotel  March  24  at 
6 p.m.  Business  was  transacted  following  dinner. 

Thomas  W.  Watts,  who  became  president  of  the  Society 
last  fall,  presented  his  resignation  from  that  office  on 
account  of  poor  health.  The  resignation  was  accepted  with 
deep  regrets  which  were  expressed  by  every  member  pres- 
ent. It  is  unfortunate  that  his  health  will  not  allow  him  to 
continue  to  hold  the  office.  Dr.  Watts  felt  that  certain 
matters  pending  before  the  Society  required  the  active 
participation  of  the  president  and  could  not  be  handled 
satisfactorily  by  an  acting  president.  .All  present  hoped 
for  the  early  recovery  of  Dr.  Watts  and  many  expressions 
of  esteem  were  voiced. 

Charles  E.  Sears,  first  vice-president,  was  elected  presi- 
dent for  the  remainder  of  the  year  to  fill  the  vacancy  which 
resulted  from  the  resignation  of  Dr.  Watts.  \ vote  of  con- 
fidence was  given  Dr.  Sears  and  members  approved  the 
manner  in  which  he  had  functioned  as  acting  president  up 
to  this  time.  By  vote  of  the  Council,  J.  C.  Vandevert  of 
Bend,  second  vice-president,  was  elected  first  vice-president, 
W.  W.  Baum  of  Salem,  third  vice-president,  was  elected 
second  vice-president,  and  Richard  B.  .Adams,  Portland, 
was  elected  third  vice-president  to  fill  the  vacancy. 

The  Executive  Committee  reported  that  they  favored 
wider  distribution  of  our  national  health  publication, 
Hygeia,  and  recommended  and  the  Council  approved 
(1)  that  a subscription  to  Hygeia  be  presented  to  every 
school  of  a typical  county  in  the  state  and  a survey  of 
the  result  be  made  later  as  a guide  to  future  action;  (2)  to 
cooperate  with  the  Parent-Teacher  .Associations  to  help 


promote  medical  service  to  the  preschool  child  as  well  as  to 
the  older  children;  and  to  cooperate  in  advising  the  parents 
of  the  benefits  from  having  medical  examination  of  their 
children  at  proper  intervals;  (3)  that  remedial  measure  for 
school  children  be  administered  by  the  family  physician 
wherever  possible,  especially  regarding  the  prevention  of 
smallpox,  diphtheria  immunization  and  tuberculin  testing; 
(4)  that  the  health  education  in  primary  schools  be  in  co- 
operation with  local  medical  societies. 

The  secretary  reported  on  the  United  States  Public 
Health  Service  campaign  for  control  of  syphilis  and  made 
several  recommendations.  It  was  voted  that  an  advisory 
committee  be  appointed  from  the  state  society  and  that 
one  associate  member  be  appointed  from  each  component 
county  society.  It  will  be  the  duty  of  the  latter  to  advise 
the  local  society  of  the  actions  of  the  Council  and  to  dis- 
tribute such  information  as  may  be  available. 

In  another  part  of  this  issue  will  be  found  a detailed 
report  of  the  bills  before  the  legislature  and  a discussion 
of  those  which  were  passed,  as  well  as  of  those  which  were 
defeated.  .An  expression  of  appreciation  was  voted  to  our 
legislators:  Senator  J.  .A.  Best  of  Pendleton;  Representa- 
tives J.  F.  Hosch  of  Bend,  .A.  K.  Higgs  of  Portland,  C.  T. 
Hockett  of  Enterprise  and  O.  .A.  Waller  of  Eugene,  for 
their  efforts  for  the  benefit  of  public  health. 

A vote  of  thanks  was  given  to  Mr.  C.  C.  Foley,  our 
Executive  Secretary,  and  to  Drs.  Richard  B.  .Adams,  E.  D. 
Lamb  and  W.  T.  Johnson  for  their  work  at  the  legislature. 
These  men  not  only  helped  to  defeat  legislation  which  was 
not  in  the  interest  of  public  health  but  aided  in  the  enact- 
ment of  several  measures  and  amendments  which  strength- 
ened the  laws  for  the  benefit  of  public  health. 

A.  G.  Bettman,  Editor 


WASHINGTON 


DEPARTMENT  OF  SOCIAL  SECURITY 

Seattle,  Wash.,  March  29,  1937. 

MEDICAL,  SURGICAL,  DENTAL  AND  HOSPITAL  CARE  OF  THE  NEEDY 
SICK  UNDER  THE  NEW  SOCIAL  SECURITY  PROGRAM 

Senate  Bill  149,  as  passed  by  the  1937  Legislature,  created 
a new  Department  of  Social  Security  as  successor  to  the 
State  Department  of  Public  Welfare  and  provided  among 
other  things  for  a pooling  of  Federal,  State  and  County  funds 
for  relief  purposes,  repealed  the  old  poor  laws  that  in  many 
cases  were  in  direct  conflict  with  present  statutes  and  placed 
the  administration  of  program  locally  in  the  hands  of  the 
County  Commissioners. 

It  is  of  vital  interest  to  members  of  organized  medicine 
and  dentistry  to  know  what  changes  are  contemplated  under 
the  new  program  in  the  care  and  treatment  of  the  needy  sick. 
The  old  medical-relief  program,  which  has  been  in  effect 
since  September  20,  1935,  was  limited  in  its  scope.  It  provided 
for  office  and  home  treatment  for  acute  conditions.  Hospital 
care  and  operations  were  excluded  and  treatment  for  chronic 
conditions  were  limited.  .A  distinction  was  made  as  between 
State  and  County  cases.  County  cases  were  paid  for  by  the 
county  and  from  county  funds,  provided  there  were  any 
funds  available  for  that  purpose.  Otherwise  the  attending 
physician  donated  his  services  as  he  has  many  times  in  the 


past  without  complaint  and  accepted  the  condition  as  inevi- 
table. The  fact  that  the  members  of  organized  medicine  have 
donated  their  time  and  talents  without  complaint  has  mis- 
led the  County  Commissioners  in  many  cases  into  believing 
that  the  doctors  were  satisfied  and  were  willing  to  continue 
as  in  the  past.  Therefore,  why  change  a condition  that  was 
highly  satisfactory  to  the  County  Commissioners  at  least. 
This  attitude  may  be  reflected  in  submitting  estimated 
budgets  for  medical  and  dental  care  and  is  a matter  for  con- 
sideration by  the  local  county  medical  societies. 

Under  the  provisions  of  the  proposed  plan  for  the  care 
and  treatment  of  the  needy  sick  there  will  be  no  division  as 
between  state  and  county  cases.  All  relief  cases  will  receive 
the  same  consideration.  The  program  will  be  extended  to 
include  care  and  treatment  of  the  blind,  the  old  age  pensioner, 
chronic  cases,  hospital  care  and  operations.  Free  choice  of 
doctor  will  be  maintained.  All  doctors  who  are  licensed  to 
practice  medicine  in  the  State  of  Washington  and  who  have 
signed  an  agreement  to  abide  by  the  rules  and  regulations 
governing  the  program  will  be  eligible  to  participate.  There 
will  be  an  auditing  of  the  bills  by  the  local  medical  executive 
committee. 

The  fee  schedule  of  the  Department  of  Labor  and  Indus- 
tries will  be  used  as  a basis  for  charges  to  be  made.  The 
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amount  that  will  be  paid  will  depend  entirely  upon  the 
amount  of  bills  filed  and  the  funds  available.  It  is  essential 
to  the  success  of  the  program  that  adequate  estimates  of  the 
costs  of  medical  care  be  made.  It  will  be  the  duty  of  the 
members  of  the  local  county  medical  societies  to  assist  the 
County  Commissioners  in  preparing  such  estimates.  No  one 
will  deny  the  important  part  that  proper  care  of  the  needy 
sick  plays  in  the  general  relief  program,  yet  it  is  an  ad- 
mitted fact  the  medical  program  is  the  first  to  suffer  if  there 
is  a shortage  of  funds,  presumably  on  the  theory  that  the 
needy  sick  will  receive  treatment  anyway  regardless  of 
whether  the  doctor  is  paid  for  his  services  or  not. 

The  plan  further  provides  for  the  creation  of  a State 
Medical  Dental  Board,  a County  Medical  Dental  Board,  a 
State  Medical  Executive  Committee  and  a County  Medical 
Executive  Committee.  Without  going  into  detail  as  to  the 
members  comprising  these  boards  and  committees  it  is  suffi- 
cient to  say  that  each  state  and  county  organization  will 
have  full  representation  and  that  each  county  organization  as 
a group  will  have  authority  to  conduct  its  own  affairs,  pro- 
vided there  is  no  conflict  with  the  rules  governing  the  pro- 
gram or  they  are  not  detrimental  to  the  general  welfare  of 
the  plan  as  a whole. 

The  patient  applying  for  medical  or  dental  care  will  have 
to  go  through  the  same  routine  as  now.  He  will  have  to  pass 
the  social  screening  and  if  found  eligible  will  be  given 
a requisition  upon  the  doctor  of  his  choice.  The  doctor  re- 
ceiving the  requisition  will  follow  the  same  procedure  as  now 
as  regards  the  filing  of  bills  and  diagnostic  reports.  The  local 
agency  will  assemble  the  bills  and  statements  and  after 
audit  by  the  local  medical  committee  will  submit  all  state- 
ments to  the  central  state  agency  for  reaudit  to  see  that  they 
conform  to  rules  and  regulations,  and  when  completed  they 
will  be  forwarded  to  the  State  Department  of  Social  Se- 
curity at  Olympia  where  they  will  again  be  submitted  to 
audit  but  not  to  revision  of  charges.  The  Olympia  office  will 
then  send  one  check  for  the  total  amount  due  for  the  month 
from  all  counties.  Disbursement  will  be  made  from  the  cen- 
tral state  agency  to  the  various  county  agencies  for  distribu- 
tion to  the  individual  doctors  and  dentists  and  others  ren- 
dering service.  It  must  be  remembered  that,  while  allot- 
ments will  be  made  by  the  State  Social  Security  Department 
for  medical  purposes,  the  funds  so  allotted  will  not  be 
turned  over  to  the  County  Commissioners  to  be  spent  but 
will  be  held  in  the  State  Treasury  for  disbursement  upon  the 
basis  of  service  rendered  and  bills  filed. 

Owing  to  the  fact  that  the  County  Commissioners  are  the 
local  administrators  of  relief,  it  will  be  necessary  that  each 
county  medical  society  enter  into  an  agreement  as  to  the 
handling  of  the  medical  affairs  locally.  All  contracts  or 
agreements  entered  into  will  be  subject  to  review  and  ap- 
proval of  the  State  Medical  Dental  Board.  It  is  recognized 
that,  owing  to  the  problems  that  exist  in  the  various  counties, 
each  county  will  have  to  be  dealt  with  on  an  individual  basis, 
that  it  will  not  be  practicable  to  make  a state-wide  plan 
that  would  apply  to  all  counties  without  taking  into  account 
local  problems 

Organized  medicine  and  dentistry  have  demonstrated  dur- 
ing the  past  eighteen  months  that  they  are  both  capable  and 
willing  to  work  in  harmony  in  conducting  a program  that  is 
for  the  general  good  of  the  professions.  As  an  experiment  it 


has  proven  its  value  and  justifies  its  continuance.  The  experi- 
mental stage  has  been  passed  and  the  opportunity  is  now 
here  for  a further  demonstration  along  the  same  line.  The 
proposed  plan  recognizes  and  strives  to  preserve  the  rights 
and  privileges  of  its  members.  It  keeps  control  in  the  hands  of 
organized  medicine  and  prevents  so  far  as  possible  lay  inter- 
ference. Organized  medicine  should  give  the  proposed  plan 
its  full  support  through  state  and  county  associations. 

.At  the  request  of  Mr.  Ernst  of  the  State  Department  of 
Public  Welfare,  the  president  of  Washington  State  Medical 
.Association  was  appointed  to  formulate  a plan  for  the 
medical  and  surgical  care  for  all  those  on  relief.  A committee 
was  appointed  composed  of  Drs.  L.  A.  Hopkins  of  Tacoma, 
E.  C.  Leach  of  Arlington,  C.  W.  Knudson  of  Seattle,  A.  E 
Lien  of  Spokane,  D.  F.  Bice  of  Yakima,  Mr.  Percy  Gilbert, 
secretary  and  Mr.  Henry  Hulse,  technical  adviser.  Several 
meetings  have  been  held  with  the  State  Board  of  County 
Commissioners,  State  Department  of  Health  and  State  So- 
cial Security  Department.  A complete  draft  of  the  results 
of  this  study  and  of  these  meetings  will  shortly  be  in  the 
hands  of  the  secretaries  of  each  county  medical  society  for 
their  consideration.  .Arthcr  C.  Crookall, 

President,  Wash.  State  Med.  Ass’n. 


WOMAN’S  AUXILIARY 

Wenatchee,  Wash.,  March  23,  1937 

Spokane  County  Auxiliary  distinguished  their  organization 
by  rolling  up  far  more  than  their  quota  for  the  Red  Cross 
Flood  Relief  Fund.  They  seem  to  have  an  exceptional 
talent  for  sounding  the  right  note  in  a drive  for  funds  and 
are  generous  with  their  time  when  relief  organizations  are 
in  need. 

Walla  Walla  Valley  .Auxiliary  is  very  active  and  alive  to 
their  opportunities  for  public  service.  Their  public  relations 
poster  display  is  noteworthy  and  is  a genuine  force  for  good 
in  that  it  catches  the  eye  of  even  the  illiterate  and  sets  them 
on  the  path  to  health  through  scientific  medicine. 

Chelan  County  made  this  year’s  project  the  placing  of 
Hygeia  in  every  school  and  public  institution  in  their 
county  with  the  result  that  forty-two  subscriptions  have 
been  donated  through  the  generosity  of  the  doctors’  wives. 

All  auxiliaries  are  assisting  in  the  enrollment  for  Cancer 
Control  which  bids  fair  to  being  the  outstanding  achieve- 
ment of  the  year  in  the  alleviation  of  the  misery  caused  by 
this  dread  disease,  for  it  will  expose  quackery  which  ac- 
counts for  so  many  cases  of  neglect. 

The  midyear  board  meeting  was  held  in  Seattle,  March 
1,  at  Edmond  Meany  Hotel  and  proved  very  stimulating 
to  those  fortunate  enough  to  be  present.  A falling  off  in 
membership  was  reported.  This  is  a great  pity  for  we  know 
our  work  is  essential  to  public  welfare.  To  quote  the  public 
relations  committee  of  the  national  auxiliary,  “the  question 
each  auxiliary  member  should  ask  herself  is,  shall  I assist 
the  medical  profession,  or  shall  others  charter  the  work  and 
assume  control?”  It  has  been  observed  that,  where  the 
auxiliary  is  most  active  and  most  representative,  the  mem- 
bers of  the  medical  society  are  on  the  whole  more  friendly 
and  imbued  with  the  spirit  of  professional  brotherhood. 
So  let  us  be  loyal  to  our  medical  societies  and  join  and 
maintain  membership  in  our  auxiliaries. 

Mrs.  George  Hoxsey, 

Press  and  Publicity. 
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Operative  Surgery.  By  J.  Shelton  Horsley,  M.D  , LL.D., 
F..'\.C.S.  Attending  Surgeon,  St.  Elizabeth’s  Hospital,  Rich- 
mond, Va.,  and  Isaac  A.  Bigger,  M.D.,  Professor  of  Sur- 
gery, Medical  College  of  Virginia,  Surgeon-in-Chief,  Medical 
College  of  Virginia  Hospitals,  Richmond,  Va.  Two  volumes. 
Fourth  edition.  1387  pp.  $15.00.  The  C V.  Mosby  Co.,  Sl. 
Louis,  1937. 

Three  previous  editions  of  this  operative  surgery  were 
issued  by  the  senior  author  in  one  volume.  The  addition  of 
much  new  material  including  the  specialties  has  necessitated 
a complete  revision  with  enlargement  to  two  volumes.  The 
associate  author  has  written  much  of  the  new  material, 
while  four  other  authors  have  contributed  work  in  their 
special  fields.  There  is  the  usual  good  paper  and  binding 
with  excellent  printing,  while  the  illustrations  which  are 
numerous  perfectly  illustrate  the  text.  A complete  index 
appears  at  the  end  of  the  second  volume. 

Beside  dealing  with  the  operative  treatment  of  general 
surgical  conditions  and  fractures,  there  are  fine  chapters  on 
reconstruction  surgery  and  surgery  of  the  chest  included  in 
the  first  volume.  The  second  volume  includes  splendid  de- 
scriptions of  hernia  repair,  general  abdominal  surgery, 
urologv'  from  the  point  of  view  of  operative  treatment,  and 
a concise  but  informative  discussion  of  neurosurgery. 

This  new  addition  follows  the  general  outline  of  its 
predecessors  and  the  methods  mentioned  are  those  used  by 
the  authors  and  their  associates.  The  technical  steps  of 
operation  are  well  described.  In  addition  the  underlying 
physiologic  considerations  and  the  indications  for  operation 
are  presented.  Here  and  there  are  pertinent  details  of 
applied  anatomy.  This  is  one  of  our  better  shorter  works 
on  operative  surgery  and  a valuable  adjunct  to  one’s  library 
since  its  material  is  clear,  concise  and  for  the  most  part 
well  accepted  by  the  general  surgical  world.  It  is  a pleasure 
to  see  this  work  reappear  in  its  enlarged  form 

Forbes 


The  Physiological  Basis  of  Medical  Practice.  By 
Charles  Herbert  Best,  M..\.,  M.D.,  D.Sc.  (Lond.),  F.R.S. 
(Canada),  F.R.C.P.  (Canada),  Professor  and  Head  of  De- 
partment of  Physiology,  .Associate  Director  of  the  Con- 
naught Laboratories,  etc.,  and  Norman  Burke  Taylor, 
M.D.,  F.R.S.  (Canada),  F.R.C.S.  (Edin.),  F.R.C.P.  (Can- 
ada), M.R.C.S.  (Eng.),  L.R.C.P.  (Lond.),  Professor  of 
Physiology,  University  of  Toronto.  1684  pp.  $10.00.  Wil- 
liam Wood  & Company,  Baltimore,  1937. 

This  book  is  a comprehensive  and  up-to-date  volume  de- 
signed to  serve  as  a link  between  the  laboratory  and  the 
clinic.  It  is  well  written,  the  type  and  paper  are  excellent, 
and  there  are  numerous  illustrations,  chiefly  of  sketch  and 
graphic  nature.  The  book  covers  in  detail  the  various  as- 
pects of  modern  physiology  and  their  relation  to  clinical 
medicine.  There  are  sections  on  blood  and  tissue  fluids, 
respiration,  kidney  function,  digestion,  function  of  the  en- 
docrine glands  and  the  nervous  system.  Numerous  meta- 
bolic and  chemical  tests,  most  of  them  applicable  to  clinical 
medicine,  are  presented.  This  is  not  a book  which  may  be 
read  easily.  Its  greatest  usage  is  as  a reference  to  refresh 
one’s  knowledge  of  physiology  when  engaged  in  active 
practice.  Likewise,  it  should  be  a handy  volume  for  the 
medical  student  both  during  his  study  of  physiology  and 
during  his  clinical  years.  J.  Duncan 


Synopsis  of  Ano-Rectal  Diseases.  By  Louis  J.  Hirsch- 
man,  M.D.,  F.A.C.S.,  Ex-Chairman,  Section  on  Gastroen- 
terology and  Proctology,  A.M.A.,  etc.  With  One  Hundred 
Seventy-four  Text  Illustrations  and  Six  Color  Plates.  288 
pp.  The  C.  V.  Mosby  Co.,  St.  Louis,  1937. 

This  volume  presents  a valuable  contribution  not  only  to 
the  proctologist  but  also  to  the  general  practitioner,  com- 
prising a synopsis  of  the  more  important  phases  of  rectal 
diseases.  The  usual  classification  of  anorectal  diseases  has 
been  simplified.  There  are  sixteen  chapters  with  specific 
and  general  consideration  to  proctology. 

One  is  impressed  with  symptoms  which  should  call  at- 
tention to  the  rectum,  as  outlined  in  chapter  two.  In  chap- 
ter three  the  examination  of  the  patient  is  covered  very 
thoroughly  and  completely  and  well  illustrated.  Continuing 
through  the  book  to  the  final  chapter  much  valuable  in- 
formation is  obtainable,  thanks  to  the  simplicity  and  thor- 
oughness of  this  subject  as  presented.  Marshall 


Text-Book  of  Pathology.  By  Sir  Robert  Muir,  M.A., 
M.D.,  Sc.D.,  L.L.D.,  F.R.S.  Professor  of  Pathology,  Uni- 
v'ersity  of  Glasgow,  etc.  Fourth  Edition.  994  pp.  $10.00. 
William  Wood  & Company,  Baltimore,  1936. 

This  is  a practical  text-book  for  medical  students.  The 
contents  are  arranged  under  twenty  chapters,  each  dealing 
with  a complete  system,  such  as  the  urinary.  Under  the 
system  all  of  the  pathologic  changes  are  discussed,  thus 
giving  repititions  of  the  fundamental  pathologic  changes  to 
the  students  throughout  the  course  of  study.  The  chapters 
follow  an  outline,  under  which  information  can  be  readily 
obtained,  thus  making  the  book  a good  source  for  quick 
reference. 

Throughout  the  book  there  are  many  excellent  micro- 
photographs and  some  gross  specimen.  The  number  of 
microphotographs  will  be  popular  with  the  medical  stu- 
dents as  comparisons  with  their  own  microscopic  pathologic 
work  which  to  the  beginning  student  is  generally  difficult. 
The  book  is  very  readable  and  the  type  of  a good  size.  It 
is  readily  recommended  as  a text-book  and  also  as  refer- 
ence book  for  practicing  physicians.  Balle 


An  Introduction  to  Medical  Science.  By  William  Boyd, 
M.D.,  M.R.C.P.  (Edin.),  F.R.C.P.  (Lond.),  Dipl.  Psych., 
F.R.S.  (Canada),  Professor  of  Pathology  in  the  University 
of  Manitoba,  etc.  Illustrated  with  108  engravings.  307  pp. 
$3.50.  Lea  & Febiger,  Philadelphia,  1937. 

This  book  is  intended  chiefly  for  the  edification  of  lay- 
men and  the  premedical  student.  It  presents  a general  view 
of  disease  expressed  largely  in  nontechnical  terms,  easily 
understandable.  The  contents  are  divided  into  three  parts, 
the  first  dealing  with  general  principles,  the  second  with  the 
organs  and  their  diseases,  the  third  practical  applications. 
In  consideration  of  a certain  organ  there  is  a brief  sum- 
mary of  its  functions,  with  description  of  the  diseases  to 
which  it  is  subjected.  In  considering  different  organs  and 
their  diseases  the  latter  are  described  in  simple  terms  with 
a brief  summary  of  symptoms  and  suggestions  as  to  treat- 
ment. This  is  in  no  sense  a book  on  therapeutics,  the  sug- 
gestive treatment  pointing  to  the  necessity  of  the  service  of 
a competent  physician.  There  is  a chapter  on  prevention 
of  disease  which  is  well  worth  reading.  Any  layman  perus- 
ing this  chapter  will  realize  the  necessity  of  employing 
medical  science  for  the  preservation  of  health. 


April,  1937 


NORTHWEST  MEDICINE  ADVERTISER 


147 


Drink 


GUEST  SPEAKERS 

• 

DR.  A.  J.  CARLSON 

Professor  of  Physiology,  University  of  Chicago 

F.  C.  RODDA,  M.D. 

Clinical  Professor  of  Pediatrics,  University  of  Minnesota 

L.  H.  NEWBURGH,  M.D. 

Assistant  Professor  of  Internal  Medicine,  University  of  Michigan 

VIRGIL  S.  COUNSELLOR,  M.D. 

Head  of  Section  of  General  Surgery,  Mayo  Clinic 
Associate  Professor  of  Surgery,  University  of  Minnesota 

H.  E.  ROBERTSON,  M.D. 

Head  of  Section  of  Pathological  Anatomy,  Mayo  Clinic 
Professor  of  Pathology,  Mayo  Foundation 

NORMAN  F.  MILLER,  M.D. 

Professor  of  Obstetrics  and  Gynecology,  University  of  Michigan 
For  Additional  Information  Write 

C.  W.  COUNTRYMAN,  M.D.,  Secretary-Treasurer 

262  Paulsen  Medical  and  Dental  Building,  Spokane,  Washington 


GREAT  FALLS, 
MONTANA 


July 

15, 16, 17, 
1937 


A i 

piiGiFic  noRTHUiEST  mEDicHii  nssociHTion 


SIXTEENTH  ANNUAL  MEETING 


Pure  refreshment 


148 


BOOK  REVIEWS 


Vol.  36,  No.  4 


Light  Therapy.  By  Frank  Hammond  Krusen,  M.D., 
.Associate  Professor  of  Physical  Medicine,  The  Mayo  Foun- 
dation, University  of  Minnesota,  etc.  Forty-two  illustra- 
tions. Second  Edition,  Revised  and  Enlarged.  238  pp.  $3.50. 
Paul  B.  Hoeber,  Inc.,  Medical  Book  Department  of  Harper 
& Brothers,  New  York,  1937. 

The  author  suggests  that  light  therapy  has  been  recom- 
mended for  most  diseases  “from  acne  to  zoster.”  This 
volume  describes  many  of  its  useful  applications.  The 
physiologic  action  of  various  light  wave  lengths  is  being 
disclosed  and  applied.  The  physiology  of  light  therapy  is 
considered  at  length.  Special  discussion  deals  with  its  effect 
on  the  blood  serum  and  its  relation  to  disease  conditions. 
Light  therapy  includes  sun,  quartz  mercury  arcs,  carbon 
arcs,  cold  quartz  lamp,  luminous  and  infrared  lamps,  ultra- 
violet lamps,  some  of  which  are  accompanied  by  heat,  but 
all  are  classified  under  light  therapy.  The  chapters  on  tech- 
nic of  application  and  forms  of  administration  are  full  of 
useful  therapeutic  suggestions.  Diseases  benefited  by  light 
therapy  are  enumerated,  with  methods  for  their  treatment 
given  with  warnings  as  to  applications. 

The  1936  Ye.ar  Book  of  General  Therapeutics.  Edited 
by  Bernard  Fantus,  M.S.,  M.D.,  Professor  of  Materia 
Medica,  Pharmacology  and  Therapeutics,  University  of 
Illinois  College  of  Medicine,  etc.;  and  Samuel  J.  Nichamin, 
-A.B.,  M.D.,  Associate  Attending  Physician,  Cook  County 
Hospital.  460  pp.  $2.50.  The  Year  Book  Publishers,  Inc., 
Chicago,  1937. 

Under  the  developments  of  the  past  year  outlined  in  this 
volume  are  applications  for  dressing  wounds  and  the  latest 
developments  in  varicose  vein  injections.  Parenteral  fluid 
administration  is  discussed.  Considerable  attention  is  given 
to  the  progress  in  the  administration  of  vitamins,  with 
various  considerations.  The  newer  applications  of  hyper- 
pyrexia are  considered.  These  are  mere  suggestions  of  the 
many  subjects  dealt  with  in  this  volume.  While  space  for- 
bids through  consideration  of  many  subjects,  it  possesses 
value  for  its  suggestions  in  many  lines  of  treatment. 

Applied  Dietetics  for  Adults  and  Children  in  Health 
and  Disease.  By  Sanford  Blum,  A.B.,  M.S.,  M.D.,  Head  of 
Department  of  Pediatrics,  and  Director  of  Research  Lab- 
oratory, San  Francisco  Polyclinic  and  Post  Graduate  School, 
F.  A.  Davis  Company,  Philadelphia,  1936. 

Many  books  have  been  published  during  recent  years 
outlining  desirable  diets  for  various  conditions  in  health 
and  disease.  Oftentimes  one  is  at  a loss  to  determine  what 
it  is  most  desirable  to  select  in  a given  condition.  This 
volume  offers  diets  for  many  conditions.  Part  I considers 
dietary  for  adults  in  health  and  disease,  while  Part  II 
deals  with  infants  and  children.  Diseases  are  enumerated 
alphabetically,  with  lists  of  “may  eat”  and  “avoid.”  There 
are  brief  descriptions  of  some  of  the  diseases  under  con- 
sideration, preceding  the  dietary  advised.  In  consequence 
of  the  brevity  of  discussion  the  usefulness  of  the  book  is 
ofttimes  enhanced.  It  offers  a handy  aid  for  perplexities  of 
dietary  considerations  which  ought  to  be  useful  in  the 
daily  routine  of  practice. 

1936  Year  Book  of  Pediatrics.  Edited  by  Isaac  A.  Abt, 
D.  Sc.,  M.D.,  Professor  of  Pediatrics,  Northwestern  Uni- 
versity Medical  School,  etc.  With  the'  Collaboration  of 
Arthur  F.  Abt,  B.S.,  M.D.,  Associate  in  Pediatrics,  North- 
western University  Medical  School,  etc.  507  pp.  $2.50.  The 
Year  Book  Publishers,  Chicago,  1937. 

The  authors  state  they  have  attempted  to  present  a re- 
view of  the  most  important  literature  that  has  appeared 
during  the  year  and  to  stress  publications  which  describe 


new  phases  of  disease  in  infancy  and  childhood.  The  litera- 
ture has  increased  so  enormously  that  it  is  not  possible 
to  abstract  all  published  papers,  however  valuable  they 
may  be.  Beside  the  usual  subjects  relative  to  disease  in 
infancy  and  childhood,  there  are  interesting  abstracts  on 
allergy  and  on  the  significance  and  aims  of  childrens  hos- 
pitals. These  volumes  do  not  claim  to  discuss  in  detaU  the 
subjects  under  consideration,  but  the  essential  points  are 
listed  with  suggestions  for  further  readings. 

Skin  Diseases  in  Children.  By  George  M.  MacKee, 
M.D.,  Professor  of  Clinical  Dermatology  and  Syphilology, 
New  York  Post-Graduate  Medical  School,  Columbia  Uni- 
versity, and  Anthony  C.  Cipollaro,  M.D.,  Associate  in  Der- 
matology and  Syphilology,  New  York  Post-Graduate  Medi- 
cal School,  Columbia  University.  With  153  Illustrations. 
345  pp.  $5.50.  Paul  B.  Hoeber,  Inc.,  New  York,  London, 

This  book  is  the  first  to  be  published  in  this  country 
dealing  entirely  with  skin  diseases  in  children.  As  it  was 
written  mainly  for  practitioners  of  general  medicine,  it  is 
essentially  practical.  Pathologic  descriptions  are  omitted, 
also  disputed  points  and  remedies  of  doubtful  value.  No 
attempt  at  scientific  classification  is  made.  The  diseases  are 
grouped,  partly  etiologically,  partly  pathologically  and 
partly  because  of  clinical  similarity.  The  authors  have  used 
the  available  space  in  clinical  descriptions,  etiology,  dif- 
ferential diagnosis  where  necessary  and  therapy.  Special 
attention  is  given  to  methods  of  treatment  that  are  suitable 
for  the  family  physician.  It  should  be  a very  useful  adjunct 
to  the  general  practitioner’s  and  pediatrician’s  library. 

J.  W.  Shaw 

The  1936  Year  Book  of  Obstetrics  and  Gynecology. 
Obstetrics  edited  by  Joseph  B.  DeLee,  A.M.,  M.D.,  Pro- 
fessor of  Obstetrics,  University  of  Chicago  Medical  School, 
etc.  Gynecology  edited  by  J.  P.  Greenhill,  B.S.,  M.D., 
F.A.C.S.,  Professor  of  Gynecology,  Loyola  University  Medi- 
cal School,  etc.  704  pp.  $2.50.  The  Year  Book  Publishers, 
Inc.,  Chicago,  1937. 

The  obstetric  portion  of  this  book  covers  pregnancy, 
labor,  puerperium  and  the  new-born.  Most  space  is  devoted 
to  pregnancy  and  labor,  under  both  of  which  are  reviewed 
many  facts  that  have  appeared  in  the  literature  during  the 
past  year.  Cesarean  section  and  its  abuse  are  discus.sed  at 
length.  Difficult  labor  and  its  complications  receive  special 
attention.  Under  gynecology  operative  technic  introduces 
the  latest  surgical  developments.  The  obstetrician  and  gyne- 
cologist will  find  much  of  interest  in  this  volume. 

Physical  Diagnosis.  By  Ralph  H.  Major,  M.D.,  Profes- 
sor of  Medicine  in  the  University  of  Kansas.  457  pages  with 
427  illustrations.  Cloth,  $5.00  net.  Philadelphia  and  London. 
W.  B.  Saunders  Company,  1937. 

While  this  volume  is  not  a detailed  consideration  of  phys- 
ical diagnosis,  it  presents  essential  facts  which  should  be 
known  to  every  physician  for  the  diagnosis  of  disease.  Many 
technical  features  of  diagnosis  are  avoided,  as  well  as  some 
of  the  accessory  means  commonly  employed.  It  emphasizes 
the  use  of  the  senses  with  which  every  individual  is  pro- 
vided, the  employment  of  which  will  enable  one  to  make 
most  of  the  necessary  diagnoses.  Chapters  deal  with  pain, 
general  inspection,  examination  of  the  different  organs  with 
palpation,  percussion  and  ausculation.  There  is  a careful 
discussion  of  the  information  obtained  from  the  pulse, 
blood  pressure  and  cardiovascular  conditions.  A feature  of 
the  book  is  the  profusion  of  illustrations.  Often  one  will 
learn  more  quickly  by  the  eye  than  from  the  written  text. 
A combination  of  the  two  is  most  instructive.  Many  useful 
aids  in  diagnosis  will  be  found  in  this  book. 
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ARTERIOVENOUS  FISTULA* 

Eugene  B.  Potter,  M.D. 

SEATTLE,  WASH. 

Although  arteriovenous  fistulas  occur  much  more 
commonly  in  military  surgery,  they  are  occasion- 
ally found  to  complicate  wounds  of  civil  life  which 
involve  major  blood  vessels.  The  justification  for 
reporting  such  cases  may  be  found,  perhaps,  in  the 
mode  of  production  of  the  lesion,  new  methods  of 
study  or  the  manner  of  operative  cure. 

The  older  term,  “arteriovenous  aneurysm,”  has 
in  general  been  replaced  by  the  term, “arteriovenous 
fistula,”  since,  although  an  aneurysm  or  dilatation 
of  some  degree  is  commonly  found  as  part  of  the 
condition,  it  is  the  fistula  rather  than  the  aneurysm 
which  is  invariably  present  and  likewise  is  respon- 
sible for  the  prominent  symptoms.  For  the  follow- 
ing discussion  the  terms  “aneurysm,”  “fistula”  and 
“communication”  will  be  used  synonymously. 

Credit  for  the  original  recognition  of  this  inter- 
I esting  lesion  probably  belongs  to  William  Hunter, 
ij  who,  in  1762,  published  a detailed  description  of 
; two  cases.  Of  some  interest  is  the  fact  that  in  both 
' of  these  early  instances  the  fistula  was  the  direct 
I result  of  therapeutic  bleeding,  where  the  instru- 
ment had  accidentally  punctured  both  the  vein  and 
1 the  brachial  artery  in  the  antecubital  region.  Of 
! greater  importance,  however,  than  the  mode  of  pro- 
! duction  was  the  sagacious  recognition  by  Hunter 
of  the  true  state  of  affairs  and  the  careful,  accurate 
recording  of  his  observations. 

Since  this  first  description  of  arteriovenous  an- 

♦ From  Surgical  Department  of  The  Mason  Clinic. 

t Read  before  Meeting  of  Spokane  County  Medical  So- 
ciety, Spokane,  Wash.,  March  13,  1937. 


eurysm  the  literature  has  contained  abundant  con- 
tributions relating  to  the  symptoms,  pathology, 
physiology  and  treatment  of  the  condition  by  such 
writers  as  Matas,^  Makins,^  Reid®  and  others.  A 
comprehensive  resume  of  the  subject  was  published 
by  Callander*  in  1920,  containing  447  cases  col- 
lected from  the  literature  up  to  1914. 

Numerous  elaborate  classifications  of  arterio- 
venous aneurysms  have  been  published,  embody- 
ing the  experience  of  various  observers,  but  having 
in  general  two  main  groups  of  pathologic  anatomy: 
(1)  those  in  which  the  communication  between  the 
two  vessels  is  through  an  intermediary  sac,  the  so- 
called  varicose  aneurysm,  and  (2)  those  in  which 
the  artery  and  vein  lie  immediately  together  with 
a fistulous  opening  between  them  and  either  with  or 
without  a sac  on  the  free  side  of  the  artery  (com- 
monly) or  of  the  vein  (rarely),  the  so-called  an- 
eurysmal varix.  Although  many  variations  of  these 
main  types  have  been  encountered  from  time  to 
time,  the  differences  are  largely  of  academic  inter- 
est, since  the  important  effects  of  the  lesion  are  es- 
sentially the  same  and  depend  more  upon  the  loca- 
tion and  size  of  the  fistula  and  the  vessels  involved 
than  upon  the  exact  pathologic  anatomy. 

The  etiology  of  arteriovenous  communications  is 


1.  Matas,  R. ; Treatment  of  Arteriovenous  Aneurysm  by 
Intrasaccular  Method  of  Suture  (Endo-Aneurysmorrha- 
phy),  with  Special  Reference  to  Transvenous  Route.  Ann. 
Surg.  71:403-427,  April,  1920;  Treatment  of  Arterial  and 
Arteriovenous  Aneurysms  by  Intrasaccular  Suture.  Presse 
mOd.  13:109-112,  Feb.  3,  1923. 

2.  Makins,  G.  H. : Gunshot  Injuries  of  Blood  Vessels. 
William  Wood  and  Company,  Baltimore,  1919. 

3.  Reid,  M.  R. : Abnormal  Arteriovenous  Communica- 
tions, Acquired  and  Congenital.  Arch.  Surg.  10:996-1009, 
May,  1925. 

4.  Callander,  C.  L. : Study  of  Arteriovenous  Fistula,  with 
an  Analysis  of  447  Cases.  Ann.  Surg.  71:428-459,  April, 
1920. 
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usually  trauma,  in  the  nature  of  a penetrating 
wound  which  involves  both  an  artery  and  a vein. 
Gunshot  wounds  are  responsible  for  about  85  per 
cent  of  the  traumatic  or  acquired  type,  stab  wounds 
for  12  per  cent  and  other  injuries  for  3 per  cent, 
according  to  McX'ealy.^  Congenital  arteriovenous 
aneurysms  are  reported,  but  are  relatively  uncom- 
mon. In  the  447  cases  collected  by  Callander,  only 
three  were  congenital;  of  twenty-seven  cases  in  Mc- 
Nealy’s  experience,  only  one  was  unquestionably 
congenital;  while  Reid  reported  six  cases  of  con- 
genital arteriovenous  aneurysms  in  a group  of  thir- 
ty-three cases. 

The  striking  local  and  general  effects  of  an  ar- 
teriovenous fistula  involving  large  caliber  vessels 
have  been  adequately  described  in  the  literature, 
and  only  a brief  outline  of  these  sequelae  will  be 
given  here.  The  presence  of  an  arteriovenous  an- 
eurysm may  not  be  apparent  for  some  time  follow- 
ing the  injury  which  produced  the  lesion  (as  in  the 
case  report  below),  since  the  openings  in  the  ves- 
sels are  temporarily  occluded  by  organizing  blood 
clot  which,  however,  in  several  days  resorbs  so  that 
the  fistula  becomes  patent.  At  approximately  the 
same  time  the  wound  on  the  free  side  of  the  artery 
or  vein  may  become  patent,  and  an  aneurysmal  sac 
may  develop,  limited  by  the  surrounding  hematoma 
and  overlying  muscles  and  lined  by  a thin  endothe- 
lial membrane. 

The  diversion  of  arterial  blood  into  the  vein 
through  the  fistula  soon  produces  dilatation  of  the 
peripheral  venous  channels  and  marked  increase 
in  the  venous  pressure,  even  to  an  extent  where  the 
veins  may  pulsate.  Needless  to  say,  there  is  an  in- 
creased oxygen  content  in  the  venous  blood. 

The  artery  involved,  distal  to  the  fistula,  usually 
becomes  smaller,  but  may  be  greatly  enlarged  prox- 
imal to  this  point  because  of  the  decreased  peri- 
pheral resistance  and  the  demand  for  an  increased 
minute  flow  of  blood.  An  extensive  collateral  circu- 
lation soon  develops,  also  due  to  the  demand  for  an 
adequate  supply  of  arterial  blood  in  the  peripheral 
capillary  bed  to  replace  that  which  passes  through 
the  fistula  into  the  vein. 

Of  far  greater  importance  than  the  local  changes 
are  those  that  occur  in  the  heart  and  general  cir- 
culation. The  pulse  rate  is  increased  in  response  to 
the  demand  for  a greater  volume  output  of  blood. 
The  systolic  blood  pressure  rises  and  the  diastolic 
falls.  Enlargement  of  the  heart  may  occur,  due 
principally  to  the  increased  volume  flow  to  the 
right  side;  the  cardiac  reserve  is  diminished;  and 

5.  McNealy,  R.  W. : Aneurysms.  Lewis  Practice  of  Sur- 
gery, Vol.  XII,  Chap.  5,  page  121,  W.  F.  Prior  Co.,  Ha- 
gerstown. Md.,  1932. 


cardiac  failure  may  occur  in  long  standing  cases. 

An  important  observation,  first  noted  by  Bran- 
ham in  1890,  is  that  occlusion  of  the  artery  by  pres- 
sure proximal  to  the  aneurysm  usually  produces  a 
diminution  in  the  pulse  rate  and  at  least  partial 
restoration  toward  normal  of  the  blood  pressure. 
This  is  generally  referred  to  as  Branham’s  brady- 
cardiac  reaction. 

The  prominent  clinical  signs  and  symptoms  of 
arteriovenous  aneurysm  are  illustrated  in  the  fol- 
lowing case  report. 

W.  M.,  age  22,  a butcher,  was  stabbed  with  a small  knife 
in  the  right  thigh  on  Nov.  7,  1936.  There  was  an  immediate 
massive  hemorrhage  and  the  patient  was  at  once  brought 
to  the  hospital,  with  an  ineffective  tourniquet  about  the 
right  thigh  and  in  a state  of  collapse  from  loss  of  blood. 
The  pulse  was  imperceptible,  and  the  blood  pressure  could 
not  be  obtained.  There  was  a small  puncture  wound  on  the 
medial  aspect  of  the  right  thigh  in  the  middle  third,  and 
appro.ximately  over  the  course  of  the  femoral  vessels.  Pres- 
sure over  the  wound  controlled  the  external  bleeding,  and 
intravenous  fluids  and  a transfusion  of  blood  produced 
immediate  and  satisfactory  improvement  in  the  patient’s 
condition.  Pulsations  were  distinctly  felt  in  the  popliteal, 
dorsalis  pedis  and  posterior  tibial  arteries.  The  leg  and 
foot  were  warm  and  there  was  no  apparent  alteration  of 
the  circulation  of  the  extremity.  However,  the  oscillometric 
excursions  in  the  affected  leg  were  only  about  one-half 
those  in  the  opposite  extremity.  The  pulse  rate  soon  ap- 
proached normal,  and  the  blood  pressure  was  satisfactory 
except  for  a persistently  low  diastolic.  Two  days  after  the 
accident  the  hemoglobin  was  89  per  cent  and  the  red 
blood  count  4,300,000. 

The  patient’s  convalescence  was  without  event  until  the 
tenth  day  after  the  injury,  when,  upon  walking  to  the 
bathroom,  a small  amount  of  bleeding  from  the  wound  in 
the  thigh  was  noticed.  Upon  examination,  just  anterior  to 
the  stab  wound  was  a walnut-sized  swelling,  not  previously 
present,  which  pulsated  and  had  a distinct  thrill  to  palpa- 
tion and  a roaring  bruit  on  auscultation.  It  was  suspected 
at  once  that  an  arteriovenous  communication  had  become 
patent,  and  the  patient  was  confined  to  bed  for  further 
studies. 

The  pulse  rate  soon  increased,  varying  between  100  and 
120  per  minute,  and  the  blood  pressure,  checked  daily, 
varied  between  135  and  160  systolic  and  25  and  60  dias- 
tolic, with  a greatly  increased  pulse  pressure  at  all  times. 
The  oscillometric  readings  below  the  knee  on  the  affected 
extremity  were  reduced  to  one-third  of  the  corresponding 
readings  on  the  opposite  leg. 

The  pulsating  tumor  increased  somewhat  in  size  but 
never  became  larger  than  a small  egg.  The  thrill  remained 
a striking  feature  and  the  roar  heard  with  a stethoscope 
was  maximum  directly  over  the  sac,  but  could  be  heard 
nearly  to  the  knee  and  upward  to  well  above  the  inguinal 
ligament.  Branham’s  reaction  was  demonstrable  by  digital 
pressure  of  the  femoral  artery  above  the  aneurysm,  with  a 
slowing  of  the  pulse  to  15  to  20  beats  per  minute  and  a dim- 
inution in  the  systolic  blood  pressure.  Disappearance  of 
the  thrill  and  bruit  also  occurred  with  this  occlusion  of  the 
artery  by  pressure. 

Soon  after  the  recognition  of  the  arteriovenous  fistula, 
pulsations  in  the  arteries  of  the  foot  and  in  the  popliteal 
space  could  no  longer  be  detected.  However,  the  collateral 
circulation  was  apparently  adequate,  as  the  leg  and  foot 
remained  warm  and  of  normal  color  even  with  pressure 
continued  for  long  periods  over  the  femoral  artery  above 
the  aneurysm.  The  position  of  the  fistula  was,  of  course, 
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Fig.  1 

Fig.  1.  Arteriograph  showing  the  femoral  vessels  and 
arteriovenous  aneurysm  made  after  the  injection  of  10  cc. 
of  thorotrast.  The  artery  is  outlined  as  the  smaller,  more 
clear-cut  vessel  and  apparently  ending  in  the  region  of 
the  fistula. 

Fig.  2.  Arteriograph  made  after  three  beats  of  the  heart. 

ideal  for  the  establishment  of  collateral  circulation  through 
the  profunda  femoris  artery  and  the  other  high  branches 
of  the  common  femoral. 

.\  systolic  murmur  was  audible  over  the  heart,  but  no 
cardiac  enlargement  could  be  demonstrated  either  by  clini- 
cal examination  or  by  repeated  roentgenograms  of  the 
heart. 

Arteriograms  were  made  of  the  vascular  pathology  using 
thorotrast.**  Injection  was  made  into  the  femoral  artery 
just  below  the  inguinal  ligament  distal  to  a point  of  digital 
pressure,  20  cc.  of  the  solution  being  used.  Satisfactory  films 
were  obtained  (figs.  1,  2,  3),  but  they  contributed  little  to 
the  facts  already  known  from  clinical  study  regarding  the 
type  and  location  of  the  fistula  or  the  extent  of  the  col- 
lateral circulation. 

It  was  decided  that  operation  should  be  deferred 
for  a period  of  time  to  allow  improvement  in  the 
local  condition  about  the  aneurysm  as  well  as  to 
assure  the  establishment  of  an  adequate  collateral 
circulation.  The  patient  was  accordingly  discharged 
and  asked  to  return  for  operation  at  a later  date. 

He  reentered  the  hospital  on  Dec.  28,  1936,  with  no  sig- 
nificant change  in  either  the  subjective  or  the  objective  find- 
ings. Operation  was  done  on  Dec.  30,  fifty-three  days  after 
the  initial  injury  and  forty-three  days  after  the  arterio- 
venous communication  became  patent. 

Operation.  N2O-O2  ether  vapor.  An  oblique  incision  ten 
inches  long  was  made  over  the  anteromedial  aspect  of  the 
right  thigh,  following  the  course  of  the  femoral  vessels. 
The  sartorius  muscle  was  retracted  and  the  femoral  artery 

**  Thorium  dioxide.  Heyden  Chemical  Corp.,  .New  York. 


Fig.  3 

The  thorotrast  has  entireiy  left  the  femoral  artery  and  is 
outlining  the  venous  plexus  near  and  below  the  aneurysm. 

Fig.  3.  Arteriograph  made  eight  heartbeats  after  injec- 
tion. The  thorotrast  is  returning  from  the  peripheral  cir- 
culation through  the  long  saphenous  vein. 


Fig.  4.  Artist's  drawing  showing  the  location  of  the 
fistula  and  ligation  of  the  femoral  vessels. 


Fig.  2 
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Fig.  5.  This  drawing  is  semidiagramatic  and  with  fig.  5a 
inset  is  intended  to  demonstrate  the  rich  collateral  cir- 
culation which  is  effective  even  after  quadruple  ligation. 
The  relative  position  of  the  aneurysm  and  the  fistulous 
opening  is  seen. 


Fig.  5a.  Demonstrates  fig.  5 diagramatically 
and  vein  were  exposed  and  dissected  free  some  distance 
above  the  site  of  the  aneurysm.  This  manipulation  of  the 
femoral  artery  produced  some  diminution  in  the  pulsation 
of  the  aneurysm  as  well  as  in  the  size  of  the  artery  above 
the  communication.  The  femoral  vessels  were  then  dis- 
sected free  below  the  aneurysm  site  and  double  ligation 
with  cabled  silk  was  done  of  both  the  artery  and  the  vein, 
proximal  and  distal  to  the  aneurysm.  The  vessels  were 
divided  between  the  ligatures  and  the  dissection  directed 
to  the  sac  and  the  vessels  at  the  point  of  the  fistula  (figs. 
4,  S,  Sa) . During  this,  the  sac  was  separated  from  its  attach- 
ment to  the  artery  and  there  was  a massive  hemorrhage 
with  forceful  pressure.  Having  ligated  both  vessels  above 
and  below  the  point  of  hemorrhage  (which  was  the  original 
stab  wound)  it  was  obvious  that  the  blood  was  coming 


Fig.  6.  Photograph  of  the  specimen.  The  fistula  may  be 
seen  between  the  two  vessels  and  is  indicated  by  the 
arrow.  The  opening  into  the  sac  is  in  the  center  of  the 
specimen. 

from  collaterals  posterior  to  the  femoral  vessels,  and  after 
considerable  difficulty  several  large  arteries  and  veins  ap- 
proaching in  size  the  main  vessels  were  secured  and  di- 
vided, and  about  three  and  a half  inches  of  the  femoral 
artery  and  vein  with  the  fistula  and  aneurysmal  sac  were 
removed  (fig.  6) . The  wound  was  dry  on  completion  of 
the  operation  and  was  closed  in  layers  without  drainage. 

The  wound  healed  per  primum,  the  patient’s  convales- 
cence was  without  complications,  and  he  was  discharged 
from  the  hospital  thirty-two  days  after  operation.  The  foot 
and  leg  remained  warm  and  of  normal  color,  without  ab- 
normal sensations.  The  pulse  dropped  to  less  than  80  per 
minute,  and  the  mean  blood  pressure  was  130/70.  On  the 
last  office  visit  on  which  the  patient  was  examined,  the 
pulse  was  90,  the  blood  pressure  128/88,  and  the  systolic 
murmur  which  had  been  audible  over  the  precordium  was 
no  longer  present.  The  oscillometric  readings  remained 
much  as  they  had  been  prior  to  operation.  Surface  tem- 
perature determinations  were  about  1°  C.  less  on  the  right 
leg  below  the  knee,  although  at  and  above  the  knee  the 
skin  temperature  was  greater  on  the  right  side  than  on  the 
left,  this  being  due,  no  doubt,  to  the  peripheral  collateral 
circulation.  The  patient  has  returned  to  a normal  regime, 
without  disability  (fig.  7). 

COMMENT 

The  foregoing  report  is  in  general  illustrative 
of  the  mode  of  production  and  onset  of  an  arterio- 
venous aneurysm,  and  the  interval  of  time  which 
commonly  elapses  between  the  original  trauma  and 
the  appearance  of  the  diagnostic  signs,  of  which 
the  important  ones  were  present  here.  Many  of  the 
late  sequelae  of  the  lesion,  such  as  marked  dilata- 
tion of  the  veins  with  incompetence  of  their  valves, 
congestion  and  edema  of  the  leg  with  stasic  ulcera- 
tion, and  cardiac  enlargement  and  decompensation, 
were  probably  prevented  by  adequate  control  of 
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Pig.  7.  Photograph  of  the  patient  several  months  after 
operation.  The  original  stab  wound  is  seen  as  a dimple 
posterior  to  the  midpart  of  the  incision.  The  leg  is  the 
same  size  as  the  opposite,  and  there  is  no  disability. 

the  patient’s  activities  prior  to  operation  and  by 
prompt  surgical  intervention. 

Arteriography,  using  thorotrast  as  the  contrast 
medium  injected  into  the  artery,  has  been  suggested 
as  an  adjunct  of  some  value  in  the  study  of  arterio- 
venous aneurysm,  as  well  as  in  other  vascular  dis- 
eases of  the  extremities.  Horton”  was  the  first  to 
report  this  method  of  study,  using  it  to  demonstrate 
a fistula  between  the  femoral  artery  and  vein,  and 
numerous  other  reports  have  followed.  Yater"  de- 
scribed four  cases  in  which  arteriograms  were  made 
as  part  of  the  study  and  concluded  that  they  were 
of  value  in  determining:  (1)  the  site  of  the  fistula, 
(2)  the  size  of  the  fistula,  and  (3)  perhaps  the 
mechanism  of  the  circulation  in  the  limb  below  the 
fistula.  He  cautions,  however,  that  arteriography 
may  be  of  little  help  in  evaluating  the  collateral 
circulation  about  an  arteriovenous  fistula,  and  rec- 
ommends a skeptical  attitude  until  this  circulation 
is  assured. 

While  it  is  apparent  that  arteriographic  films 
with  thorotrast  may  in  obscure  cases  prove  the 
diagnosis  of  arteriovenous  aneurysm,  it  is  also  prob- 
ably true  that,  in  the  majority  of  these  communi- 
cations involving  major  blood  vessels,  the  local 
and  general  clinical  manifestations  indicate  rather 
clearly  the  nature  of  the  lesion  as  well  as  its  loca- 
tion and  size.  The  determination  of  an  adequate 

6.  Horton,  B.  T. ; Arteriovenous  Fistula  Involving  Com- 
mon Femoral  Artery  Identified  by  Arteriography.  Am.  J. 
M.  Sc.  187:649-652,  May,  1934. 

7.  Yater.  W.  M. : Study  of  Four  Cases  of  Acquired  Ar- 
teriovenous Fistula  by  Means  of  Thorotrast  Arteriography. 
Ann.  Int.  Med.  10:466-486,  Oct.,  1936. 


collateral  circulation  must  rest  upon  clinical  tests 
and  judgment,  if  operation  is  anticipated.  It  would 
seem,  therefore,  that  arteriography  in  the  present 
state  of  its  development,  while  furnishing  an  ex- 
cellent visual  demonstration  of  the  pathology,  has 
nevertheless  a limited  field  of  usefulness. 

The  problem  of  treatment  of  arteriovenous  fis- 
tulas has  challenged  surgeons  since  the  condition 
was  first  recognized,  and  many  procedures  have 
been  employed  with  varying  results.  The  earlier 
methods  were  nonsurgical,  and  included  various 
kinds  of  medicinal  treatments,  the  injection  of  co- 
agulating fluid,  and  indirect  and  direct  compres- 
sion. With  the  development  of  improved  surgical 
technic,  however,  more  radical  attempts  at  cure 
were  made.  These  may  be  briefly  classified  as  (1) 
ligation  of  the  artery  proximal  to  the  aneurysm, 
either  at  some  distance  or  close  to  it,  the  so-called 
Hunterian  ligation;  (2)  multiple  ligations  of  the 
artery  alone  or  of  the  artery  and  the  vein;  (3) 
plastic  operations  upon  the  aneurysm  itself  in  an 
attempt  to  restore  the  continuity  of  the  vessels 
without  their  sacrifice;  and  (4)  multiple  ligations, 
with  extirpation  of  the  segment  of  the  vessels  in- 
volved, together  with  the  aneurysmal  sac. 

Of  these,  the  simple  ligation  of  the  artery,  either 
close  to  or  at  some  distance  from  the  fistula,  was 
attended  by  only  limited  success  and  has  been 
largely  abandoned  in  favor  of  more  extensive  pro- 
cedures. Likewise,  multiple  ligations  resulted  in 
some  cures  but  for  reasons  which  will  be  discussed 
below  either  failed  to  relieve  the  condition  at  times 
or  to  prevent  later  recurrence.  Plastic  procedures 
aiming  at  the  preservation  of  the  vessels  involved 
with  restoration  of  their  continuity  have  been  suc- 
cessfully carried  out  many  times  in  various  ways 
and  undoubtedly  are  the  operations  of  choice  when 
feasible  and  when,  as  in  the  case  of  the  common 
carotid  artery,  sacrifice  of  the  vessel  by  ligation 
is  attended  by  considerable  risk.  In  this  connection, 
mention  should  be  made  of  the  work  of  Matas  in 
developing  the  intrasaccular  method  of  suture,  the 
so-called  endoaneurysmorrhaphy.  Other  operations 
in  the  same  general  category  are  ligation  of  the 
communicating  channel  between  the  artery  and 
vein,  and  end-to-end  suture  of  one  or  both  of  the 
vessels. 

Technically,  all  of  these  latter  procedures  offer 
considerable  difficulties,  however,  and  where  a sat- 
isfactory collateral  circulation  permits  sacrifice  of 
the  vessels  involved,  extirpation  of  the  aneurysm 
and  the  vessels  is  probably  the  simplest  operation 
and  the  one  accompanied  by  fewer  complications 
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and  resulting  in  a greater  number  of  cures.  One 
of  the  principal  causes  of  failure  where  ligation 
only  is  clone,  even  when  quadruple  (above  and 
below  the  aneurysm),  is  that  the  collateral  vessels 
in  the  immediate  vicinity  of  the  communication 
enlarge  to  an  extent  where  the  volume  of  blood 
delivered  by  them  may  be  as  great  or  greater  than 
that  which  is  normally  present  in  the  main  arterial 
channel. 

Illustrative  of  this  is  the  experience  of  the  writer 
in  the  above  reported  case,  when,  even  after  liga- 
tion of  both  the  femoral  artery  and  vein  proximal 
and  distal  to  the  aneurysm,  there  was  alarming 
hemorrhage  when  the  sac  became  separated  and  the 
original  opening  on  the  free  side  of  the  artery  was 
again  patent. 

Only  collateral  vessels  of  considerable  size  could 
be  responsible  for  bleeding  of  this  severity,  and 
several  such,  nearly  as  large  as  the  femoral  artery 
itself,  were  secured  and  divided  before  extirpation 
of  the  segment  of  vessels  was  accomplished  (fig.  5). 
The  ineffectiveness  of  ligation  alone  may  therefore 
readily  be  seen,  since  the  rapid  development  of  an 
extensive  collateral  circulation  is  a concomitant  of 
the  lesion,  and  one  or  more  of  these  large  channels 
may  communicate  with  the  aneurysm  between  the 
points  of  ligation.  Thus,  difficulty  in  the  surgical 
management  may  be  minimized  by  first  ligating  the 
vessels  involved  above  and  below  the  communica- 
tion, and,  second,  ligating  and  dividing  by  careful 
dissection  the  collateral  branches  which  communi- 
cate with  the  main  vessels  in  the  vicinity  of  the 
aneurysm. 

The  choice  between  ligation  with  extirpation  and 
some  plastic  procedure  to  restore  the  continuity 
of  the  vessels  must  obviously  depend  upon  many 
factors,  variable  in  each  instance  and  impossible 
of  generalization.  The  location  of  the  lesion,  its 
size,  the  effect  upon  the  general  cardiovascular  sys- 
tem, the  age  of  the  patient  and  the  age  of  the 
lesion  are  all  considerations  of  importance  in  the 
decision  for  surgical  intervention  as  well  as  for  the 
type  of  operation  to  be  done.  However,  in  the  ab- 
sence of  definite  contraindications,  and  with  the 
demonstration  of  an  adequate  collateral  circulation, 
careful  ligation  and  division  of  the  main  vessels 
and  their  branches,  with  extirpation  of  the  seg- 
ment of  vessels  containing  the  fistula,  will  in  most 
instances  prove  the  most  practical  and  successful 
method  of  dealing  with  this  lesion. 


CEREBROSPIXAL  SYPHILIS 

THE  PROBLEM  AND  THE  TREATMENT* 

Vern  W.  Miller,  M.B. 

SALEM,  ORE. 

In  the  year  1530  Hieronymus  Fracostario  pub- 
lished a poem  entitled  “Sive  IMorbus  Gallicus.” 
This  poem  relates  the  legend  of  a shepherd  called 
“Syphilis”  who  for  an  act  of  impiety  was  struck 
with  what  was  then  called  the  “French  Disease.” 
This  poem  became  so  famous  that  the  word  syphilis 
soon  became  the  universal  term  for  the  disease  and 
displaced  all  other  designations. 

Thus  originated  the  name  for  an  affliction  whose 
origin  is  still  in  doubt.  The  first  great  epidemic  for 
which  we  have  records  occurred  early  in  the  six- 
teenth century  in  Europe.  The  exponents  of  the 
.American  origin  of  the  disease  hold  it  was  con- 
tracted by  the  sailors  of  Columbus’  crew  in  the 
West  Indies.  These  sailors  infected  the  Neopolitans 
who  in  turn  infected  the  soldiers  of  Charles  VII 
of  France.  When  this  army  of  mercenary  soldiers 
disbanded,  it  was  carried  to  all  parts  of  Europe. 

Opponents  of  this  view  hold  that  there  are  evi- 
dences of  the  existence  of  syphilis  in  the  old  world 
before  the  discovery  of  the  new.  They  point  out 
the  presence  of  various  diseases  of  the  time  which 
were  described  and  diagnosed  in  abundance  before 
the  beginning  of  the  sixteenth  century,  but  most 
of  which  were  diagnosed  syphilis  at  the  time  of  the 
great  epidemic.  There  are  also  fairly  accurate  de- 
scriptions of  the  primary  chancre  made  in  China 
during  the  Ming  Dynasty.  For  such  reasons,  oppo- 
nents of  the  American  origin  of  the  disease  believe 
that  syphilis  had  been  prevalent  in  the  old  world 
for  many  centuries  before  Columbus,  its  various 
manifestations  classified  as  many  diseases,  and  that 
increasing  travel,  sexual  immorality  and  war  under 
extremely  unsanitary  conditions  resulted  in  the 
great  epidemic  of  the  sixteenth  century.  The  viru- 
lence of  the  infection  increased  as  it  spread  until 
almost  all  Europe  was  infected. 

From  the  time  of  this  epidemic,  great  strides 
have  been  made  in  the  knowledge  of  the  pathology, 
epidemiology  and  treatment  of  syphilis.  Our  pro- 
fession should  recall  with  pride  such  men  as  Fer- 
nell,  1506  to  1588,  who  recognized  the  necessity 
of  primary  inoculation;  Willis,  who  described  gen- 
eral paralysis  of  the  insane  in  1672;  Lancasi,  who 
recognized  the  relationship  of  aneurysm  and  syphi- 
lis, and  Morgagni,  who  recognized  visceral  lesions  in 
the  eighteenth  century.  In  the  nineteenth  century 

•From  Oregon  State  Hospital. 

•Read  before  the  Twenty-fifth  Annual  Meeting  of  Uni- 
versity of  Oregon  Medical  School  Alumni  Association,  Port- 
land, Ore.,  March  8-10,  1937. 
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Fournier  stated  syphilis  to  be  the  only  cause  of 
tabes;  Wallace  established  the  infectiousness  of 
secondary  lues;  Ricord  differentiated  between  hard 
and  soft  chancre  and  made  manifest  the  difference 
between  syphilis  and  gonorrhea.  The  twentieth 
century  gave  us,  in  1905,  the  discovery  of  the 
spirochaeta  pallida  by  Schandium  and  Hoffman; 
in  1908  the  Wassermann  reactions;  in  1910,  Ehrlich 
and  606;  and  in  1918,  Wagner-Jauregg  and  ma- 
larial therapy  for  neurosyphilis. 

So  much  for  a brief  history  of  the  disease,  one 
manifestation  of  which  we  wish  especially  to  dis- 
cuss in  this  paper,  but  it  seems  a very  unworthy 
tribute  to  the  above  mentioned  men  to  admit  that 
at  least  7 per  cent  of  the  population  of  the  civilized 
world  are  today  infected  with  syphilis. 

ETIOLOGY 

Of  a population  of  126,000,000  in  the  United 
States  there  are  at  least  6,300,000  people  suffering 
I from  syphilis.  Parran  states  that  there  is  a new 
crop  of  syphilitics  annually  of  871,000.  About  6 
per  cent  of  all  syphilitics  eventually  suffer  from 
cerebrospinal  lues  and  from  this  6 per  cent  come 
about  10  per  cent  of  the  nearly  600,000  patients 
in  mental  hospitals,  both  government  and  private. 
Syphilis  is  three  times  more  frequent  among  men 
than  among  women,  and  in  both  men  and  women 
it  is  most  frequently  contracted  between  the  ages 
of  twenty  and  thirty.  Insofar  as  gross  evidence  of 
cerebrospinal  lues  is  not  noted  until  ten  to  twenty 
years  following  the  initial  infection,  most  of  these 
cases  are  between  the  ages  of  thirty-five  and  fifty 
when  first  diagnosed. 

PATHOLOGY 

Syphilis  is  classified  as  an  infectious  granuloma 
and  is  primarily  a disease  of  the  blood  vessels.  It 
does  its  damage  by  round  cell  infiltration  in  the 
coats  of  the  nutrient  arteries  with  gradual  occlu- 
sion and  impaired  nutrition  to  that  area  supplied 
by  these  vessels.  The  result  is  atrophy  and  fibrosis. 
There  seem  to  be  certain  strains  of  spirochaetes 
which  are  prone  to  attack  the  various  structures  of 
the  body,  as  there  is  no  great  incidence  of  an- 
eurysms in  cerebrospinal  lues  or  vice  versa. 

Syphilis  of  the  brain  is  classified  according  to 
which  tissues  are  predominantly  involved  such  as 
interstitial,  parenchymatous  and  meningovascular. 
Spinal  cord  involvement  is  tabes  dorsalis. 

The  degree  of  damage  to  the  parenchyma  of  the 
brain  may  be  determined  by  encephalography  and 
is  evidenced  by  enlargement  of  the  ventricles,  flat- 
tening of  convolutions  and  space  between  the  cor- 
tex and  the  cranial  vault. 


SYMPTOMS  AND  SIGNS 

Often  the  typical  thing  about  cerebral  syphilis 
is  that  it  is  atypical.  The  following  symptoms  are 
most  frequently  noted:  (1)  headache  (general- 
ized), (2)  euphoria  (all  grades  from  mild  sense  of 
well  being  to  grandiose  delusions;  for  instance,  of 
great  wealth  or  power),  (3)  change  of  personality 
(irritability  or  indolence),  (4)  failing  memory, 
(5)  loss  of  judgment,  (6)  convulsions  and  occa- 
sionally mania. 

The  symptoms  of  tabes  are  more  familiar  and 
reliable.  They  are  most  frequently:  (1)  impotency, 
(2)  incontinence,  (3)  sensational  changes  in  the 
lower  limbs,  (4)  ataxia,  (5)  girdle  pains  and  shoot- 
ing pains  down  the  legs. 

The  signs  of  cerebral  involvement  most  fre- 
quently are:  (1)  eye  signs  (Argyl  Robertson  pupil, 
irregular  pupils,  inequal  pupils,  cranial  nerve  pal- 
sies, squints  and  optic  atrophy),  (2)  speech  de- 
fect (test  phrase,  “Methodist  Episcopal”),  (3) 
facial  expression  (something  out  of  the  lower  por- 
tion of  the  face),  facial  tremor  (especially  about 
the  lips),  tremor  of  the  tongue;  (4)  hyperactive 
knee  reflexes,  (5)  spastic  paralysis  of  one  or  more 
extremities. 

The  signs  of  tabes  are  usually:  (1)  ataxia  (posi- 
tive Romberg),  (2)  loss  of  knee  reflexes,  (3)  sen- 
sory disturbances,  (4)  flaccid  paralysis. 

DIAGNOSIS 

The  diagnosis  of  cerebrospinal  involvement  with 
syphilis  is  made  by  the  spinal  fluid  examination. 
.■\n  examiner  accustomed  to  handling  mental  and 
nervous  cases  makes  a diagnosis  with  quite  a degree 
of  certainty  on  the  signs  and  symptoms.  However, 
every  case  in  which  organic  involvement  of  the 
central  nervous  system  is  suspected  is  entitled  to 
a spinal  fluid  examination  because  cerebrospinal 
syphilis  is  prone  to  appear  at  the  most  unexpected 
times  and  may  simulate  any  type  of  nervous  dis- 
ease from  pernicious  anemia  and  multiple  sclerosis 
to  epilepsy  and  manic  depressive  insanity.  Not 
only  that,  but  about  one  in  every  five  cases  pre- 
senting themselves  with  symptoms  of  cerebrospinal 
syphilis  will  have  a negative  blood  Wassermann  in 
the  presence  of  a very  positive  spinal  fluid.  The 
fluid  should  be  examined  for  cell  count,  globulin 
content,  Wassermann  and  colloidal  gold  reactions. 

The  typical  fluid  in  a case  of  paresis  and  tabes 
as  compared  to  the  normal  is  as  follows: 


Normal  Paresis  Tabes 

Cells  1-S  20-50  10-lS 

Globulin  Neg.  3-4  Plus  2 Plus 

Kahn  Neg.  4 Plus  2-3  Plus 

Gold  000000000  SSSS432100  01234543210 


Piven  in  frankly  advanced  cases,  in  which  there 
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is  no  question  of  the  diagnosis  from  symptoms  and 
signs,  it  is  gratifying  to  have  the  spinal  fluid  find- 
ings on  the  records  to  compare  to  subsequent  find- 
ings in  observing  the  effect  of  treatment. 

PREVENTION  AND  TREATMENT 

Treatment  of  cerebrospinal  syphilis  is  the  phase 
of  this  subject  that  commands  most  of  our  atten- 
tion, but  prevention  is  by  far  the  most  important. 

Prevention.  The  incidence  of  syphilis  is  not  de- 
creasing nearly  as  fast  as  it  should,  in  view  of  what 
is  knoMm  of  effective  preventive  measures.  The 
use  of  soap  and  water  or  some  type  of  mercury 
ointment  or  both  are  very  effective,  if  used  within 
a few  minutes  after  exposure.  The  people  should 
be  more  thoroughly  educated  as  to  these  facts. 
Osier  .said  that  illicit  intercourse  has  existed  since 
the  beginning  of  time  and  probably  will  exist  till 
the  end  of  time,  but  there  are  other  altars  than 
those  of  Venus,  upon  which  a young  man  may  light 
his  fires.  However,  the  young  men  are  pretty  hard 
to  persuade  to  relinquish  the  use  of  their  favorite 
altar.  Liquor  plays  a part  also,  as  many  young 
men,  and  women  too  for  that  matter,  have  a desire 
to  light  a few  fires  when  under  its  influence,  and 
under  such  circumstances  forget  about  prophylaxis. 
■A  little  organized  education  as  to  the  epidemiology, 
dangers,  early  lesions  and  their  prevention  should 
prevent  many  cases  of  the  disease. 

Pusey  is  the  authority  for  the  statement  that 
20  per  cent  of  the  cases  of  syphilis  in  women  occur 
innocently  in  marriage.  Approximately  50,000  cases 
occur  annually  in  this  manner  in  the  United  States. 
Still  it  is  not  necessary  for  a medical  examination 
for  marriage.  There  is  a law  in  this  state  requiring 
one  for  the  male  candidate  but  he  may  go  over  to 
Washington  and  marry  without  one.  Therefore,  the 
doctor  here  cannot  expect  much  of  a fee  for  his 
examination  if  he  is  close  to  the  boundary,  at  least. 
Enforceable  and  uniform  marriage  laws,  requiring  a 
thorough  examination  of  both  parties  by  compe- 
tent physicians  before  marriage  should,  and  no 
doubt  would,  prevent  close  to  50,000  new  cases  of 
syphilis  annually. 

Of  the  syphilitic  population,  roughly  52,260  cases 
develop  cerebrospinal  lues  annually.  Stokes  is  the 
authority  for  the  statement  that,  if  adequate  early 
treatment  were  given,  and  if  periodic  spinal  fluid 
examinations  were  done  in  order  to  detect  the  earli- 
est signs  of  the  disease,  and  proper  treatment  insti- 
tuted, 50  per  cent  of  the  advanced  cases  of  cerebro- 
spinal lues  could  be  prevented. 

Treatment.  Neurosyphilis  has  been  treated  since 
the  sixteenth  century  with  mercury  and  it  still  has 


its  place.  Since  Ehrlich  and  606  we  have  various 
methods  and  substances  used  in  the  treatment  of 
this  disease.  The  Swift-Ellis  method,  the  use  of 
various  preparations  of  mercury,  bismuth,  arsenic, 
and  the  iodides  as  well  as  neosalvarsan,  silver 
arsphenamine  and  tryparsamide,  have  all  had  their 
popularity  and  still  have  their  place.  None  of  these 
therapeutic  agents  in  themselves  gave  exceptionally 
good  results,  which  no  doubt  accounts  for  their 
multiplicity. 

It  remained  for  Wagner-Jauregg  to  happen  upon 
an  empirical  form  of  treatment  that  today  gives 
the  best  results  yet  obtained.  As  early  as  1887  he 
noticed  that  general  paralytic  patients  had  remis- 
sion following  acute  infections  with  fever.  He  hesi- 
tated to  infect  a patient  with  a disease  to  cure  an- 
other and  used  various  vaccines  and  tuberculin  in 
order  to  produce  fever.  The  results,  though  not  the 
best,  were  encouraging  to  the  degree  that  in  1917 
he  inoculated  several  patients  with  tertian  malaria. 
This  method  succeeded,  remissions  were  more  fre- 
quent, more  complete,  and  of  greater  duration  than 
with  any  other  method  of  treatment.  Following  this 
discovery,  various  forms  of  fever  therapy  have  been 
and  are  being  tried,  including  vaccines,  sulphur 
preparations  and  diathermy.  The  results,  however, 
for  some  reason  were  not  generally  as  good  as  with 
malaria. 

The  use  of  malaria  alone  and  in  conjunction  with 
chemical  therapy  has  been  used  of  late  with  better 
results  than  have  ever  before  been  obtained  in  the 
treatment  of  this  disease.  In  the  following  para- 
graphs we  will  consider  malarial  therapy,  discuss 
the  follow-up  treatment  we  find  to  be  very  effective, 
and  outline  the  results  obtained  during  the  past 
few  years  with  this  type  of  treatment  in  150  cases 
of  general  paresis.  This  group  constitutes  about  75 
per  cent  of  the  admissions  from  this  cause. 

Like  bacteriophage,  the  reason  malaria  is  effec- 
tive is  not  known,  but  it  is  certainly  to  be  hoped 
that  more  enemies  of  man  may  be  induced  to 
destroy  one  another.  It  seems  that  the  effectiveness 
of  malaria  lies  not  wholly  in  its  ability  to  produce 
fever,  as  patients  who  do  not  have  so  high  a fever 
with  malaria,  or  for  a shorter  period  of  time,  get 
as  good  results  as  those  who  have  very  high  fever.  ; 

It  has  been  observed  that,  in  localities  where  t 

malaria  is  endemic,  the  incidence  of  paresis  is  less  / 
than  in  areas  where  it  is  not.  Perhaps  the  plasmo- 
dium  of  malaria  endows  the  patient  with  some  im-  i 
munity  to  the  spirochete,  or  at  least  to  its  invasion  ( 
of  the  central  nervous  system.  It  is  also  thought  to 
increase  the  activity  of  phagocytic  cells. 


Fig-.  1.  Record  after  malarial  Inoculation.  Broken  line  rei>resents  the  pulse,  solid  line  temperature. 


Tryparsamide,  an  arsenical  preparation  designed 
by  Lorenz,  is  the  most  effective  agent  for  chemical 
therapy  that  is  yet  available.  It  should  be  used  in 
those  cases  which  it  is  deemed  unwise  to  subject 
to  malarial  inoculation,  and  is  a very  effective 
adjunct  to  be  used  before  and  after  malaria.  The 
incidence  of  optic  atrophy  with  tryparsamide  has 
retarded  its  general  use  but  careful  examination  of 
the  eye  grounds  during  treatment  will  reduce  the 
incidence  of  this  complication  to  an  almost  insig- 
nificant percentage. 

Those  cases  who  are  in  poor  physical  health  for 
any  reason  should  be  built  up,  and  if  this  cannot 
be  done,  they  should  not  be  given  malaria.  It  is 
wise  to  consider  severe  nephritis,  heart  disease  and 
severe  and  frequent  convulsions  as  contraindications 
to  malarial  therapy. 

The  following  is  our  routine  in  the  handling  of 
such  cases; 

Every  case  in  which  there  is  a suspicion  of 
organic  disease  of  the  central  nervous  system  is 


given  a spinal  fluid  examination  as  well  as  a com- 
plete physical  and  neurologic  examination,  includ- 
ing fluoroscopy.  If  none  of  the  above  mentioned 
contraindications  are  present,  he  is  immediately 
started  upon  iron  and  ammonium  citrate,  cod  liver 
oil  and  tryparsamide. 

When  his  general  physical  health  is  deemed  to 
be  sufficiently  good,  he  is  inoculated  either  intra- 
venously or  intramuscularly  with  5 cc.  of  fresh  ma- 
larial blood,  using  1 cc.  of  2 per  cent  sodium  citrate 
to  prevent  clotting.  In  three  to  seven  days,  if  the 
blood  is  given  intravenously,  or  five  to  fourteen 
days  if  given  intramuscularly,  the  patient  will 
begin  having  chills.  He  is  allowed  to  have  on  the 
average  of  eight  chills.  Following  about  the  fifth 
chill  the  temperature  is  usually  above  104°  (fig.  1). 
The  incidence  of  chills  or  severity  of  fever  may  be 
controlled  with  quinine  given  in  smaller  doses  and, 
if  chills  stop,  they  can  usually  be  started  again  by 
giving  an  intravenous  injection  of  typhoid  vaccine. 
After  the  desired  number  of  chills  have  occurred 
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they  are  stopped  by  giving  quinine  bismuth  sul- 
phate, grains  v four  times  daily  for  three  days  and 
then  grains  x each  night  for  from  five  to  eight 
weeks.  When  the  patient  has  been  afebrile  for 
a week,  he  is  usually  able  to  be  up  and  about  the 
ward  again. 

The  eyegrounds  are  then  examined  and  their  con- 
dition noted.  He  is  then  started  on  tr}q)arsamide, 
being  given  1 gram  the  first  week,  2 grams  the 
second  week  and  3 grams  each  week  until  35  to  50 
grams  have  been  given,  the  eyegrounds  being 
checked  after  every  third  injection.  Mercury  salicyl- 
ate or  bismuth  subsalicylate  is  then  given  intra- 
muscularly at  weekly  intervals  in  doses  of  0.1  gram 
for  from  eight  to  fourteen  weeks,  followed  by  an- 
other similar  course  of  tryparsamide.  At  this  point 
we  frequently  stop  the  injections  for  three  to  four 
weeks  and  give  mixed  treatment  by  mouth.  The 
same  routine  is  then  repeated  or  varied  by  the 
attending  physician,  according  to  the  patient’s  con- 
dition and  findings  in  the  spinal  fluid  which  is 
examined  about  every  three  months. 


per  cent 

1.  Cases  inoculated  since  June  29,  1932 ISO 

2.  Cases  immune  2 

3.  .Average  number  of  chills 8 

4.  Complications.  Convulsions.  Malaria  stopped 

after  one  chill 1 .6 

5.  Deaths  3 2. 

6.  Cases  showing  marked  clinical  improvement....  59  39.3 

7.  Cases  showing  slight  clinical  improvement 68  58.6 

8.  Cases  showing  no  clinical  improvement 12  7. 

9.  Cases  too  recently  inoculated  to  expect  im- 
provement   6 4. 

10.  Cases  showing  serologic  improvement 135  90. 


* Many  of  these  cases  as  well  as  those  in  group  9 may  be 
able  to  be  classed  with  group  6 as  time  passes. 

Fig.  2.  Gives  results  of  treatment. 

The  results  of  this  type  of  treatment  are  difficult 
to  clearly  illustrate  with  statistics,  and  errors  are 
common.  We  have  tried  to  be  very  conservative 
with  the  compilation  of  our  figures  (fig.  2).  For 
instance,  only  one  of  the  three  cases  that  died  was 
prepared  for  treatment  in  the  hospital,  the  other 
two  having  been  cared  for  elsewhere  and  were  sent 
to  the  hospital  in  a very  poor  state.  Quinine  was 
started  at  once.  One  died  of  what  was  thought  to 
be  a coronary  attack,  after  he  had  been  afebrile 
for  four  days.  The  second  case  had  suffered  con- 
siderable exposure  and  came  in  with  pneumonia  as 
well  as  malaria.  He  died  four  days  later.  The  third 
case,  and  the  only  one  of  the  three  cared  for  com- 
pletely in  the  hospital,  became  violent  on  the 
fifth  day  of  fever,  and  died  of  a ruptured  spleen. 

These  cases  we  classify  as  “marked  clinical  im- 
provement” were  able  to  make  a satisfactory  social 
adjustment  and  care  for  themselves  successfully. 


Sixty-two  of  the  one  hundred  and  fifty  cases  were 
released  from  the  institution  and  four  were  trans- 
ferred to  the  Veterans’  F-acility.  Only  fifty-nine, 
however,  were  included  in  group  six.  Some  of  the 
cases  that  now  have  to  be  classified  in  group  seven 
may  improve  sufficiently  in  time  to  be  classified 
with  group  six. 

The  following  are  two  cases  which  are  typical 
of  those  classified  with  group  six  showing  marked 
clinical  improvement. 

Case  1.  A female,  aged  30,  entered  the  hospital  August  19, 
1933,  having  had  antiluetic  treatment  since  1926.  The  his- 
tory states  that  the  patient,  about  August  2,  1933,  came  to 
have  loss  of  memory  and  was  irresponsible  with  regard  to 
her  home  details  and  money  matters.  She  soon  became  rest- 
less, noisy,  flighty  and  talkative. 

At  the  time  of  her  commitment  she  was  noisy,  talkative, 
vulgar,  profane  and  euphoric.  She  had  the  typical  speech 
defect.  The  pupils  were  dilated  and  reacted  very  poorly  to 
light.  The  knee  kicks  were  hyperactive.  The  blood  Kahn 
was  negative  but  the  spinal  fluid  revealed  the  following: 
cell  count,  47;  globulin,  marked  increase;  Kahn,  four  plus; 
colloidal  gold,  5555555532. 

She  was  inoculated  with  therapeutic  malaria,  August  29, 
and  had  a series  of  eight  chills.  On  September  26,  she  was 
much  disoriented,  confused  and  exalted.  She  received  7 
grams  of  tryparsamide  between  October  10  and  October  24. 
Soon  after  she  began  to  improve  rapidly.  She  relinquished 
her  grandiose  delusions  and  became  quite  clear  mentally. 
She  gained  twenty  pounds  in  weight  and  was  in  excellent 
physical  health  when  released  from  the  institution  on  No- 
vember 19.  She  has  since  been  treated  along  the  lines  indi- 
cated in  our  follow-up  treatment  (fig.  3)  by  an  outside 
physician.  In  February,  1937,  according  to  her  attending 
physician,  she  was  still  doing  excellently  and  to  all  appear- 
ances was  completely  well. 

Malaria  is  cured  with  quinine  bisulphate  gr.  v four  times 
daily  for  three  days  and  gr.  x each  night  for  from  five  to 
eight  weeks. 

Suggested  routine  for  postmalarial  follow-up  therapy: 

TRYPARSAMIDE 

Examination  of  fundus,  tests  for  vistml  acuity  and  re- 
striction of  visual  fields  should  be  made  before  starting 
tryparsamide.  Check  again  before  giving  each  third  injec- 
tion until  fifteen  have  been  given.  Then  check  regularly  at 
less  frequent  intervals.  Optic  atrophy  is  the  most  common 
complication. 

Weekly  injections: 

First  week  1 gm.  tryparsamide 

Second  week  IJ^gm.  tryparsamide 

Third  Week  2 gm.  tryparsamide 

Fourth  Week  3 gm.  tryparsamide 

Then  about  3 gm.  weekly  until  about  30  to  35  gm.  have 
been  given. 

BISMUTH 

(We  use  bismuth  subsalicylate  or  bismuth  potassium  tar- 
trate.) 

Start  immediately,  following  tryparsamide  with  bismuth 
0.1  gm.  at  weekly  intervals  for  nine  to  twelve  weeks.  Fol- 
low this  by  tryparsamide  with  same  routine  until  30  to  SO 
gm.  have  been  given;  then  by  another  series  of  bismuth  or 
some  form  of  mercury  intramuscularly. 

Following  this,  iodides  seem  indicated  for  a period  of 
three  to  four  weeks  and  a similar  routine  again  started. 

If  it  seems  indicated,  small  doses  of  neoarsphenamine 
(i.e.,  0.3  gm.)  are  given  in  conjunction  with  bismuth,  giv- 
ing one  injection  of  each  weekly. 
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Here  in  the  hospital  we  are  guided  in  the  treatment 
somewhat  by  spinal  fluid  findings  examined  about  every 
twelve  weeks. 

Note.  This  is  the  follow-up  outline  we  have  been  sending 
out  with  the  patients  who  are  returning  to  their  private 
physicians  for  further  treatment.  We  have  been  doing  this 
as  a result  of  frequent  requests  from  the  doctors  as  to 
what  we  would  advise  in  the  way  of  further  treatment. 

Case  2.  A.  male,  aged  36,  entered  the  hospital  on  Septem- 
ber 14,  1932.  This  was  the  first  attack,  the  duration  of 
which  had  been  for  several  months.  He  was  much  confused 
mentally,  had  a history  of  frequent  headaches  for  the  past 
year  and  had  been  doing  queer  things,  such  as  riding  in  a 
taxicab  about  town  and  claiming  he  had  come  into  an  es- 
tate and  had  a lot  of  money.  At  one  time  he  stopped  his 
street  car  on  the  bridge  and  just  sat  there  and  claimed  he 
was  waiting  for  the  draw  to  open.  Gave  an  extravagant  and 
fairy-like  account  of  his  war  service,  and  in  the  midst  of 
his  hilarity  would  become  very  emotional  and  begin  to 
cry.  He  had  the  typical  speech  defect  and  a coarse  tremor 
of  the  lips. 

Pupils  were  dilated  and  did  not  react  to  light.  Knee  kicks 
were  exaggerated.  The  blood  Kahn  was  three  plus  and  the 
spinal  fluid  revealed  the  following:  cell  count,  30;  globulin, 
marked  increase;  Kahn,  four  plus;  colloidal  gold,  555432- 
0000.  This  patient  was  inoculated  with  therapeutic  malaria 
on  September  23  and  had  thirteen  chills.  He  has  received 
3 grams  of  bismuth  (0.1  gm.  doses)  and  103.5  grams  of 
tryparsamide  since  his  arrival  at  the  hospital. 

Soon  after  receiving  the  malarial  therapy,  he  began  to 
improve  rapidly,  both  mentally  and  physically  and  was  re- 
leased from  the  institution  on  April  13,  1933.  He  has  con- 
tinued to  get  along  satisfactorily  and  at  the  present  time 
is  in  quite  good  mental  and  physical  health.  The  spinal 
fluid  on  June  3,  1936,  revealed  the  following:  cell  count, 
3;  globulin,  one  plus;  Kahn,  plus  minus;  colloidal  gold, 
0001222000. 

SUMMARY  AND  CONCLUSIONS 

I 1.  There  is  no  cure  for  cerebrospinal  syphilis. 
Prevention  is  the  only  approach. 

2.  Malarial  therapy  supplemented  by  injections 
of  tryparsamide  and  bismuth  will  produce  about 
40  per  cent  satisfactory  clinicosociologic  remis- 
sions. The  length  of  these  remissions  is  as  yet 

I undetermined.  Another  40  per  cent,  approximately, 
i are  made  to  live  more  useful,  more  comfortable  and 
happier  lives.  Previous  prognosis,  death  in  two  to 
five  years. 

3.  The  death  rate  need  not  exceed  2 per  cent. 

4.  No  special  nursing  care  or  expensive  equip- 
ment is  needed. 

5.  Physicians  should  remember  that  about  6 per 
cent  of  the  luetics  are  going  to  develop  central 
nervous  system  lues  and  that  the  earlier  proper 
treatment  is  given,  the  better  the  prognosis.  Spinal 
fluid  examinations  should  be  done  more  frequently. 

6.  By  reducing  the  incidence  of  syphilis  by  one- 
third,  the  people  of  the  United  States  could  save 

j five  million  dollars  annually  in  the  care  of  its  men- 
' tally  sick  alone. 


OBSERVATIONS  ON  TREATMENT 
OF  HEAD  INJURIES* 

Paul  G.  Flothow,  M.D. 

SEATTLE,  WASH. 

The  treatment  of  head  injuries  has  received  much 
attention  in  recent  years.  There  has  been  a definite 
change  from  the  treatment  of  a few  years  ago,  when 
practically  nothing  was  done,  to  the  present  time 
when  much  is  done.  When  the  recommended  pro- 
cedures are  zealously  followed,  the  situation  often 
is  reversed  and  we  find  a marked  tendency  toward 
overtreatment.  Great  emphasis  has  been  placed  on 
dehydration  and  spinal  punctures,  and  we  frequent- 
ly see  patients  who  have  had  too  much  dehydration 
and  too  many  spinal  punctures,  and  are  suffering 
more  from  the  effects  of  their  treatment  than  from 
the  results  of  their  injury. 

This  is  rather  interesting.  A few  years  ago,  when 
the  treatment  of  head  injuries  began  to  be  turned 
over  to  the  neurosurgeon,  the  general  practitioner 
seemed  rather  eager  to  be  rid  of  these  cases  and  to 
shift  the  responsibility  to  the  specialist.  Then  nu- 
merous papers  began  to  appear  on  the  treatment  of 
head  injuries,  and  one  reading  these  articles  receives 
the  impression  that  the  treatment  is  after  all  very 
simple,  that  it  is  merely  a matter  of  routine  spinal 
punctures,  intravenous  glucose  and  epsom  salts.  It 
soon  followed  that  the  general  practitioner  began  to 
treat  his  own  head  injuries.  It  is,  indeed,  well  that 
he  should,  since  the  first  man  on  the  scene  is  usually 
the  family  physician,  and  the  most  important  part 
of  the  treatment  is  the  immediate  care. 

Each  case  offers  an  individual  problem.  I have 
made  certain  observations  and  have  come  to  cer- 
tain conclusions  regarding  the  treatment  of  head 
injuries  which  I feel  are  worthy  of  presentation. 

SPINAL  PUNCTURE 

At  times  spinal  punctures  are  very  definitely  in- 
dicated; at  other  times  they  are  very  definitely 
contraindicated.  Their  use  as  a routine  procedure 
should  be  condemned.  It  is  as  important  that  the 
physician  should  know  when  not  to  do  a spinal 
puncture  as  when  to  do  it.  I believe  it  should  never 
be  done  while  the  patient  is  in  shock.  I have  seen 
patients  thrown  into  a more  profound  shock,  and  I 
am  sure  that  not  infrequently  the  ultimate  outcome 
of  a case  has  been  changed  from  a favorable  to  an 
unfavorable  one  by  the  injudicious  use  of  spinal 
punctures. 

In  children  spinal  punctures  should  be  resorted 
to  only  when  absolutely  necessary.  If  the  patient 

* Read  before  annual  meeting'  of  North  Pacific  Surgical 
Society,  Tacoma,  Wash.,  Nov.  20,  1936. 
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is  conscious,  it  is  almost  necessary  that  he  be  given 
a general  anesthetic  which  may  serve  to  promote 
the  onset  or  increase  the  degree  of  cerebral  edema. 
On  the  other  hand,  if  it  is  done  without  general 
anesthesia,  the  psychic  shock  to  this  young  patient 
is  very  apt  to  be  severe.  In  the  very  old,  the  sudden 
change  of  intracranial  tension  following  spinal 
puncture  may  add  too  much  strain  upon  a circula- 
tory apparatus  which  is  already  strained  to  the 
utmost. 

In  the  face  of  severe  intracranial  bleeding,  spinal 
puncture  may  increase  the  bleeding  by  reducing  the 
intracranial  pressure  and  may  even  start  a fresh 
hemorrhage  under  some  circumstances.  When  there 
is  serosanguineous  discharge  from  the  ear  or  in  the 
pharynx  as  a result  of  basal  skull  fracture,  I feel 
that  spinal  puncture  is  always  contraindicated.  In 
the  first  place,  these  patients  already  are  decom- 
pressing themselves,  and  in  the  second  place,  it 
seems  to  me  that  there  is  definite  danger  of  pro- 
ducing meningitis  under  these  circumstances. 

There  are  times  when  spinal  punctures  are  very 
definitely  indicated.  Diagnostic  spinal  puncture 
after  the  patient  is  out  of  shock  should  be  done  in 
all  patients  who  fail  to  regain  consciousness  prompt- 
ly, or  whose  condition  is  not  satisfactory.  If  the 
fluid  is  grossly  bloody,  punctures  should  be  re- 
peated daily  or  oftener  until  the  fluid  is  clear.  If  it 
is  merely  blood-tinged,  there  is  no  reason  why 
punctures  should  be  repeated  frequently.  Spinal 
punctures  may  be  used  in  conjunction  with  other 
measures  to  reduce  intracranial  pressure,  but  the 
removal  of  a few  cubic  centimeters  of  spinal  fluid 
alone  is  not  adequate.  This  is  not  in  condemnation 
of  spinal  puncture.  When  properly  done  and  judi- 
ciously applied  it  is  a procedure  of  great  value. 
Many  times  a timely  spinal  puncture  will  swing 
the  tide  in  the  patient’s  favor. 

Where  there  are  medicolegal  aspects,  it  is  prob- 
ably wise  to  do  a diagnostic  spinal  puncture  if  there 
is  no  contraindication.  This  gives  information  as  to 
the  severity  of  the  intracranial  damage  in  regard 
to  the  pressure  and  bleeding. 

DEHYDRATION 

We  all  see  cases  from  five  to  ten  days  after  their 
injury  who  are  not  doing  well  and  many  times  the 
reason  is  that  they  have  been  overdehydrated.  De- 
hydration has  no  place  in  the  treatment  of  head 
injuries  during  shock.  It  is  rare  for  cerebral  edema 
to  occur  under  twenty-four  hours,  and  usually  it 
does  not  manifest  itself  until  about  forty-eight 
hours  after  the  injury.  Dehydration  serves  merely 
to  increase  the  shock,  to  lower  the  blood  pressure, 
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and  otherwise  interfere  with  nature’s  efforts  to  com- 
pensate for  the  injury. 

There  are  certain  signs  which  indicate  the  onset 
of  edema.  Usually  the  patient  becomes  drowsy, 
the  pulse  slows,  and  the  blood  pressure  has  a tend- 
ency to  rise.  Since  we  know  that  this  occurs  ap- 
proximately thirty-six  hours  after  the  injury,  we 
can  start  the  dehydration  after  the  patient  is  well 
out  of  shock,  and  many  times  prevent  edema.  Ac- 
tive dehydration  should  be  instituted  for  a period 
of  about  forty-eight  hours  and  then  the  patient 
should  be  allowed  more  fluids  and  dehydration 
gradually  discontinued,  being  watchful  for  signs 
indicating  an  increasing  edema  which  can  usually 
be  successfully  combated. 

The  use  of  dehydration,  just  as  that  of  spinal 
puncture,  depends  entirely  upon  the  indications  in 
the  individual  case.  The  physician  should  be  guided 
by  the  signposts  that  appear  to  tell  him  when  to 
dehydrate  and  when  not  to.  Severe  routine  dehydra- 
tion over  a period  of  many  days  should  be  con- 
demned just  as  strongly  as  the  repeated  routine 
use  of  spinal  punctures. 

Dehydration  can  be  accomplished  by  several 
methods:  (1)  by  limiting  the  fluid  intake  to  below 
that  normally  required  by  the  body,  (2)  by  the 
use  of  intravenous  dehydrating  solutions,  the  best 
of  which  is  h)qiertonic  glucose  solution,  and  (3) 
magnesium  sulphate  by  mouth  and  rectum.  It  was 
recently  suggested  to  the  author  that  salyrgen  might 
be  utilized  for  the  purposes  of  dehydration,  and  it 
is  felt  that  this  suggestion  is  certainly  worthy  of 
trial.  Concentrated  solutions  of  sodium  chloride 
may  also  be  used,  but  it  is  felt  that  their  use,  just 
as  the  use  of  intravenous  magnesium  sulphate,  is 
somewhat  drastic.  The  strength  of  intravenous  solu- 
tions may  vary.  Some  persons  prefer  50  per  cent 
glucose  in  small  quantities.  I use  a 20  per  cent 
solution  in  500  cc.  of  normal  saline.  The  actual  flow 
of  this  amount  of  fluid  through  the  body  tissues 
should  be  of  definite  value  and  the  dehydrating 
effect  of  this  solution  is  very  efficient.  Where  it  is 
not  convenient  to  use  this  solution,  then  the  higher 
percentages  may  be  used. 

ROENTGENOGRAMS 

It  is  Still  necessary  to  combat  the  idea  that  the 
first  principle  in  the  treatment  of  a head  injury  is 
to  get  roentgenograms.  Many  times  patients  have 
been  found  in  severe  shock,  lying  on  a cold  roent- 
gen table  without  any  covering  waiting  for  the 
technician  to  come  to  take  a roentgenogram  of  the 
skull.  Nothing  could  be  worse.  Roentgenograms  are 
of  no  value  in  the  stage  of  shock.  Even  though  the 
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patient  does  have  a depressed  skull  fracture,  cer- 
tainly no  surgery  can  be  done  while  he  is  in  shock. 
There  is  plenty  of  time  to  get  roentgenograms  after 
the  patient  has  come  out  of  shock,  and  many  times 
we  do  not  have  pictures  taken  until  several  days 
after  the  injury.  The  only  pertinent  information 
a roentgenogram  can  give  us  is  whether  or  not 
there  is  a depression  and  since  we  usually  do  not 
operate  on  depressed  skull  fractures  until  the  pa- 
tient has  largely  recovered  from  the  effects  of  the 
head  injury,  there  is  certainly  no  reason  for  taking 
roentgenograms  until  it  is  perfectly  safe  to  do  so. 

I would  like  to  emphasize  the  great  importance 
of  putting  these  patients  at  absolute  rest  and  the 
fact  that  every  effort  should  be  made  to  avoid 
numerous  disturbances.  When  the  patient  first  ar- 
rives and  is  in  the  condition  of  shock,  the  clothing 
should  be  loosened,  but  until  he  has  been  warmed 
and  has  reacted,  I do  not  feel  that  it  is  wise  to 
disturb  him  by  rolling  him  over  and  over,  exposing 
him  to  the  cold  air  to  remove  the  clothing.  This 
can  be  done  later.  Also,  painstaking  neurologic  ex- 
amination is  not  indicated;  a superficial  examina- 
tion to  determine  the  condition  of  the  reflexes,  the 
reaction  of  the  pupils  and  to  note  any  focal  signs 
are  sufficient.  A more  careful  examination  can  well 
be  done  after  the  patient  is  out  of  shock.  Disturb- 
ing the  patient  at  few  moment  intervals  in  order  to 
take  the  blood  pressure  and  temperature  is  also 
very  unwise  as  his  general  appearance,  the  pulse 
and  respirations  are  generally  good  indicators.  In 
fact,  I again  wish  to  emphasize  the  fact  that  all 
the  needless  disturbances  incident  to  the  so-called 
routine  treatment  of  head  injuries  should  be  avoided 
as  nearly  as  possible. 

SURGERY 

Surgery  is  not  indicated  while  the  patient  is  in 
shock  except  for  one  condition,  i.  e.,  in  the  case 
of  middle  meningeal  hemorrhage,  and  in  this  in- 
stance, shock  ordinarily  plays  very  little,  if  any, 
part  in  the  picture  as  the  patient  is  usually  out 
of  shock  before  the  signs  of  middle  meningeal  bleed- 
ing present  themselves. 

Indications  for  Surgery.  1.  Middle  meningeal 
hemorrhage.  The  operation  should  be  done  as  soon 
as  the  diagnosis  is  made.  This  is  one  place  where 
conservatism  and  watchful  waiting  are  dangerous. 
The  classic  signs  are:  a history  of  head  injury  with 
unconsciousness,  a lucid  interval  and  then  relapse 
into  unconsciousness.  If  there  are  no  focal  signs 
indicating  the  side  involved,  then  both  sides  should 
be  explored. 


2.  Depressed  skull  fracture.  It  is  my  opinion  that 
every  case  of  depressed  fracture  involving  the  inner 
table  should  be  operated  on,  even  the  small  ones.  If 
they  are  not  operated  on,  convulsive  seizures  are 
apt  to  follow  in  later  years.  They  should  neither 
be  considered  nor  performed  as  emergencies.  It  is 
our  procedure  in  these  cases  to  wait  at  least  one 
week  unless  increasingly  severe  signs  appear,  in 
which  case  the  operation  may  be  performed  earlier, 
but  never  within  the  first  twenty-four  hours. 

3.  Delayed  intracranial  bleeding.  This  is  com- 
monly known  as  chronic  subdural  hematoma.  The 
symptoms  of  this  condition  may  occur  from  several 
weeks  to  several  months  after  the  injury. 

4.  Compound,  comminuted  skull  fracture.  This, 
of  course,  must  be  taken  care  of  at  the  earliest 
safe  time,  but  it  is  not  wise  to  do  so  during  the 
period  of  shock.  In  acute,  massive  intracranial  hem- 
orrhage, operation  is  rarely  of  any  benefit. 

Surgical  Decompression.  Whether  this  should  be 
done  or  not  is  a debatable  question.  Personally,  I 
can  agree  with  neither  Dandy  nor  Fay.  Dandy  in- 
dicates that  operation  is  frequently  necessary  for 
decompression,  while  Fay  says  that  it  should  rarely, 
if  ever,  be  done.  Again  I feel  that  a middle  ground 
is  the  proper  one.  Occasionally  one  sees  a case  in 
which  the  edema  is  so  severe  that  it  does  not  re- 
spond to  any  other  methods  of  treatment.  This 
condition  is  not  really  edema,  but  is  due  to  sub- 
arachnoid accumulation  of  fluid,  which  is  appar- 
ently locked  in  place,  thus  preventing  the  resump- 
tion of  normal  cerebrospinal  fluid  circulation.  In 
these  cases  subtemporal  decompression  with  the 
evacuation  of  this  excess  fluid  has  been  many  times 
the  deciding  factor  in  the  recovery  of  the  patient. 
Therefore,  I feel  that,  where  no  definite  focal  signs 
are  present,  but  the  patient  continues  to  show  no 
indication  of  recovery  at  the  end  of  ten  days  or 
two  weeks,  subtemporal  decompression  is  then  in- 
dicated. 

CONSERVATIVE  TREATMENT 

There  are  several  schools  of  opinion  regarding 
the  treatment  of  head  injuries.  At  the  two  extremes 
we  have  Dandy  and  Fay.  Dandy  believes  that  the 
main  principle  in  the  treatment  of  head  injuries 
is  rest,  and  he  decries  the  use  of  spinal  punctures 
and  dehydration,  and  favors  more  frequent  decom- 
pressive operations.  He  operates  on  approximately 
ten  per  cent  of  the  cases.  This  viewpoint  may  well 
be  considered  a radical  one,  both  in  regard  to  the 
percentage  of  cases  and  his  stand  on  spinal  punc- 
tures and  dehydration.  Fay,  on  the  other  hand,  op- 
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erates  on  very  few  cases  and  recommends  repeated 
spinal  punctures  and  the  intensive  use  of  dehydra- 
tion. It  would  seem  that  this  is  almost  as  radical 
as  Dandy’s  stand.  There’s  a middle  ground  of  real 
conservatism  which  utilizes  the  good  points  of  both 
methods  of  treatment,  and  it  is  this  conservative 
middle  ground  that  I would  recommend  for  your 
consideration.  This  consists  of  the  conservative  use 
of  spinal  punctures  and  dehydration  when  indicat- 
ed, and  also  the  use  of  decompression  in  certain 
cases  when  other  methods  fail  to  control  increas- 
ing cerebral  edema. 

CONVALESCENCE 

The  importance  of  long-continued  bed  rest  during 
the  period  of  convalescence  has  not  been  sufficiently 
emphasized.  At  this  time  we  can  often  save  many 
months  or  even  years  of  suffering  and  disability. 
It  is  an  excellent  rule  that  any  patient,  having  had 
a definite  period  of  unconsciousness  and  definite 
evidence  of  concussion,  should  be  kept  in  bed  for 
at  least  three  weeks.  If  he  has  any  headache  or 
dizziness  upon  arising,  he  should  be  put  back  to 
bed  and  kept  there  until  able  to  get  up  without 
any  untoward  symptoms. 

The  attitude  of  the  physician  and  the  members 
of  the  family  during  the  period  of  convalescence  is 
most  important  in  regard  to.  the  patient’s  future 
well  being.  The  severity  of  the  injury  should  be 
minimized  at  all  times.  Otherwise,  one  is  very  apt 
to  produce  a traumatic  neurosis. 

CONCLUSIONS 

It  is  the  writer’s  opinion  that  the  treatment  of 
head  injuries  has  been  so  much  discussed  that  there 
is  a distinct  tendency  at  this  time  toward  over- 
treatment. Spinal  punctures  are  too  frequently  used 
as  a routine  procedure.  They  have  their  definite 
value,  when  used  at  the  proper  time,  but  their  use 
routinely  is  condemned.  Dehydration  is  also  of 
great  value  when  properly  applied,  but  too  many 
instances  of  overdehydration  are  making  their  ap- 
pearance. 

It  is  recommended  that  the  physician  in  his  treat- 
ment of  head  injuries  adopt  a conservative  view- 
point both  as  to  spinal  punctures  and  dehydration, 
and  perhaps  a slightly  less  conservative  viewpoint 
regarding  surgical  procedures  which  are  sometimes 
of  great  value,  and  that  he  make  each  case  an  in- 
dividual problem. 


CANCER  IN  GENERAL  PR.ACTICE  * 

W.  F.  Howard,  M.D. 

POCATELLO,  IDA. 

I shall  attempt  in  the  discussion  of  this  subject 
to  detail  the  ideas  developed  in  forty  years  of 
practice  by  a general  practitioner  doing  as  much 
surgery  as  he  thinks  he  can  safely  perform,  includ- 
ing such  forms  of  cancer  as  have  come  to  him, 
qualified  by  early  training  and  a variety  of  post- 
graduate instruction  such  as  is  not  uncommon,  and 
from  rather  faithful  attendance  at  local,  state 
and  national  medical  meetings,  from  continued 
reading  of  the  best  medical  literature,  and  from  the 
mistakes  and  successes  of  these  years  of  experi- 
ence, all  in  all  a continued  general  practice. 

One  cannot  remember  many  failures  to  recognize 
cancer  in  any  organ,  nor  of  having  operated  on 
many  inoperable  cancers.  I have  treated,  or  sent  to 
more  competent  surgeons,  quite  a large  number  of 
patients  with  a diagnosis  of  cancer,  of  whom  a large 
percentage  have  been  cured.  Some  of  my  patients 
have  not  had  the  advantage  of  a pathologist’s 
report.  Many  more  of  them  were  reported  by 
various  pathologists  to  have  malignancies.  I am 
sure  that  some  of  the  pathologists  were  influenced 
in  making  their  reports  by  their  knowledge  of  my 
opinion.  Such  has  been  the  experience  of  many 
doctors  in  the  past.  We  cannot  differ  greatly.  So 
that  from  my  experience  I must  regard  cancer  as 
a much  more  curable  disease  than  ordinarily  con- 
sidered and  even  more  curable  than  ordinarily 
reported. 

To  begin  with,  nearly  every  medical  student 
receives  good  instruction  concerning  cancer  in  gen- 
eral, and  considerable  special  information  about  it. 
Then  a year  or  more  as  interne  qualifies  him  as  a 
lookout  at  least  for  malignancy.  He  is  even  more 
alert  in  the  field  of  cancer  than  the  man  who  was 
taught  the  hopelessness  of  any  kind  of  treatment. 
.Any  general  practitioner  thinks  of  cancer  when  he 
observes  some  of  its  clinical  symptoms.  Especially 
any  kind  of  a new  growth  must  not  be  neglected 
until  one  is  sure  that  it  is  not  malignant.  It  will  not 
do  to  say  it  appears  to  be  benign.  He  must  persist 
in  using  every  means  at  his  command  until  he 
is  able  to  decide,  and  as  promptly  as  possible,  that 
the  growth  is  not  malignant.  One  has  means  and 
ability  to  find  out.  The  benign  growth  can  wait. 
One  cannot  wait  to  see  how  a suspicious  lesion 
“comes  out.”  There  must  be  prompt  action  so  that 
someone  can  give  the  best  treatment. 

These  things  are  not  new.  We  all  know  them 
and  we  or  someone  within  reach  can  do  them. 

• Read  before  a meeting  of  Pocatello  Medical  Society, 
Pocatello,  Ida.,  May  7,  193G. 
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Here  lies  a very  important  factor  in  the  success 
of  general  practice. 

At  this  time  it  seems  that  the  general  practitioner 
is  the  important  doctor  in  early  diagnosis  of  cancer. 
He  sees  them  first.  He  sees  the  suspicious  lesions 
early.  He  is  prepared  to  treat  them  early  or  to 
hurry  them  to  more  competent  surgeons.  His  duty 
well  performed  lessens  the  mortality  and  increases 
the  cures. 

Biopsy  is  considered  comparatively  safe  and  ad- 
visable. Malignancy  differs  according  to  the  kind 
and  structure  of  the  cell,  so  that  a patient  should  be 
given  the  advantage  of  a preoperative  pathologic 
report. 

Stein  recently  has  stated  some  important  factors 
concerning  cancer,  as  follows: 

1.  Malignant  cells  can  be  grown  in  vitro. 

2.  Maude  Sly  has  been  able  to  divide  her  animals 
(mice)  into  two  groups — one  susceptible  and  one  immune. 

3.  The  Aschheim-Zondek  test  for  cancer  of  sex  cells. 

4.  The  transplantation  of  cancer  cells.  Cancer  cells  have 
been  transplanted.  The  process  requires  great  care  and 
does  not  occur  in  nature  as  an  infection  occurs.  Infections 
are  not  usually  so  selective. 

5.  The  grading  of  cancer  on  the  basis  of  cytology. 

These  are  real  advances  in  the-  study  of  cancer, 
and  in  them  there  is  very  much  that  can  be  used 
in  making  more  progress  in  study  and  in  giving 
better  treatment.  I shall  speak  briefly  of  these  five 
points. 

Normal  cells  grow  in  glass;  malignant  cells  grow 
in  glass.  In  glass  normal  cells  do  not  become  malig- 
nant. Tn  glass  malignant  cells  do  not  become  normal. 
When  mixed  in  the  same  medium  with  cell- 
occluding  partition,  neither  kas  changed  to  the 
other.  Therefore,  malignant  cells  must  produce  or 
possess  something  or  lack  something  or  destroy 
something  that  normal  cells  do  not  possess  nor 
produce,  or  vice  versa  in  one  manner  or  the  other. 
What  is  present  or  lacking  in  the  malignant  cell 
that  makes  it  differ  from  the  normal  cell?  Maude 
Sly  has  bred  into  or  out  of  her  animals  this  element 
that  accompanies  cancer.  Neither  she  nor  anyone 
else  knows  what  it  is.  She  or  someone  may  some 
day  find  out. 

The  Aschheim-Zondek  test  determines  recurrent 
testicular  cancer  after  removal  of  the  primary 
growth.  Prolan  A,  present  in  the  urine  in  sex  cancer 
growths,  disappears  after  the  removal  of  the  tumor. 
If  prolan  A recurs  in  the  urine,  the  cancer  has 
produced  metastatic  secondary  sex  cell  cancer  in 
some  part  of  the  body.  Ewing  says  this  is  evidence 
of  cancer  as  a general  systemic  disease.  Your  tech- 
nician can  always  give  valuable  information  in  these 
cases.  Technicians  are  available  within  air  mail  or 
regular  means  of  communication. 


The  grading  of  cancer  as  developed  by  Broders 
has  become  of  practical  importance  in  prognosis  and 
also  in  treatment.  This  grading  is  based  largely 
on  the  ability  of  the  individual  cancer  cells  to 
develop  characteristics  possessed  by  the  normal 
adult  cells  of  the  tissue  from  which  the  cancer 
originated.  For  instance,  a squamous  cell  epithe- 
lioma will  produce  cells  similar  to  normal  epithelium 
and  show  keratinization  and  pearly  bodies,  but 
still  they  are  cancer  cells  and  not  normal  cells.  Also 
basal  cell  epithelioma  will  produce  differentiated 
cells  in  addition  to  cancer  cells.  Melanoepithelioma 
produces  some  differentiated  cells.  That  is,  these 
cells,  differentiated  and  malignant,  are  mixed  in 
the  malignant  growth  and  the  degree  of  malignancy 
depends  on  the  numerical  relation  of  differentiated 
and  cancer  cells  in  the  growth. 

Undifferentiated  cells  grow  rapidly  and  possess 
irregular  h)q>erchromatic  nuclei  and  sometimes 
prominent  nuclei  and  many  mitotic  figures  which 
is  a quite  dependable  point  in  diagnosis  of  the 
degree  of  malignancy.  Broder’s  classification  de- 
pends on  the  differentiation  of  cells,  as  follows: 

Grade  I.  100  to  75  per  cent  differentiation  gives  0 to 
25  per  cent  malignancy. 

Grade  II.  75  to  50  per  cent  differentiation  gives  25  to 
50  per  cent  malignancy. 

Grade  III.  50  to  25  per  cent  differentiation  gives  50  to 
75  per  cent  malignancy. 

Grade  IV.  25  to  0 per  cent  differentiation  gives  75  to 
100  per  cent  malignancy. 

A young  man  with  a breast  tumor  was  operated  on  by 
complete  removal  of  the  tumor  but  not  the  axillary  con- 
tents. Metastases  caused  his  death  within  eighteen  months. 

A man  with  abdominal  pain  was  diagnosed  as  having 
appendicitis,  without  examination  of  the  genitalia.  A few 
months  later  a better  surgeon  diagnosed  a sarcoma  of 
the  testicle  and,  of  course,  castration  did  not  save  the 
patient’s  life.  My  mistake  was  incomplete  examination. 

A man  of  58  years,  with  little  previous  history,  developed 
gastric  pain  and  occasional  vomiting,  which  became  almost 
incessant,  and  rapid  loss  of  weight,  asthenia  and  cachexia. 
Though  one  was  slow  in  diagnosis,  only  palliative  treat- 
ment was  possible. 

An  operation  for  relief  of  obstruction  in  case  of 
gastric  carcinoma  has  given  relief  from  vomiting 
and  has  made  the  patients  comfortable  for  periods 
of  six  to  eighteen  months.  One  only  of  such  pa- 
tients failed  to  improve. 

We  will  consider  such  malignant  growths  as  we, 
the  members  of  this  society,  ordinarily  see  first, 
and  usually  early. 

Epithelioma  or  carcinoma  of  the  lip  is  a lesion 
so  evident  when  only  partly  developed  that  one 
can  scarcely  fail  to  suspect  it  on  inspection.  It  is 
usually  on  the  lower  lip,  chancre  being  a more 
common  lesion  of  the  upper  lip.  The  history  and 
physical  characteristics  about  complete  the  diag- 
nosis. Here  rarely  is  a biopsy  necessary.  It  is  not 
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well  treated  without  surgery.  It  may  be  that  a few 
roentgenologists  are  able  to  treat  and  cure  these 
lesions.  We  here  can  not,  and  such  form  of  treat- 
ment is  too  uncertain  for  our  patients.  A wide 
excision  straight  through  the  lip  without  dissection 
has  served  my  patients  without  any  recurrence  or 
metastases.  Some  years  ago  I excised  a lip  cancer 
for  H.  E.  F.,  who  had  fourteen  years  previously 
a similar  operation  with  apparent  cure. 

Should  I ever  have  a patient  in  whom  I would 
consider  a gland  dissection  advisable,  I would  ask 
him  to  consult  and  be  under  the  care  of  a surgeon 
more  skilled  in  neck  dissection.  I am  sure  that  for 
myself  I would  not  submit  to  a gland  dissection 
by  anyone  present,  though  I know  you  are  good 
surgeons  but  not  skilled  in  neck  dissection.  I am 
just  as  sure  that  I could  consent,  and  would  do  so, 
to  your  excising  a lip  cancer  for  me,  if  similar 
to  the  lip  cancers  that  I have  operated  on. 

Pigmented  mole,  a dark  brown  or  black  mole 
about  the  face,  neck  or  body,  is  always  suspicious 
of  malignancy,  so  much  so  that  good  judgment  and 
e.xperience  come  into  consideration  before  surgery. 
These  moles  become  active,  following  irritation  or 
ineffective  treatment.  If  situated  on  collar  line, 
anus  or  at  the  waistline  in  women,  they  are  apt 
finally  to  show  bleeding,  increase  in  size,  tenderness 
or  tingling,  or  pain.  This  is  the  time  that  they 
must  be  operated  on.  It  must  be  a radical  opera- 
tion. 

If  one  should  accept  a cosmetic  reason  for  re- 
moval of  such  a potentially  malignant  growth,  he 
must  cut  wide,  and  down  to  the  fascia,  and  employ 
a plastic  operation  to  close  the  skin.  Caustics,  elec- 
trolysis, COo  snow  or  imperfect  removal  increase 
the  danger.  Most  of  them  are  not  radium-  or 
roentgenosensitive.  They  must  be  completely  cut 
away.  Ordinary  moles  are  fibromata  and  not  malig- 
nant. 

Skin  cancer  of  face,  nose,  ear  or  other  portions  of 
the  skin  are  of  two  kinds,  and  while  both  are  well 
treated  by  surgery,  some  instances  may  be  well 
treated  by  radiation.  These  cancers  are  basal  cell 
or  squamous  cell  growths,  and  both  kinds  have 
been  found  in  the  same  neoplasm.  Basal  cell  can- 
cer only  very  slowly  invades  the  lymph  nodes  and 
may  be  cured  without  surgery.  But  because  the 
squamous  cell  tumor  may  be  radioresistant,  they 
should  be  treated  by  roentgen  ray  or  radium  only 
after  sufficiently  thorough  plastic  operations.  And 
here  one  must  remember  that  any  skin  cancer 
extends  laterally  often  much  more  extensively  than 
shown  by  surface  conditions.  When  a skin  cancer 
is  operable,  it  has  not  involved  the  deep  tissues 


beneath  the  true  fascia.  Hence  a wide  incision, 
straight  through  skin,  fat  and  down  to  deep  fascia, 
is  sufficient  treatment  for  such  growths  at  the  stage 
in  which  I have  seen  them. 

I have  never  treated  more  than  one  skin  cancer  with 
metastases,  that  of  an  old  friend,  a civU  engineer.  This 
pigmented  epithelioma  was  casually  diagnosed  by  me  at  a 
chance  meeting,  with  request  that  I see  him  very  soon. 
No  mention  was  made  of  surgery,  but  I had  the  impres- 
sion that  he  objected  to  it,  and  I said  that  roentgenism 
might  be  of  use  if  thoroughly  so  treated.  Without  my 
knowledge  he  was  treated  locally  with  roentgen  rays  but 
insufficiently.  He  next  answered  an  advertisement  of  the 
L.  A.  Radium  Institute  and  continued  under  their  care 
until  much  of  the  ear  was  ulcerated  from  the  radium,  or 
more  likely  from  cancerous  destruction.  When  he  returned 
to  Pocatello  and  came  under  my  care,  he  had  general 
carcinomatosis  as  shown  by  liver  and  kidney  conditions. 

My  personal  case  was  a similar  pigmented  scaly 
growth  on  the  inner  surface  of  the  concha.  One 
treatment  resulted  in  a cure  and  at  the  end  of  three 
months  there  was  a smooth  surface  with  no  scar. 
At  the  same  time  that  my  ear  neoplasm  was  most 
noticeable,  a doctor  from  a neighboring  town  had  a 
very  similar  growth  in  his  ear.  His  epithelioma  was 
treated  with  radium  so  thoroughly  that  an  ulcera- 
tion nearly  through  the  ear  resulted,  and  the  doctor 
stayed  in  Portland  several  months  to  get  the 
radium  burn  healed.  Only  a measured,  limited 
amount  of  radium  or  roentgen  ray  can  safely  be 
used  about  the  ear  for  fear  of  ulceration  or  per- 
foration. 

Some  twenty-five  years  ago  on  the  diagnosis  of  uveal- 
cancer  by  Dr.  Cook,  I enucleated  an  eye  and  received  a 
pathologist’s  report  of  cancer.  The  child  made  a good 
recovery  and  grew  up  with  no  recurrence.  Cancer  of  the 
uveal  tract,  if  diagnosed  reasonably  early,  gives  a favor- 
able diagnosis. 

A man  referred  to  me  in  1920  had  a most  obstinate  con- 
stipation. In  the  hospital  it  was  observed  that  he  had  melena. 
A colon  picture  showed  obstruction  of  the  colon  near  the 
splenic  flexure,  and  a mass  could  be  palpated  in  about  the 
same  area.  So  we  performed  a wide  excision,  including  the 
mesentery  with  its  blood  and  lymphatic  supplies.  The  man 
is  well. 

Ten  years  later  his  wife  appeared  with  a left  face  epithe- 
lioma. This  was  excised  down  to  the  fascia  and  the  area  was 
afterward  given  some  roentgen  exposures.  About  a year 
later  the  patient  returned  with  a recurrence  in  the  scar, 
naturally  the  result  of  not  wide  enough  excision.  A much 
wider  excision  was  made,  cutting  straight  down  through  the 
skin  to  the  fascia.  The  wound  healed  well  with  not  a bad 
scar.  No  adverse  report  since  that  time,  and  I last  saw  her 
in  September,  1936. 

Three  years  ago  a lip  carcinoma  came  under  my  care.  I 
planned  to  do  this  so  smoothly  with  the  electromagnetic 
knife  as  to  have  less  bleeding,  with  no  clamps  nor  ligatures 
on  the  lip.  The  charge  nurse  plugged  in  on  the  cautery  plug, 
and  on  my  question  said  that  the  apparatus  had  been 
changed  so  that  the  cautery  plug  had  to  be  used  for  cutting. 
I accepted  the  statement  and  used  the  knife  as  stated.  It 
looked  good  while  we  were  doing  it,  and  while  suturing  the 
wound.  But  the  cauterized  edges  (the  nurse  was  mistaken 
about  the  cautery  plug  for  cutting)  sutured  together,  soon 
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began  to  slough  and  at  the  end  of  ten  days  the  lip  looked 
like  an  ulcerating  cancer.  Then  the  wound  was  cleaned  and 
sutured  anew  and  a good  result,  but  unnecessarily  scarred, 
followed.  No  recurrence. 

\ lip  cancer  operated  on  in  December,  1934,  has  a sensi- 
tive point  when  touched  in  a certain  direction,  but  not  al- 
ways when  touched,  nor  when  eating  or  drinking.  This  may 
be  nerve  filaments  in  the  scar  at  the  vermilion  surface.  It  is 
difficult  to  locate  when  searching  for  it.  The  patient  himself 
can  not  often  demonstrate  it.  I hope  it  is  not  a residium. 

I have  had  a pathologist’s  diagnosis  of  tonsil  car- 
cinoma postoperatively.  Such  cases  one  has  to  de- 
cide for  himself,  and  he  should  have  an  additional 
report.  It  is  really  more  important  to  know  that  a 
mass  is  not  malignant.  I have  never  recognized  a 
cancer  of  the  larynx. 

Next  in  order  is  the  breast  cancer  of  various 
kinds,  most  of  which  varieties  must  be  diagnosed 
early.  Two  breast  cancers  in  my  practice  have  added 
to  my  surgical  mortality.  One  in  the  male,  men- 
tioned above,  lived  about  a year.  Cancer  of  the 
male  breast  seems  to  be  more  rapidly  fatal  than 
that  of  the  female.  This  may  be  because  so  much 
less  common  that  they  are  not  so  early  diagnosed. 
The  other  case  was  a palliative  minor  operation  to 
deal  with  open  lesion  in  an  inoperable  case.  Sev- 
eral recurrences  in  cases  operated  on  in  other  locali- 
ties have  come  under  my  care,  when  metastases 
have  rendered  palliative  treatment  necessary  for 
temporary  relief.  No  others  of  my  breast  tumors 
have  died  because  of  immediate  or  later  sequellae. 

If  one  is  not  prepared  to  complete  a radical  breast 
removal  in  the  cure  of  a breast  malignancy,  he 
should  not  treat  it  by  any  method.  This  operation 
is  not  so  difficult  and  it  is  the  only  cure  for  the  dis- 
ease. The  breast,  including  the  skin  of  the  same  and 
both  pectoral  muscles,  the  axillary  mass,  except 
vessels  and  nerves,  with  the  underlying  fascia  from 
axilla  to  midsternum  and  from  superior  clavicle 
margin  to  the  ensiform  level,  must  be  completely  re- 
moved. When  this  is  done,  if  the  growth  is  operable, 
a cure  may  reasonably  be  expected.  Any  of  us  may 
do  this  operation,  which  is  tedious  but  not  really 
difficult,  because  everything  is  in  plain  sight  and 
only  quick  action  and  skill  are  needed  to  control 
hemorrhage,  and  skill  and  judgment  to  outline  an 
incision  that  can  be  coaptated.  Of  course,  coaptation 
is  sometimes  not  greatly  to  be  considered.  But  to 
begin  with,  the  most  serious  judgment  comes  into 
play  in  deciding  whether  the  case  is  operable.  And 
here  a margin  of  some  degree  favors  operative  pro- 
cedure because  without  surgery  there  can  be  no 
cure.  But  it  is  certainly  a grave  surgical  error  to 
operate  on  a mammary  cancer  with  metastases  be- 
yond the  field  of  operation.  The  inoperable  cancers 
may  be  palliated  by  radium  or  roentgen  ray,  and 


in  some  instances  the  local  condition  relieved  by 
minor  surgery. 

Among  breast  cancers,  Paget’s  disease  of  the 
nipple,  starting  with  scaliness,  slight  excoriations  at 
the  base  of  the  nipple  and  resembling  eczema  of 
the  nipple,  must  be  operated  on  very  early.  In 
fact,  it  has  been  said  that  to  wait  for  a positive 
diagnosis  is  to  wait  too  long  for  a cure.  My  case 
of  Paget’s  disease,  operated  on  in  1916,  is  yet  liv- 
ing, and  my  case  diagnosed  in  1923  without  opera- 
tion is  also  still  living,  without  operation.  So  these 
diagnoses  were  fifty-fifty  and  without  mortality.  In 
justice  to  myself,  I told  the  lady  that  her  lesion 
might  be  only  eczema,  but  because  of  the  malig- 
nancy of  nipple  cancer,  I considered  it  safer  to 
diagnose  cancer  and  remove  the  breast.  She  refused 
operation,  and  like  the  Chinese  who  said  the  doctor 
saved  his  life  because  he  did  not  come  when  called, 
the  woman  is  still  living  because  the  cancer  did  not 
develop  as  I feared.  I have  not  seen  her  breasts 
since  she  came  under  the  care  of  one  of  my  medical 
friends.  Now,  reading  the  original  article,  one  can 
form  a different  idea  of  Paget’s  disease. 

The  principal  thing  I am  saying  about  breast 
cancer  surgery  is  that  it  must  be  done  thoroughly 
or  not  at  all.  Most  of  my  breast  surgery  has  been 
for  nonmalignant  growths  and  it  has  been  my  good 
fortune  never  to  have  done  a minor  breast  operation 
to  be  followed  by  metastases  or  general  carcinoma- 
tosis. 

In  our  location  we  are  situated  too  far  distant 
from  radium  and  roentgen  ray  with  their  proper 
technic  to  consider  either  in  very  many  patients, 
and  then  only  among  patients  who  can  arrange  for 
considerable  expense  and  time  following  standard 
radical  surgery.  So  surgery  is  our  only  dependence 
in  breast  malignancy.  The  early  standard  operations 
cure  and  the  prognosis  lessens  with  duration  and 
the  nature  of  the  cell  malignancy. 

Body  skin  cancers  occur  in  the  aged  and  may  be 
treated  by  roentgen  ray  or  excision  much  the  same 
as  face  cancer. 

Malignancy  of  the  pelvic  organs  is  a great  terror 
in  all  enlightened  countries.  It  must  occur  to  one 
that  the  fear  of  cancer  may  cause  more  suffering 
than  the  disease  itself.  And,  further,  women  are  not 
uncommon  victims  of  torture  in  one  way  and  an- 
other because  they  have  been  told  various  dreadful 
things  about  their  “female  organs.”  Such  fear  and 
torture  necessarily  follow  our  incomplete  state- 
ments or  the  woman’s  incomplete  understanding  of 
symptoms  designed  to  bring  the  patient  early  to 
her  physician  for  diagnosis.  A less  and  less  percent- 
age of  extensive  operations  follows  the  present  en- 
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lightened  procedure  of  biopsy  in  suspected  cancer, 
whenever  a section  can  be  safely  secured.  The  older 
surgeons  here  have  passed  through  the  period  in 
which  it  was  taught  that  a section  for  biopsy  with- 
in a few  hours  could  start  distant  metastases. 
Biopsy  section  or  aspiration  biopsy  is  considered 
safe  and  advisable. 

In  a state  meeting,  a surgeon  from  the  Woodward 
Clinic  stressed  irritation  of  the  colon  as  a cause  of 
colonic  cancer.  The  idea  was  common.  Many  ques- 
tioned the  irritation  theory.  Many  more  question  it 
now.  I asked,  “if  irritation  causes  cancer  of  the 
alimentary  canal,  why  does  cancer  so  seldom  follow 
chronic  pruritis  ani?”  He  said  there  was  greater 
irritation  in  the  colon.  He  probably  never  had 
pruritis  ani. 

Cancer  occurs  in  the  prostate.  No  tumor  of  the 
prostate  coming  under  my  care  has  caused  death 
because  of  malignancy,  and  quite  a goodly  number 
of  suprapubic  operations  have  resulted  in  no  mor- 
tality. 

Cancer  of  the  cervix  is  best  treated,  first,  by 
radiation  and  may  later  need  surgery.  Only  very 
early  cervical  malignancy  is  cured  by  primary 
hysterectomy.  Cancer  of  the  fundus,  much  more 
rare,  is  slower  to  invade  other  tissues,  very  difficult 
to  diagnose  and  should  be  cured  by  hysterectomy. 
It  may  best  be  diagnosed  by  finger  and  bimanual 
palpation,  finger  through  the  dilated  uterus  and  left 
hand  external  over  the  pelvis. 

Bone  sarcoma  is  so  malignant  that  it  remains 
almost  hopeless  and  the  only  excuse  we  can  have 
for  surgery  is  that  we  know  the  nonoperative  treat- 
ment is  fully  100  per  cent.  Yet  the  giant  cell  bone 
tumor  is  about  the  surest  of  cure.  The  only  bone 
cancer  coming  under  my  care  proved  to  be  giant 
cell  and  was  cured  by  a better  doctor.  He  or  his 
pathologist  recognized  that  it  was  giant  cell  and  it 
was  cured  by  thorough  bone  curettement. 

So  these  complete  the  varieties  of  cancer  coming 
under  the  care  of  a general  practitioner  in  Idaho, 
and  the  low  mortality  is  accounted  for  by  early 
treatment  and  some  incorrect  diagnoses,  including 
pathologists’  reports. 

In  this  summary  of  things  read  and  experienced, 
the  most  important  idea  is  the  role  of  the  general 
practitioner  in  Idaho  making  early  diagnosis  of  any 
and  all  suspicious  neoplasms.  Without  continuous 
diligent  effort  of  the  general  practitioner,  the  can- 
cer mortality  cannot  be  reduced.  Surgeons  and  reg- 
ular specialists  seem  to  do  well.  It  would  seem  we 
should  have  specialist  general  practitioners.  As  we 
approach  them  in  thoroughness  the  more  fully  we 
reduce  cancer  mortality. 


DESENSITIZATION  BY  OR.AL  ADMINIS- 
TRATION OE  POLLEN  EXTRACTS 
Robert  F.  E.  Stier,  M.D. 

Guy  Hollister,  B.S. 

SPOKANE,  WASH. 

The  treatment  of  hay  fever  and  seasonal  asthma 
by  means  of  pollen  extracts  is  recognized  as  the 
only  consistently  satisfactory  method  of  combatting 
this  distressing  group  of  symptoms.  Such  satisfac- 
tory results  are  obtainable  when:  (1)  potent  ex- 
tracts are  used,  (2)  the  botanical  makeup  of  the 
locality  is  considered,  (3)  the  proper  extracts  are 
used  in  treatment. 

We^  have  shown  that  a potent  and  stable  extract 
is  obtainable  by  using  an  unbuffered,  glycerine-salt 
solution  as  the  extracting  agent.  The  constituents 
of  this  extracting  solution  have  remained  unchanged 
except  with  experience  we  are  led  to  believe  that 
the  sodium  chloride  concentration  can  be  safely 
reduced  to  five  per  cent.  In  extracting  pollens,  one 
gram  of  pollen  is  extracted  with  100  cc.  of  the  ex- 
tracting fluid,  while  with  foods,  furs,  feathers,  etc., 
one  gram  of  this  dried  material  is  extracted  with 
10  cc.  of  the  extracting  fluid.  Higher  concentrations 
of  pollens  can  be  used  but  we  feel  that  above  3 per 
cent  of  pollen  one  does  not  increase  the  concentra- 
tion of  the  reacting  substance. 

The  results  with  hypodermic  administration  have 
been  consistently  satisfactory.  However,  some  pa- 
tients do  not  like  an  injection  of  any  kind.  Many 
patients  will  refuse  treatment  if  a hypodermic  in- 
jection is  suggested.  Parents  will  refuse  treatment 
for  children  by  the  hypodermic  method  and  the 
children  themselves  often  protest  bitterly  when  a 
hypodermic  injection  is  suggested. 

Black”  has  reported  his  personal  experiences  with 
the  oral  administration  of  pollen  extract  and  showed 
that  large  doses  could  be  given  without  danger  of 
unpleasant  symptoms.  He  showed  that  appreciable 
amounts  of  pollen  are  absorbed  through  the  in- 
testinal tract  and  can  then  be  demonstrated  in  the 
circulating  blood  as  well  as  in  the  excreted  urine. 

He  also  demonstrated  that  the  oral  administration 
of  such  pollen  built  up  a certain  amount  of  pro- 
tection because  the  nasal  mucous  membrane  was 
definitely  less  sensitive  afterward.  A later  report  “i 
showed  that  more  than  75  per  cent  of  the  cases  i 
received  a satisfactory  result,  when  treated  by  this 
method  of  administering  pollen  extracts. 

Black’s  encouraging  demonstration  led  us  to  { 

1.  stier,  R.  F.  E.  and  Hollister,  G.  L. : Comparative  i 
Study  of  Pollen  Antigens  as  Determined  by  Skin  Reaction.  . 
J.  Lab.  & Clin.  Med.  12:1139-1144,  Sept.,  1927. 

2.  Black,  J.  H. : Oral  Administration  of  Pollen  ; Clinical 
Report.  J.  Lab.  & Clin.  Med.  13:709-713,  May,  1928. 
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try  this  form  of  administration  upon  some  of  our 
organization  whom  we  could  observe  closely.  In  this 
group  are  two  of  our  technicians  and  the  wife  and 
son  of  one  of  us.  They  have  been  treated  by  oral 
administration  each  season  since  1928.  Some  have 
had  previous  hypodermic  form  of  administration 
while  others  had  nothing  but  the  oral  type  of  ad- 
ministration. 

From  our  close  study  of  these  cases  we  have 
been  able  to  observe  that  Black’s  recommended 
doses  were  too  large.  Therefore,  since  the  pollen 
is  the  most  expensive  ingredient,  it  became  less  of 
an  economic  factor  since  smaller  amounts  could 
be  used  without  detracting  from  the  satisfactory 
result  but  instead  enhanced  the  result. 

We  found  that  mild  symptoms  can  be  produced 
by  the  oral  administration,  while  the  more  severe 
reactions  are  known  to  be  provoked  by  the  hypo- 
dermic methods.  Also,  it  is  found  that,  when  the 
proper  dose  is  taken,  the  relief  is  frequently  in- 
stantaneous. We  were  also  surprised  that  some 
unbelievably  small  doses  must  be  given  to  relieve 
symptoms,  since  the  larger  doses  would  invariably 
produce  them.  It  was  apparent  very  early  in  these 
observations  that  each  patient  is  an  individual 
problem  and  a specific  dose  must  be  found  not  only 
for  one  person  but  for  that  particular  season  which 
has  its  individual  fluctuations  of  pollen  content  in 
the  air. 

These  observations  led  us  to  believe  that  the 
treatment  could  be  used  coseasonally  and  perhaps 
interchanged  with  the  hypodermic  administration. 
Consequently,  during  the  season  of  1932  we  alter- 
nated the  hypodermic  doses  of  pollen  extracts  with 
the  oral  doses  and  the  results  seemed  to  be  equally 
satisfactory  in  the  few  cases  that  were  tried  experi- 
mentally. In  one  asthmatic  we  demonstrated  defi- 
nitely that  the  same  hypodermic  dose  that  provoked 
symptoms  would  produce  asthma  when  adminis- 
tered by  mouth  on  an  empty  stomach. 

During  the  following  season  we  applied  the  treat- 
ment more  generally  to  patients  who  wished  to  go 
on  vacations  and  did  not  wish  to  be  bothered  with 
hypodermic  injections  during  these  weeks.  We  were 
able  to  keep  up  their  desensitization  with  equal  sat- 
isfaction by  the  oral  method.  One  patient  found 
her  results  much  more  satisfactory  while  in  an 
equal  pollen  contamination,  and  has  since  obtained 
a more  satisfactory  relief  from  the  oral  administra- 
tion than  she  did  during  the  years  she  had  taken 
the  hypodermic  injections  of  these  pollen  extracts. 

During  the  pollen  season  of  1934  we  felt  that 
our  experience  justified  a wider  experience,  so  we 
selected  a group  of  patients  that  we  felt  would 


follow  our  suggestions  and  furnished  them  with 
pollen  extracts  in  graduated  dilutions,  and  outlined 
their  dosages  as  seemed  indicated.  In  this  group  of 
thirty-six  patients  were  represented  all  phases  of 
pollen  sensitiveness  in  and  around  Spokane.  Twen- 
ty-seven had  taken  treatment  by  hypodermic  ad- 
ministration previously,  while  fourteen  had  either 
no  previous  desensitization  or  their  previous  ex- 
periences were  only  with  oral  administration. 

At  the  end  of  the  season  we  summarized  their 
results  as  follows: 

per  cent 


Marked  Improvement  56 

Moderate  Improvement  39 

Unimproved  5 


These  results  were  most  encouraging  and  with 
this  small  group  of  individuals  we  were  able  to 
analyze  the  results  more  completely.  We  found 
those,  in  whom  an  unsatisfactory  result  was  ob- 
tained, had  given  us  not  only  the  least  cooperation 
but  there  was  definite  indication  that  their  symp- 
toms were  aggravated  by  too  large  quantities  of 
extract.  It  is  our  opinion  that  a much  better  result 
would  have  been  obtained,  had  we  been  able  to 
advise  a rearrangement  of  dosage. 

These  results  are  confined,  of  course,  to  a lim- 
ited locality  and  under  the  control  of  one  individ- 
ual. Therefore,  they  are  only  indications  of  what 
can  be  accomplished  but  do  not  prove  its  value 
under  all  circumstances.  There  is  always  the  possi- 
bility of  a mild  hay  fever  season,  so  one  would  not 
dare  draw  definite  conclusions  from  this  small 
group  of  patients. 

With  these  results  in  mind  and  with  the  thought 
of  furthering  this  experiment,  we  were  able  to  ob- 
tain the  cooperation  of  the  doctors  of  the  North- 
west in  allowing  their  patients  to  try  this  form  of 
administration,  many  of  whom  would  not  take 
hypodermic  administration  of  any  kind.  These  pa- 
tients are  distributed  over  a wide  area,  containing 
all  kinds  of  wind  pollinated  plants.  They  included 
all  sections  of  Washington,  Oregon,  Idaho,  Mon- 
tana and  some  portions  of  Wyoming  and  Utah. 

At  the  end  of  the  1935  pollen  season  question- 
naires were  sent  out  and  the  results  herewith  re- 
ported are  based  on  the  patients’  estimate  of  the 
relief  obtained.  During  the  season  of  1936  question- 
naires were  mailed  during  the  season  so  that  we 
have  a more  accurate  estimate  of  the  progress  dur- 
ing the  active  pollen  season.  We  realize  statistics 
can  be  made  to  suit  the  particular  problem  but  we 
are  reporting  as  the  patient  reported  to  us.  We 
also  realize  that  a patient’s  report  may  be  swayed 
by  his  enthusiasm,  giving  us  the  impression  that 
he  obtained  a very  excellent  result.  On  the  other 
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hand,  there  are  other  patients  who  are  known  to 
have  had  a satisfactory  result,  yet  report  it  unsat- 
isfactory because  it  did  not  come  up  to  their  100 
per  cent  expectancy.  These  are,  nevertheless,  re- 
corded as  the  patients  reported  their  results. 

During  the  1935  pollen  season  oral  desensitizing 
treatment  was  furnished  to  200  patients  and  an 
analysis  of  the  questionnaire  returns  from  135 
showed  the  following  results: 

per  cent 


Marked  Improvement  32 

Moderate  Improvement  40 

Unimproved  28 


During  this  pollen  season  only  one  questionnaire 
was  mailed  at  the  end  of  the  season.  From  the  ob- 
servations and  suggestions  made  to  us  it  was  evi- 
dent that,  by  contacting  these  patients  more  fre- 
quently during  the  season  and  helping  them  with 
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their  specific  problem  of  regulating  and  rearrang- 
ing their  doses,  a more  satisfactory  result  was  pos- 
sible. 

During  the  season  of  1936,  oral  desensitizing 
treatment  was  furnished  269  patients.  A question- 
naire was  mailed  to  each  patient  during  June, 
August  and  at  the  close  of  the  season  in  November. 
The  following  results  are  tabulated  from  the  re- 
ports of  213  patients  who  received  desensitization 
only  by  the  oral  administration. 

These  reports  are  analyzed  as  shown  in  chart  1. 
The  results  are  contrasted  according  to  the  type 
of  sensitization  and  the  relief  obtained. 

It  is  indicated  that  the  grass  sensitizations  ap- 
parently respond  more  favorably  to  this  form  of 
desensitization  as  compared  with  the  patients  who 
are  sensitive  only  to  the  late  pollinating  group, 
namely,  Russian  thistle,  sagebrushes  and  pigweeds. 
On  the  other  hand,  those  patients  who  are  sensitive 


to  many  groups,  such  as  the  grasses  and  a com- 
bination of  the  late  groups,  seem  to  respond  almost 
as  favorably  as  those  who  are  sensitive  only  to  the 
grasses.  This  indicates  to  us  the  possibility  that  the 
increased  number  of  unsatisfactory  results  among 
these  late  groups  may  be  due  to  a treatment  that 
is  not  as  inclusive  as  it  should  be.  It  might  also 
be  suggested  that  these  cases  coming  at  a time  of 
the  year  when  a continuous  dry  period  exists,  and 
with  the  addition  of  irritating  atmospheric  dusts, 
there  is  presented  an  additional  problem  that  may 
not  be  under  the  control  of  any  pollen  desensitiza- 
tion. 

However,  when  the  entire  group  is  considered,  we 
find  that  78  per  cent  of  these  patients  obtain  a 
satisfactory  result  when  treated  by  oral  adminis- 
tration of  pollen  extracts.  Such  results  compare 
very  favorably  with  the  results  obtained  by  hypo- 
dermically administered  extracts. 

It  has  been  our  impression  that  the  degree  of  re- 
lief from  hay  fever  or  asthmatic  symptoms  is  in- 
fluenced by  other  factors  than  pollens.  When  one 
compares  a group  of  patients  who  gave  a history 
of  having  symptoms  of  hay  fever  or  asthma  during 
the  winter  months,  when  no  atmospheric  pollen 
exists,  with  the  cases  where  symptoms  are  strictly 
seasonal,  it  is  interesting  to  note  that,  instead  of 
78  per  cent  of  satisfactory  results,  the  average  num- 
ber of  cases  decreases  to  68  per  cent  in  the  entire 
group  of  347  cases  treated  during  the  season  of 
1935  and  1936.  Therefore,  we  must  be  forced  to 
the  conclusion  that,  when  symptoms  of  hay  fever 
or  asthma  occur  outside  of  the  pollen  season,  one 
can  expect  at  least  a 10  per  cent  reduction  in  the 
satisfactory  results. 

It  has  been  our  experience  with  the  hypodermic 
method  of  treatment  that  our  best  results  are  ob- 
tained where  the  treatment  is  given  perennially 
or  at  least  preseasonally.  The  reports  were  also 
analyzed  from  this  standpoint.  Those  patients 
who  received  treatment  before  the  onset  of  symp- 
toms were  compared  with  a group  who  received 
treatment  after  symptoms  were  established.  The 
comparative  results  show  that  75  per  cent  of  the 
patients  who  received  the  treatment  preseasonally 
obtained  a satisfactory  result  as  compared  with  80 
per  cent  who  were  treated  coseasonally. 

The  patients  who  took  treatment  for  two  succes- 
sive seasons  showed  the  same  average  satisfactory 
result,  namely,  88  per  cent  obtained  a satisfactory 
result  in  1935  as  well  as  in  1936.  However,  a closer 
analysis  shows  that  some  of  the  unsatisfactory 
cases  in  1935  obtained  a satisfactory  result  in 
1936.  However,  among  the  1936  unsatisfactory 
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group  are  several  who  had  a most  satisfactory  re- 
sult in  1935,  yet  were  most  unsatisfactory  during 
1936.  In  two  of  these  patients  new  pollen  sensitiza- 
tions were  discovered  quite  late  in  the  season  and 
during  the  short  remaining  season  the  dose  could 
not  be  satisfactorily  adjusted. 

The  size  of  dose  taken  during  the  season  seems  to 
be  a variable  factor.  The  smallest  dose  was  three 
to  four  drops  of  a 1-100,000  dilution  taken  every 
two  to  three  days,  while  the  maximum  size  of  dose 
was  twenty-one  drops  of  a 1-100  dilution  that  was 
required  once  a day.  The  largest  number  of  patients 
reported  that  a quantity  of  the  1-100  dilution  was 
required  daily.  An  occasional  individual  required 
this  dose  two  times  a day  or  as  infrequently  as  once 
a week.  Therefore,  one  size  of  dose  cannot  be 
applied  to  all  patients. 

Symptoms  can  be  produced  by  this  treatment 
just  as  those  produced  by  the  hypodermic  treat- 
ment. However,  during  no  part  of  our  experience 
have  serious  accidents  such  as  an  anaphylactic 
shock  been  reported.  Such  symptoms  as  production 
of  mild  hay  fever,  mild  asthma,  diarrhea,  irritated 
eyes,  nausea,  headache,  stuffy  nose,  dizziness,  ec- 
zema were  reported  when  too  large  a dose  was 
taken.  We  tried  to  make  it  plain  to  these  patients 
that  symptoms  can  be  produced  and  impressed 
upon  them  the  idea  of  caution,  even  though  no 
severe  reactions  have  been  reported. 

.An  attempt  was  made  to  get  the  patients’  pref- 
erence of  the  oral  as  compared  with  the  hypoder- 
mically administered  dose.  Only  forty-five  of  the 
patients  who  had  both  types  of  treatment  expressed 
any  opinion.  One  individual  had  poor  results  with 
both  the  h)p)odermic  as  well  as  the  oral  methods. 
Sixteen  had  equally  good  results  with  both  forms 
of  administration.  Nineteen  preferred  the  oral 
method,  one  remarked  that  he  had  received  twice 
as  much  relief  with  this  method  of  administration. 
Two  volunteered  that  their  relief  was  improved 
25  per  cent  over  the  hypodermic  form  of  adminis- 
tration. In  several  instances  an  unsatisfactory  or 
partial  result  was  obtained  from  the  hypodermic 
form  of  administration  for  several  years  but  the 
results  were  most  satisfactory  when  the  extracts 
were  given  orally.  On  the  other  hand,  eight  pre- 
ferred the  hypodermic  method  because  their  result 
was  much  more  effective  by  this  method.  In  one 
instance  it  was  necessary  to  revert  to  the  hypoder- 
mic treatment  because  of  an  unsatisfactory  result. 

We  have  applied  this  oral  method  of  desensitiza- 
tion to  other  sensitizations  than  pollens.  These  in- 
clude patients  who  were  sensitive  to  horse  hair,  rab- 


nnmfiari.sm 


nf  Rp.lifif  ObTampH  nuring  RntirR  Study 


MarKed 

Imfjrov'errient 


Moderate 

iTiiprovement 


L«j(ri4 

ISS  i-  - ^6  cases 
I 1 19 •‘IM- 

BSSa  19^6  ~ ZiJ  CiStS 
Avcra.^t-?yrs 


Relief 

Unsatisfactoo' 
Less  Than 
fo  % 


Relief 

Satisfactorj' 
Better  Than 


Chart  2. 


bit  hair,  guinea  pig  hair,  flaxseed,  orris  root,  wheat, 
milk,  egg,  peanut,  etc.  The  reports  from  these  pa- 
tients thus  treated  have  been  favorable  but  we 
have  not  made  an  exacting  survey.  Such  an  analy- 
sis will  be  the  subject  of  a further  report. 

SUMMARY 

Therefore,  to  summarize,  we  call  your  attention 
to  the  chart  2,  summarizing  the  results  from  year 
to  year  and  the  average  percentage  of  results  ob- 
tained. 

Because  of  its  use  in  a reasonable  number  of 
cases  in  a widely  distributed  area  and  under  all 
kinds  of  atmospheric  pollen  conditions,  we  feel 
we  are  justified  in  concluding  that: 

1.  The  oral  administration  of  pollen  extracts 
gives  comparable  results  with  those  cases  treated 
by  hypodermic  methods. 

2.  The  ease  of  administration  makes  it  accept- 
able to  all  ages  of  patients,  especially  those  who 
are  adverse  to  hypodermic  injections.  For  this  rea- 
son it  should  appeal  to  those  treating  sensitizations 
in  children. 

3.  The  margin  of  safety  is  wider  in  this  form 
of  administration. 

4.  The  dose  may  be  administered  when  office 
treatment  is  not  available  and  offers  the  advan- 
tage of  being  always  available  when  required. 

5.  This  form  of  treatment  gives  as  satisfactory 
relief  in  coseasonally  treated  patients  as  those 
treated  preseasonally,  with  indication  that  results 
are  better  in  the  coseasonally  treated  group. 

6.  Doses  must  be  individualized  to  suit  the  par- 
ticular need  of  the  patient  and  season. 

7.  Other  sensitizations  than  pollens  can  be  de- 
sensitized by  the  oral  route  as  satisfactorily  as  by 
the  hypodermic  administration. 
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ONE  HUNDRED  YEARS  OF  PROGRESS  IN 
MEDICINE 

Harold  M.  F.  Behneman,  M.D. 

SAN  FRANCISCO,  CALIF. 

{Concluded) 

The  advance  in  knowledge  in  the  basic  sciences 
of  medicine,  such  as  physiology,  bacteriology,  pa- 
thology and  chemistry,  has  been  far  beyond  the 
fondest  hopes  of  physicians  of  the  last  century. 
The  aids  we  have  now  in  our  diagnostic  studies 
are  of  infinite  value;  there  are  so  many  of  them 
that  unfortunately  the  young  doctor  of  today 
doesn't  need  the  sharp  eyes,  sensitive  hands  and 
keen  hearing  of  his  predecessors  in  order  to  make 
a name  for  himself  as  a diagnostician.  The  roentgen 
ray,  the  electrocardiograph,  the  metabolism  tester, 
the  skin  and  blood  tests,  and  many  other  methods 
have  been  added  to  our  office  equipment  in  the 
progress  of  medicine.  In  the  treatment  of  medical 
diseases  and  the  mechanics  of  surgery  innumerable 
life-saving,  pain-alleviating  measures  have  appeared 
in  the  advance  of  medical  knowledge.  Examples  are 
new  and  safer  anesthetics,  general,  local  and  par- 
ticularly spinal. 

However,  I cannot  deny  that  the  introduction 
and  use  of  these  advances  has  increased  the  cost 
of  medical  care.  But  it  has  been  better  medical  care 
than  ever  before.  Some  of  the  steps  in  our  progress 
have  cost  human  lives,  literally  billions  of  dollars 
and  millions  of  hours  of  unrelenting  research  of 
various  kinds.  Only  the  constant  effort  of  organ- 
ized medicine  has  resulted  in  the  decline  in  fre- 
quency and  severity  of  a large  group  of  diseases 
such  as  typhoid,  tuberculosis,  diphtheria  and  syph- 
ilis. Equally  important  is  the  recognition  of  new 
diseases.  I think  of  three  important  new  ones, 
psittacosis,  or  parrot  disease;  tularemia;  and  a 
new  type  of  jaundice  (spirochetal). 

You  have  heard  much  of  the  glands  of  internal 
secretion.  We  have  learned  more  about  their  func- 
tion and  their  near  control  of  this  human  machine 
than  we  dreamed  of;  yet  our  knowledge  of  them 
is  still  in  the  semidarkness.  Only  those  connected 
with  medicine  and  its  allied  sciences  can  realize 
the  tremendous  advances  in  our  knowledge  of  the 
chemistry  of  the  body.  There  are  new  and  success- 
ful methods  of  treatment  by  injection  of  materials 
into  the  human  tissues  and  blood  stream;  we  have 
developed  various  means  of  increasing  one’s  immu- 
nity to  disease  through  vaccines,  serums  and  anti- 
toxins. New  methods  have  brought  very  gratifying 
results  in  the  treatment  of  obesity,  of  ulcers  of  the 
stomach  and  bowel,  of  various  forms  of  cancer, 
of  arthritis  in  its  many  complex  phases,  of  diseases 


due  to  glandular  disturbances  such  as  diabetes  and 
goiter;  of  tuberculosis,  such  as  the  artificial  collapse 
of  a lung  to  give  it  rest;  of  paresis  and  other  dis- 
eases by  the  use  of  artificially  produced  fevers,  and 
so  on.  A great  percentage  of  the  population  is  sensi- 
tive to  organic  and  inorganic  substances;  the  devel- 
opment of  hundreds  of  skin  tests  has  enabled  us  to 
detect  these  substances  and  build  up  resistance 
against  them,  giving  marked  relief  in  asthma,  hay 
fever  and  digestive  disturbances. 

A very  important  development  in  medical  prog- 
ress has  been  the  identification  of  industrial  dis- 
eases, such  as  lead  poisoning,  silicosis  or  miner’s 
consumption,  mercury  poisoning,  radium  poisoning 
and  many  others.  Half  of  the  states  in  the  Union 
now  have  elaborate  laws  and  means  for  their  en- 
forcement, solely  concerned  with  the  responsibility 
and  treatment  of  industrial  injuries  and  diseases. 
Thus  the  worker  is  protected  by  law  from  disability 
due  to  his  occupation.  This  latter  movement  has 
been  chiefly  the  result  of  the  education  of  the 
people  in  medical  and  public  health  facts. 

As  a whole,  one  can  say  probably  that  the 
greatest  progress  in  medicine  has  been  made  in  the 
field  of  preventive  medicine.  The  public  health 
agencies  of  this  country  have  more  control  over 
your  daily  lives  than  you  appreciate;  all  of  that 
work  and  all  of  those  laws  are  for  the  prevention  of 
sickness  and  the  prolongation  of  human  life.  Both 
of  these  objectives  have  been  reached,  but  one 
does  not  appreciate  the  situation  properly  until 
travel  has  taken  one  to  another  country  wherein 
we  find  ourselves  afraid  to  eat  and  drink,  repelled 
by  the  lack  of  sanitation  and  aghast  at  the  illness 
existing.  We  accept  with  rare  resistance  these  mod- 
ern theories  our  government  enforces  for  our  pro- 
tection ; we  accept  because  we  have  recognized  it  as 
a measure  of  progress;  we  have  been  educated  to 
it,  and  I doubt  if  there  is  any  country  wherein 
medicine  tries  to  give  more  free  knowledge  to  the 
laity  than  in  this  country,  over  the  air,  through 
the  press  and  by  word  of  mouth. 

Organized  medicine  has  two  great  moral  obli- 
gations to  fulfill  if  it  progresses  at  all.  The  first  is 
to  bring  postgraduate  work  to  its  members,  keeping 
them  alert  to  medical  progress.  We  have  done  this 
chiefly  by  the  activity  of  three  forces:  (1)  the 
national  association  of  which  I spoke,  with  its 
component  societies  spread  throughout  each  state 
and  many  counties  of  America;  (2)  the  medical 
schools  and  hospitals  as  teaching  centers;  and  (3) 
the  numerous  libraries  from  which  we  may  obtain 
any  medical  article  regardless  of  the  country  in 
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which  it  is  published.  America’s  greatest  gift  to 
medicine  has  been  the  great  Army  Medical  Library 
in  Washington.  This  is  the  centennial  of  its  found- 
ing; it  is  the  largest  in  the  world  and  contains 
almost  a million  volumes  dealing  with  medical 
science. 

The  second  obligation  of  organized  medicine  is 
to  enlighten  the  public  as  to  what  medical  progress 
j holds  for  their  benefit.  With  such  knowledge  they 

I can  be  guided  to  honest  medical  care  and  avoid 

the  pitfalls  of  quackery  and  charlatanism. 

But  let  me  warn  you;  let  me  remind  you.  The 
vast  majority  of  these  accomplishments  have  been 
by  individual  thought  and  research.  You  have 
heard  of  Banting  and  insulin,  of  Minot  and  liver 
extract,  of  Koch  and  tuberculosis,  of  Reed,  Gorgas 
and  yellow  fever,  of  the  Mayo  brothers  and  sur- 
gical accomplishment,  of  Pasteur  and  hydrophobia, 
of  the  discoveries  of  Carrel,  Flexner,  Lister,  Holmes 
and  Beaumont.  True,  some  of  this  work  has  come 
out  of  great  institutions  because  adequate  equip- 
ment and  large  sums  of  money  are  now  necessary 
for  advancement  in  medicine.  But  after  all,  it  has 
been  the  effort  of  outstanding  individuals  behind 
our  great  discoveries,  with  the  help  of  their  loyal 
and  oft  unsung  heroic  helpers. 

You  are  now  on  the  threshold  of  a new  move- 
ment arising  in  America  as  it  is  throughout  the 
world,  that  of  socialism  in  many  things,  including 
medicine.  I beseech  you  to  consider  carefully  before 
[ you  become  a party  to  the  socialization  of  medicine. 

I realize  it  has  been  easiest  for  the  very  rich  and 
I the  very  poor  to  have  proper  medical  care,  and 
hardest  for  the  man  in  between,  a very  unfortunate 
situation,  but  one  that  will  be  worked  out  as  have 
other  economic  puzzles.  That  situation  is  the  result 
of  many  things,  a changing  world  in  general,  greater 
, education  of  the  people  in  it,  the  engulfment  of 
most  preventive  medical  measures  by  city,  county, 
state  and  federal  government,  and  a host  of  other 
factors.  Medicine  has  become  so  full  of  new  ideas 
and  discoveries  that  the  young  graduate  now  feels 
bewildered  and  hesitates  to  become  a general  prac- 
titioner. 

I am  very  sure  the  need  exists  more  now  than 
ever  before  for  the  good  old-fashioned  general  man, 
the  family  doctor.  But  the  family  doctor  has  seen 
the  completion  of  paved  highways  and  has  often 
watched  his  old  patients  ride  merrily  by  his  office 
to  the  city  specialist.  These  young  medical  gradu- 
ates have  heard  about  this,  so  they  stay  on  and 
on  in  large  hospitals,  becoming  specialists;  when 
they  qualify  as  such  they  are  nearly  thirty  years 


old;  they  want  to  charge  high  fees  for  their  invest- 
ment in  training  and  delayed  start  in  life.  In 
America  today  there  are  seventy-seven  accepted 
medical  schools  annually  training  twenty-three 
thousand  students.  We  have  to  die  off  pretty  fast  to 
make  way  for  them  when  they  graduate  and  I have 
visions  of  us  old  broken  down  specialists  going 
back  to  the  hills  where  we  probably  would  have 
been  happier  anyway.  In  1935,  5,101  graduated 
and  3,491  died. 

The  cost  of  medical  care  is  a tremendous  prob- 
lem, but  it  will  be  worked  out  to  everyone’s  ad- 
vantage in  due  time.  In  the  hysteria  that  precedes 
a crisis,  I beseech  you  to  look  before  you  leap. 
Few  relations  in  life  have  been  as  satisfactory  as  the 
personal  contact  between  doctor  and  patient.  Any- 
thing impairing  it  will  be  a boomerang  to  you  and 
society.  I’ve  tried  to  give  you  a glimpse  of  person- 
alities and  progress  in  a century  of  medicine;  it  is 
just  a glimpse,  but  surely  you  can  see  in  it  the  same 
spirit  that  took  Marcus  Whitman  into  an  uncharted 
wilderness,  to  observe,  to  create,  to  serve,  and  to 
make  this  old  world  a better  and  safer  place  to 
live  in.  That  is  the  spirit  that  will  drive  out  social- 
ism from  medicine. 

Last  year  in  this  country,  every  four  seconds 
someone  entered  one  of  our  6,246  hospitals  to 
occupy  one  of  a million  beds.  Eight  million  people 
were  admitted.  Fifteen  hundred  schools  of  nursing 
annually  turned  out  graduates  to  help  take  care 
of  them.  Many  large  medical  centers  are  in  constant 
research.  One  of  them  alone,  the  Rockefeller  Foun- 
dation, has  a capitalized  investment  of  $185,000,- 
000,  working  for  one  purpose,  the  alleviation  of 
pain  and  the  prolongation  of  human  life.  America 
leads  the  world  in  preventive  medicine,  in  stand- 
ards of  medical  education  and  in  laws  governing 
the  practice  of  medicine.  Let’s  stay  that  way. 

Your  own  state  and  your  neighbor  Oregon  are 
two  of  the  few  in  the  Union  to  have  the  Basic 
Science  law,  enacted  to  keep  out  unqualified  practi- 
tioners of  the  healing  arts.  Don’t  let  any  force 
undermine  such  laws;  ask  yourselves  whether  or 
not  proposed  changes  are  for  your  interest  or  selfish 
interests,  for  progression  or  retrogression  in  medi- 
cal science.  Doctors  of  medicine  aren’t  getting  rich; 
forty  per  cent  of  a physician’s  work  in  this  country 
is  free;  the  average  net  income  of  American  physi- 
cians last  year  was  under  twenty-five  hundred  dol- 
lars. The  medical  profession  is  in  a quandary  con- 
cerning medical  care.  We  are  searching  for  a solu- 
tion and  it  will  be  found  with  your  help.  Man  has  a 
mind  as  well  as  a body;  his  mental  state  not  only 
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results  from,  but  can  cause  discomfort  and  suffer- 
ing. Your  doctor  has  often  been  your  lawyer,  your 
minister,  your  confidant;  he  has  known  your  emo- 
tions, your  problems  and  your  individual  self.  If 
you  wish  that  relationship  to  continue,  if  you  wish 
medicine  to  progress  as  it  has,  beware  of  socializa- 
tion in  medicine. 

The  degree  of  civilization  in  any  community 
parallels  closely  the  health  of  body  and  mind  of 
that  population.  We  still  recollect  with  awe  the 
culture  of  Greece  and  Rome  centuries  ago;  until 
modern  times  no  race  surpassed  them;  they  had 
numerous  temples  of  health,  practically  palaces, 
accommodating  several  thousand  people,  partaking 
of  the  oldest  forms  of  treatment  known  to  man — 
heat,  hydrotherapy,  massage,  sunlight,  exercise  and 
dieting.  When  the  tides  of  misfortune  destroyed 
those  temples  of  Aesculapius,  a remarkable  civiliza- 
tion went  the  way  of  all  flesh. 

History  is  full  of  larger  countries  and  greater 
numbers  of  ancient  and  medieval  people  in  them, 
but  in  each  case  where  health  and  disease  were 
controlled  by  superstition,  witch-craft,  quackery 
and  charlatanism,  the  progress  of  those  inhabi- 
tants was  limited.  “It  is  hardly  an  exaggeration  to 
summarize  the  history  of  four  hundred  years  by 
saying  that  the  leading  idea  of  a conquering  nation 
in  relation  to  the  conquered  was,  in  1600,  to  change 
their  religion;  in  1700  to  change  their  trade;  in 
1800  to  change  their  laws;  and  in  1900  to  change 
their  drainage.  May  we  not,  then,  say  that  on 
the  prow  of  the  conquering  ship  in  these  four  cen- 
turies first  stood  the  priest,  then  the  merchant,  then 
the  lawyer  and  finally  the  physician?”  (A.  Lawrence 
Lowell ) . 

This  day  I have  endeavored  to  give  you  a 
glimpse  of  the  tremendous  progress  in  medicine  in  a 
century.  I regret  time  does  not  allow  me  to  imprint 
more  names  upon  your  memory,  to  describe  the 
work,  romance  and  interest  in  many  more  discov- 
eries. Medicine  could  not  have  accomplished  this 
without  your  moral,  physical  and  financial  support. 
But  you  have  seen  how  that  progress  has  been  made 
through  individual  effort,  not  the  work  of  the 
masses.  You  are  the  patient;  you  are  the  taxpayer. 
Progress  in  medicine  has  forced  a large  number  of 
us  physicians  into  specialization;  through  that 
change  you  have  had  the  benefit  of  better  care,  but 
you  have  paid  more  for  it.  In  this  present  changing 
order  of  the  world  you  are,  I know,  considering 
the  solution  to  the  problem  by  legislation,  bringing 
to  every  citizen  state  medicine,  the  opening  of  city, 
county  and  state  institutions  to  all,  whether  able 
to  pay  or  not.  Two  things  will  happen;  the  personal 


relationship  between  you  and  your  physician  will 
be  gone,  and  the  cost  of  running  these  institutions 
will  soar  to  unknown  heights.  But  you  will  decide, 
for  you  are  the  patient  and  the  taxpayer. 

In  devoting  this  day  of  the  Whitman  Centennial 
to  medicine,  you  have  honored  not  only  Marcus 
Whitman,  the  physician,  but  the  spirit  of  American 
medicine  he  represented,  the  men  in  both  crowded 
and  isolated  spots  of  the  world  who  have  observed 
the  Oath  of  Hippocrates. 

I am  deeply  conscious  of  the  rare  privilege  you 
have  afforded  me  in  my  presence  here  for  this 
memorial,  commemorative  tribute  to  a noble  char- 
acter. The  monument  you  have  erected  in  Whit- 
man’s memory  will  stand  through  time  as  a measure 
of  his  worth,  but  to  me  the  greatest  of  all  memorials 
is  the  presence  of  you  here  today,  pausing  in  the 
midst  of  your  busy  lives  to  congregate  in  tribute. 

I can  think  of  no  more  fitting  words  to  leave 
you  with  than  those  uttered  two  thousand  years 
ago  by  the  greatest  orator  of  Rome: 

“Memory  is  the  treasury  and  guardian  of  all 
things  . . . 

“The  life  of  the  dead  is  placed  in  the  memory  of 
the  living.”  — Cicero 


TOTAL  RECONSTRUCTION  OF  THE 
EXTERNAL  EAR 
J.  K.  Nattinger,  M.D. 

SEATTLE,  WASH. 

Complete  replacement  of  a congenital  or  ac- 
quired microtia  has  always  been  a difficult  surgical 
procedure,  resulting  usually  in  an  indifferent  func- 
tional as  well  as  cosmetic  result.  This  I believe  to 
be  due  to  a faulty  basic  technic. 

There  are  several  usable  methods  of  transferring 
tissue  to  the  site  of  the  external  auditory  canal  for 
use  in  forming  an  auricle.  Szymanoskie’s  is  one  of 
the  classical  types.  In  this  case  the  ear  is  formed 
from  a single  flap  of  mastoid  skin  folded  upon  itself 
with  a supportive  framework  of  formed  cartilage 
inserted  after  healing  has  taken  place.  Roberts’ 
operation  is  similar  with  the  exception  that  two 
separate  flaps  are  raised  from  the  mastoid  region 
and  turned  forward.  No  supportive  framework  is 
used  in  this  case.  The  cosmetic  results  in  both  these 
types  of  operations  are  admittedly  poor  and  the 
modifications  are  of  little  improvement. 

Ferris  Smith  prefers  to  construct  the  entire  ear 
on  the  arm  and  at  a later  date  transfer  the  formed 
ear  by  a tube  pedicle  to  its  final  site  on  the  head. 
Many  times  the  soft  parts  have  been  transferred 
from  the  arm  or  chest  to  the  head  and  gradually 
have  been  built  up  in  place. 
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All  these  methods,  however,  have  the  fault  that 
the  ear  is  far  too  thick  to  permit  a final  good  result. 
Only  rarely  can  a rigid  upright  auricle  be  main- 
tained, and  in  addition,  frequent  shrinkage  adds  to 
the  distortion  and  deformity.  In  using  mastoid  skin 
for  both  surfaces  of  the  ear,  much  hair-bearing  skin 
is  used,  which  detracts  from  the  final  result.  In  cases 
where  there  is  an  auricular  appendage  containing 
some  buried  cartilage,  the  above  methods  may  be 
modified  to  utilize  the  remnants. 

The  method  which  I have  used  and  which  has 
given  very  satisfactory  results  is  based  upon  the 
use  of  a cartilage  graft  from  a member  of  the  im- 
mediate family.  If  possible  this  graft  is  taken  from 
the  mother’s  ear,  generally  using  the  upper  three- 
fourths  of  the  cartilage  and  taking  it  well  down  to 
the  auditory  meatus  so  as  to  include  all  of  the 
concha.  In  case  the  mother’s  cartilage  is  not  avail- 
able, that  of  any  other  member  of  the  family  may 
be  used.  It  is  of  advantage  that  the  blood  grouping 
of  the  donor  and  the  recipient  be  the  same  but  it 
is  not  essential  in  all  cases. 

The  great  advantage  in  using  this  piece  of  carti- 
lage lies  in  the  fact  that  we  have  tissue  histologically 
and  architecturally  fitted  for  the  foundation  of  the 
new  ear.  It  gives  the  operator  an  exact  form,  it  is 
of  normal  thickness,  and  its  strength  and  flexibility 
cannot  be  improved  upon  for  this  particular  site. 

TECHNIC 

After  routine  surgical  preparation  of  the  donor’s 
ear,  an  incision  is  made  along  the  outer  margin  of 
the  helix  down  to  the  cartilage,  and  the  skin  is 
stripped  off  both  sides,  exposing  the  cartilage  as 
far  as  is  necessary  to  procure  the  piece  previously 
mapped  out.  The  cartilage  is  now  removed  and 
placed  between  two  layers  of  gauze  moistened  in 
warm  saline. 

A p>ocket  is  now  made  over  the  mastoid  region 
large  enough  to  accommodate  the  graft  which  is 
then  fitted  beneath  the  skin  flap  after  all  bleeding 
has  been  controlled.  Pressure  dressings  are  used  to 
mold  the  skin  to  the  irregularities  of  the  graft. 

After  satisfactory  healing  has  taken  place  (which 
requires  from  two  to  three  weeks)  the  pocket  is 
reopened  and  converted  into  a flap  composed  of  a 
thin  layer  of  mastoid  skin  and  a posterior  layer  of 
the  implanted  cartilage. 

The  raw  areas  on  the  posterior  surface  of  the 
cartilage  and  the  mastoid  wound  are  covered  with 
a thick  razor  graft  and  held  in  place  with  a stent 
mold  and  pressure  dressings.  At  the  time  the  skin 
grafting  is  done,  a very  small  tube  flap  is  pre- 
pared in  the  preauricular  region  immediately  in 
front  of  the  tragus.  If  the  resulting  wound  is  under- 


mined and  sutured  to  produce  vertical  tension,  a 
projection  will  result  that  will  closely  simulate  the 
normal  tragus. 

Allowing  the  razor  graft  ten  days  to  two  weeks 
to  permit  complete  healing,  the  dressings  may  be 
removed  and  at  the  same  time  the  lower  attach- 
ment of  the  tube  flap  may  be  freed  from  its  base 
and  swung  around  over  the  superior  and  outer 
margins  of  the  ear  to  form  a rolled  helix.  Many 
minor  plastic  maneuvers  may  now  be  done  such 
as  freeing  the  lobe  and  adjusting  the  prominence 
of  the  ear.  This  is  guided  by  excision  of  sections 
of  the  superior  and  inferior  margins  of  the  razor 
graft  on  the  posterior  surface  of  the  ear. 

In  the  absence  of  infection  this  procedure  will 
result  in  a well-formed  ear  that  is  not  markedly 
thicker  than  the  normal  or  original  ear.  The  color 
and  texture  of  the  anterior  surface  skin  is  quite 
normal  in  appearance.  The  posterior  surface  skin 
will  of  necessity  be  a lighter  color  than  the  sur- 
rounding skin  but  fortunately  most  of  this  will  be 
hidden  by  the  ear  itself.  Often  it  is  helpful  to  ad- 
just the  ear  to  lie  quite  close  to  the  head  as  an 
aid  in  covering  the  defect,  the  opposite  or  normal 
ear  being  likewise  adjusted.  The  contour  of  the 
helix,  tragus  and  concha  should  be  well  marked. 

The  skin  of  the  donor’s  ear  may  decrease  in  size 
by  as  much  as  half,  but  if  this  involves  the  mother, 
the  defect  is  easily  hidden  by  appropriate  hair 
dressing.  reports* 

Case  1.  Miss  M.  L.  J.,  age  6 years.  Suffered  traumatic 
loss  of  the  upper  three-fourths  of  the  left  ear  in  a car 
accident.  Emergency  treatment  effected  a suture  of  the 
lower  one-fourth  of  the  ear  and  lobule  to  the  raw  area  so 
that  the  remnants  projected  horizontally  from  the  head. 
Primary  operation  restored  the  remnants  to  a normal  posi- 
tion and  closed  all  raw  surfaces.  One  month  later  the  sec- 
ondary operation  was  done,  at  which  time  a cartilage  graft 
was  taken  from  the  mother’s  ear  exactly  approximating  in 
size  the  portion  traumatically  lost  by  the  patient.  A mas- 
toid flap  was  raised  and  the  graft  routinely  implanted. 
Three  weeks  later  the  flap  and  graft  were  raised,  and  mak- 
ing use  of  a long  pedicle,  the  graft  was  swung  into  place. 
All  raw  surfaces  were  razor  grafted.  Results  excellent. 

Case  2.  Mr.  H.  L.  K.,  boy,  age  10.  Congenital  absence 
of  both  ears  with  no  visible  external  auditory  canals  al- 
though the  bony  canal  and  internal  ear  showed  on  roentgen 
negatives.  Using  the  mother  as  donor,  the  entire  cartilage 
was  removed  from  one  ear,  and  after  suitable  planning  it 
was  embedded  beneath  the  mastoid  skin.  After  three  weeks 
the  skin  with  the  cartilage  was  turned  forward.  In  this 
case  sufficient  hairless  mastoid  skin  was  present  to  permit 
folding  the  margins  of  the  flap  over  the  edge  of  the  carti- 
lage partially  to  cover  the  back  of  the  ear,  thus  forming  a 
good  helix.  Raw  areas  of  the  mastoid  region  and  posterior 
surface  of  the  ear  were  razor  grafted.  The  unformed  por- 
tion of  the  helix  was  devised  from  a tube  pedicle  flap  lying 
anterior  to  the  ear  by  detaching  its  inferior  end  and  swing- 
ing it  upward.  After  two  weeks  the  superior  attachment 

• The  cases  reported  in  this  article  were  done  by  the 
author  under  the  supervision  of  Sir  Harold  Gillies  in  the 
London  Clinic,  London,  England,  1935-’36. 
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was  freed  and  swung  toward  the  concha  to  form  the  helix 
SUMMARY 

In  the  cases  presented  the  basic  principle  in- 
volved is  that  of  providing  the  new  ear  with  a 
support  that  is  fundamentally  fitted  for  this  pur- 
pose. Ear  cartilage  is  the  ideal  graft  in  that  it  is 
already  of  a proper  shape  and  size.  It  is  thin,  it 
grafts  easily,  and  seemingly  bears  intrinsic  prop- 
erties that  prevent  its  absorption. 

It  has  been  found  that  a graft  of  this  type  will 
maintain  its  size  and  shape  perfectly  in  the  mas- 
toid location,  while  frequently  the  same  cartilage 
implanted  beneath  the  skin  of  the  chest  wall  or 
elsewhere  will  be  absorbed  within  a few  weeks. 

Once  the  graft  is  obtained,  the  steps  required 
to  implant  it  and  its  subsequent  swinging  into  posi- 
tion are  a matter  of  almost  routine  technic.  The 
vital  part  of  the  entire  procedure  is  to  have  all 
the  steps  of  the  operation  definitely  mapped  out 
so  that  when  the  graft  is  finally  swung  into  place 
it  will  remain  without  tension. 

Frequently  this  type  of  graft  can  be  used  where 
there  is  a substantial  rudimentary  ear  remaining. 
Such  remnants  may  be  used  after  the  major  graft- 
ing to  provide  the  helix  and  helix  minor,  which 
obviates  the  necessity  of  making  a tube  flap  for 
these  parts.  Bits  of  buried  cartilage  may  be  moved 
about  beneath  the  skin  to  form  a tragus. 

In  the  event  that  there  is  no  external  auditory 
meatus,  the  canal  may  be  constructed  first  and  the 
graft  so  placed  that  when  it  is  swung  forward  it 
will  lie  directly  over  the  opening. 

The  razor  grafted  area  over  the  mastoid  region 
may  again  be  available  for  use  as  a flap  after  a 
period  of  six  weeks  if  further  material  is  necessary. 

INFIRMARIES  IN  STATE  EDUCATIONAL 
INSTITUTIONS 
Clarence  A.  Smith,  M.D. 

SEATTLE,  WASH. 

Many  do  not  realize  the  provisions  which  have 
been  established  in  our  higher  state  institutions  of 
learning  for  protecting  and  promoting  the  health 
of  the  students.  In  all  of  our  state  universities  and 
state  colleges  within  the  past  year  or  two  new  in- 
firmaries have  been  erected,  manned  and  equipped 
according  to  modern  methods  for  the  scientific 
supervision  and  treatment  of  the  students  entrusted 
to  their  care.  With  suitable  corps  of  medical  at- 
tendants and  professional  nurses,  these  institutions 
are  prepared  for  early  recognition  of  diseases  and 
their  treatment,  for  the  speedy  cure  of  the  indi- 
vidual and  prevention  of  extension  of  disease  to 
others. 

It  is  well  known  that  among  assemblies  of  people. 


as  in  educational  institutions,  contagion  spreads 
most  rapidly,  and  alertness  is  constantly  necessary 
to  recognize  and  check  all  diseases  of  this  charac- 
ter. In  the  treatment  of  medical  and  surgical  con- 
ditions the  purpose  is  to  extend  to  minor  cases  the 
treatment  which  is  necessary,  but  major  surgery 
and  prolonged  diseases  are  assigned  to  city  hospi- 
tals under  the  care  of  practicing  physicians.  The 
benefits  resulting  from  early  diagnosis  are  nowhere 
displayed  with  greater  emphasis  than  in  the  sys- 
tematic examinations  for  tuberculous  infection 
which  has  become  an  established  procedure  in  all  of 
these  institutions.  It  is  within  a comparatively  few 
years  that  the  role  of  incipient  tuberculosis  has  been 
thoroughly  appreciated  and  recognized,  its  detec- 
tion in  its  incipiency  having  resulted  in  the  saving 
of  many  lives  and  the  elimination  of  exposure  to 
large  bodies  of  students.  The  recognized  modern  and 
advanced  methods  of  diagnosis  and  early  treatment 
are  exemplified  in  all  of  these  institutions  under 
consideration. 

A brief  review  is  presented  of  each  of  these 
state  infirmaries,  with  a summary  of  their  facilities 
and  methods  of  administration,  which  it  is  believed 
will  be  of  interest  to  the  profession. 

UNIVERSITY  OF  OREGON 

University  of  Oregon  at  Eugene  occupied  its  new 
building  at  the  beginning  of  the  school  year.  It  was 
built  for  exclusive  use  of  students  at  the  University, 
designed  for  ordinary  medical  and  hospital  care  for 
the  usual  acute  and  communicable  diseases. 

The  building,  erected  at  a cost  of  $125,000  from 
combined  state  and  P.  W.  A.  grants,  is  a two  story 
structure,  the  first  floor  being  occupied  by  doctors’ 
offices  and  nurses’  work  rooms,  with  physical  ther- 
apy, roentgen  apparatus  and  laboratory  on  the  first 
floor.  The  second  floor  contains  twenty-six  beds, 
with  no  provision  for  major  surgery  or  the  various 
specialties  in  medicine.  There  has  been  an  average 
of  from  fifteen  to  twenty  patients  treated  per  day 
except  during  the  winter  influenza  epidemic  when 
the  number  was  increased  to  fifty.  Naturally,  the 
most  common  t}qDe  of  ailment  is  acute  upper 
respiratory  infection. 

The  staff  of  the  infirmary  consists  of  three  full 
time  physicians,  of  whom  Fred  M.  Miller  is  chief, 
and  seven  nurses  devoting  full  time  to  their  duties. 
When  necessary,  physicians  from  the  city  are  called 
in  consultation,  and  the  infirmary  staff  works  in 
perfect  harmony  with  them. 

UNIVERSITY  OF  WASHINGTON 

At  University  of  Washington  in  Seattle  the 
new  infirmary  was  opened  for  use  at  the  beginning 
of  the  current  student  year.  It  is  a four-story  steel 
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Infirmary  at  University  of  Oregon,  Eugene. 


Infirmary  at  Oregon  State  Agricultural  College,  Corvallis. 


and  cement  structure,  133  by  50 
feet.  It  was  constructed  at  a cost 
of  $200,000.  On  the  main  floor  are 
physicians’  offices,  reception  rooms, 
laboratory  and  roentgen  equip- 
ment, pharmacy  and  accommoda- 
tions for  care  of  clinical  and  am- 
bulatory cases.  The  second  and 
third  floors  are  equipped  for  pa- 
tients, with  some  specially  built 
beds  6^  feet  in  length  to  accom- 
modate the  modern  student  giants. 

The  infirmary  without  crowding 
can  care  for  seventy-five  bed  pa- 
tients, which  was  the  number  dur- 
ing the  winter  influenza  epidemic, 
while  ordinarily  the  number  is 
about  forty.  Last  year  bed  patients 
numbered  1,292,  ambulatory  pa- 
tients 47,306,  tuberculosis  cases 
71.  Beside  ordinary  ambulatory 
cases  minor  surgery  and  medical 
cases  requiring  a few  days  hospital- 
ization are  treated,  while  major 
surgery  and  prolonged  diseases  are 
referred  to  city  hospitals  and  phys- 
icians. 

The  infirmary  is  in  the  care  of 
David  C.  Hall  as  director,  who  has 
served  the  university  for  nearly 
thirty  years.  In  addition  there  is  a 
staff  of  four  physicians,  seven 
nurses,  a technician,  beside  neces- 
sary clerical  assistants,  all  of  whom 
are  on  full  term  service.  To  main- 
tain the  infirmary  each  student 
pays  one  dollar  a quarter,  which 
has  proved  sufficient  until  the  last 
year  when  the  cost  reached  $1.12 
a student.  The  growth  of  this  de- 
partment has  corresponded  to  that 
of  the  university.  Since  1919  bed 
patients  have  increased  from  300 
to  1300,  ambulatory  cases  from 
7,000  to  47,000. 

UNIVERSITY  OF  IDAHO 

The  infirmary  of  University  of 
Idaho  in  Moscow  has  recently  been 
completed,  and  is  recognized  as  the 
outstanding  modern  building  of 
that  city.  It  was  built  by  the  aid 
of  P.W.  A.  at  a cost  of  $118,000. 
It  is  a fireproof,  sound-proof  build- 
ing, built  of  steel  and  concrete. 


Infirmary  at  University  of  Idaho,  Moscow. 
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Half  of  the  first  floor  is  devoted 
to  clinical  facilities,  about  one  in 
seven  or  eight  students  coming  for 
treatment  being  bed  patients.  Nor- 
mal capacity  is  thirty-one  beds, 
which  can  be  doubled  in  emergen- 
cies. The  out-patient  department 
includes  reception  and  treatment 
rooms,  emergency  surgery,  phar- 
macy and  laboratory.  Roentgen 
equipment  and  other  features  will 
be  added  later.  Preparations  are 
made  for  major  surgery  on  the 
third  floor  if  this  should  be  consid- 
ered necessary.  A sun  porch  for 
convalescents  and  other  features 
are  contemplated. 

The  staff  consists  of  two  part- 
time  physicians,  C.  O.  Armstrong 
and  J.  H.  Einhouse,  with  five  full- 
time nurses.  Treatment  is  confined 
to  minor  diseases  and  minor  sur- 
gery, major  cases  being  referred  to 
city  hospitals  and  physicians.  Each 
student  pays  $4  per  semester  for 
this  service. 

The  embarrassing  situation  is 
that  the  infirmary  is  completed 
without  provision  for  its  equip- 
ment, an  additional  $40,000  being 
needed  for  this  purpose.  A bond  issue  passed  by  the 
recent  legislature  to  provide  equipment  was  vetoed. 

OREGON  STATE  AGRICULTURAL  COLLEGE 

Oregon  State  Agricultural  College  at  Corvallis 
has  recently  opened  its  new  infirmary,  constructed 
at  a cost  of  $115,000.  It  is  a three-story,  fire-proof 
brick  building.  On  the  ground  floor  are  dining  room, 
kitchen,  heating  and  refrigeration  plants,  the  second 
floor  containing  dispensary,  administration  offices, 
pharmacy,  clinical  and  roentgen  laboratories,  minor 
surgery,  physicians’  consultation  and  examining 
rooms.  On  the  third  floor  are  thirty  beds  in  two  and 
four  bed  wards,  for  patients  requiring  general  medi- 
cal care  or  isolation  for  contagion  and  communi- 
cable diseases.  The  average  number  of  infirmary 
bed  patients  per  day  is  fifteen,  the  average  per  day 
of  dispensary  patients  being  160.  The  hospital  is 
administered  by  D.  C.  Reynolds,  medical  director. 

Services  rendered  consist  of  medical  examinations 
of  different  classes  for  detection  of  disease  and  gen- 
eral physical  conditions.  Vaccinations,  inoculations, 
tuberculin  tests  and  blood  examinations  are  regu- 
larly administered.  Careful  medical  and  sanitary 
examinations  are  carried  out  among  students  and 


employees.  Infirmary  care  to  the  extent  of  five  days 
per  term  per  student  is  given  for  contagious  diseases 
and  general  medical  conditions  requiring  hospital- 
ization. 

STATE  COLLEGE  OF  WASHINGTON 

State  College  of  Washington  at  Pullman  has  re- 
cently opened  the  Einch  Memorial  Hospital,  named 
in  honor  of  John  A.  Einch  of  Spokane  who  con- 
tributed liberally  for  its  construction.  It  is  a three 
story  brick  structure  containing  twenty-four  rooms 
for  patients.  In  addition  to  the  usual  provisions  for 
administration  purposes,  nurses’  quarters  and  re- 
ception rooms,  quarters  are  provided  for  clinical 
examinations  and  treatment  for  minor  ailments. 
Patients’  rooms  are  equipped  with  modern  provi- 
sions for  hospital  care. 

The  hospital  is  directed  by  the  campus  physician, 
iMary  Turner,  who  is  constantly  on  duty,  aided  by 
^Irs.  Myrtle  Mount,  superintendent,  and  four 
nurses.  During  the  past  year  481  bed  patients  w^ere 
treated,  there  being  15,092  office  treatments.  The 
hospital  is  supported  through  a small  fee  levied  on 
each  student  which  entitles  him  to  office  treatment 
and  medicine,  bed  patients  paying  $1.50  per  day. 
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EDITORIAL 

CONTROL  OF  SYPHILIS 

Publicity,  which  has  recently  been  accorded  the 
subject  of  syphilis  in  magazine  articles  and  the 
daily  press,  fostered  largely  by  Surgeon  General 
Parran  and  other  public  officials,  has  served  to  de- 
velop among  the  laity  a consciousness  of  this  dis- 
ease which  has  not  hitherto  existed.  Stress  has  been 
laid  on  the  necessity  of  early  diagnosis  and  the 
possibility  of  prophylaxis  by  proper  administration 
of  treatment.  The  ban  which  has  hitherto  existed 
against  free  and  open  discussion  of  venereal  dis- 
ease has  been  abated  by  this  publicity  and  now 
the  public  is  seeking  for  information  and  knowl- 
edge as  to  the  proper  treatment  of  the  appalling 
and  deplorable  consequences  of  this  devastating 
disease. 

Unfortunately  many  medical  practitioners  are 
not  adequately  informed  as  to  the  details  of  modern 
scientific  treatment  of  syphilis.  This  information 
was  not  known  or  available  during  the  student  days 
of  a large  proportion  of  our  doctors.  The  intensive 
study  of  the  problem  has  been  practically  confined 
to  the  urologists  and  the  general  practitioners  who 
first  encounter  syphilitic  cases  are  not  prepared  to 
treat  them  in  the  most  approved  manner.  In  order 
to  meet  this  situation  and  extend  the  necessary 
aid  and  information  to  the  general  practitioners  it 
devolves  upon  the  state  health  officials  to  meet  this 
emergency  and  extend  the  needed  professional  ad- 
vice. 

In  Washington  this  problem  has  been  assumed  by 
the  Social  Hygiene  Committee  of  the  State  Medical 
Association  in  cooperation  with  the  State  Depart- 
ment of  Health.  A syphilis  clinic  has  been  estab- 
lished at  Providence  Hospital,  Seattle,  the  opening 
of  which  will  occur  on  May  19.  It  will  cover  King, 
Pierce,  Kitsap,  Clallam  and  the  eastern  half  of  Jef- 
ferson counties.  The  purpose  is  to  assist  physicians 
with  diagnostic  problems  involving  syphilis  and 
treatment  problems  as  to  procedures,  reactions  and 
similar  subjects.  The  personnel  of  the  clinic  will 
comprise  a dermatologist,  syphilologist,  neurologist, 
internist  and  ophthalmologist. 


Only  patients  referred  by  physicians  will  be  re- 
ceived. Each  patient  must  have  an  appointment 
which  can  be  arranged  by  communicating  with  the 
committee,  giving  a resume  of  the  case  and  stating 
the  problem  necessitating  consultation.  The  clinic 
day  will  be  the  third  Wednesday  of  each  month,  the 
patients  appearing  on  the  following  Saturday,  this 
time  being  allowed  for  the  completion  of  laboratory 
procedures.  The  patient  will  be  charged  an  admit- 
tance fee  of  $2  covering  necessary  expenditures. 
Roentgenograms  will  be  made  at  cost,  about  $2 
each;  electrocardiograms  when  necessary  will  be 
furnished  at  cost.  If  consultation  is  desired  for  a 
patient  unable  to  afford  transportation,  mainten- 
ance in  Seattle  for  four  days  and  the  admission 
fee,  the  circumstances  can  be  explained  to  the 
committee  and  necessary  provision  can  be  made. 
Correspondence  concerning  this  clinic  should  be 
addressed  to  Social  Hygiene  Committee,  Providence 
Hospital,  Seattle. 


CORONARY  SCLEROSIS  AMONG 
PHYSICIANS 

Whoever  has  noted  medical  obituaries  during  re- 
cent years  has  been  impressed  with  the  frequency 
of  cardiac  and  circulatory  diseases  being  assigned 
as  causes  of  death.  One  has  often  wondered  whether 
this  frequency  were  excessive  in  the  medical  pro- 
fession as  compared  with  that  in  other  occupations. 
Attention  has  often  been  called  to  the  fact  that 
cardiac  disease  among  all  classes  of  people  seems 
to  be  more  prevalent  than  formerly,  which  has  been 
assigned  to  strenuous  mode  of  life  and  excesses 
of  various  sorts  which  are  so  universally  prevalent. 
An  interesting  observation  on  the  incidence  of 
coronary  sclerosis  is  given  by  Smitffi  who  studied 
a series  of  cases  at  The  Mayo  Clinic.  His  report 
covers  six  groups  of  patients,  each  of  which  con- 
tained about  three  hundred  individuals.  It  shows 
coronary  sclerosis  existing  among  thirty-three  physi- 
cians, sixteen  bankers,  fourteen  lawyers,  fourteen 
clergymen,  eight  laborers  and  eight  farmers.  This 
excessive  incidence  among  physicians  is  most  strik- 
ing. The  study  having  been  made  of  such  a large 
group  of  individuals,  it  suggests  the  query  whether 
its  prevalence  is  universal. 

The  report  discusses  the  reasons  for  such  ex- 
treme involvement  in  the  medical  profession.  It  is 
noted  that  the  physician’s  intensive  schooling  as 
compared  with  other  professional  men  exhausts  a 
great  deal  of  his  nervous  energy  before  he  begins 

1.  Smith,  H.  L. ; Incidence  of  Coronary  Sclerosis  among 
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his  life  work.  The  nature  of  his  daily  practice  calls 
for  the  expenditure  of  great  nervous  energy.  The 
routine  responsibility  in  caring  for  acute  injuries, 
severe  disease,  complicated  surgery,  childbirth  and 
other  tasks  presents  a continuous  problem  which 
may  be  as  intensive  as  that  of  the  banker  when 
there  is  a run  on  his  bank.  Every  physician  has 
treated  patients  who,  for  many  years  leading  active 
vigorous  lives  in  splendid  health  when  they  met 
financial  reverses  and  were  subject  to  constant 
worry  or  anxiety,  developed  rapid  and  fatal  car- 
diac disease.  Undoubtedly  the  experiences  of  the 
physician  with  coronary  sclerosis  is  comparable  to 
such  a situation.  The  diagnosis  of  cardiac  and  cir- 
culatory disease  which  appears  so  frequently  in  the 
aged  has  been  attributed  to  the  prolongation  of 
life  which  is  so  notable  in  recent  years,  enabling 
patients  to  reach  the  age  when  circulatory  and 
cardiac  degeneration  become  inevitable.  This,  how- 
ever, is  not  the  condition  of  coronary  sclerosis 
which  is  now  under  discussion.  If  any  lesson  is  to 
be  taken  from  this  consideration  it  is  an  appeal 
to  the  medical  profession  to  develop  as  much  as 
possible  a spirit  of  equanimity.  Some  physicians 
cultivate  the  ability  to  cast  aside  the  oppressive 
worry  and  anxiety  arising  in  daily  practice,  en- 
abling them  to  obtain  good  sleep,  normal  digestion 
and  circulatory  regularity.  Fortunate  is  the  man 
who  is  able  to  attain  this  condition  of  placidity. 


POSTGRADUATE  INSTRUCTION 
The  benefits  to  be  derived  from  systematic  post- 
graduate lectures  has  become  so  evident  that  in 
many  sections  of  the  country  this  form  of  instruc- 
tion has  become  firmly  established.  In  the  Pacific 
Northwest  these  extension  courses  are  offered  for 
the  coming  months  with  series  of  lectures  on  perti- 
nent subjects  which  ought  to  attract  the  interest 
of  the  profession  wherever  they  are  scheduled.  In 
the  order  of  their  occurrence  attention  is  called 
first  to  the  summer  school  clinics  of  the  Vancouver 
Medical  Association  presented  June  22-25.  Well 
known  members  of  the  profession  in  various  parts 
of  the  country  will  discuss  subjects  of  interest  to  all 
practitioners.  During  July  Pacific  Northwest  Medi- 
cal Association  will  hold  its  annual  meeting  at 
Great  Falls,  Mont.  It  is  needless  to  remind  the  pro- 
fession of  the  programs  which  this  organization 
has  presented  in  past  years.  Reference  to  their 
published  program  will  testify  to  the  merit  of  those 
scheduled  for  this  course  of  lectures.  Also  during 
July,  19-23,  the  twenty-first  annual  course  of  lec- 
tures under  auspices  of  the  University  of  Wash- 


ington will  be  presented  in  Seattle.  The  faculty,  to 
consist  of  Carlson,  Lisser,  Middleton  and  Walters, 
is  a guarantee  of  the  quality  of  information  offered 
by  this  course  of  instruction.  References  to  pages 
145  and  13  of  this  issue,  where  these  courses  of 
lectures  are  outlined,  will  give  further  information 
as  to  details  of  lecturers  and  the  subjects  which 
they  will  cover.  These  courses  of  instruction  are 
recommended  for  careful  consideration  to  all  in- 
terested in  the  latest  advances  in  medical  science. 


MEDICAL  NOTES 


The  .American  Board  of  Ophthalmology  has  established 
a preparatory  group  of  prospective  candidates  for  certifi- 
cation who  will  be  assisted  in  ophthalmologic  study  so  that 
they  may  become  acceptable  candidates.  Any  graduate  or 
undergraduate  of  an  approved  medical  school  is  eligible. 
The  fee  for  application  for  membership  will  be  ten  dollars. 
Information  and  advice  will  be  available  on  application  to 
John  Green,  M.D.,  Secretary,  3720  Washington  Blvd.,  St. 
Louis,  Mo. 

Vacancies  for  CCC  Physicians.  Two  vacancies  exist  for 
employment  of  civil  physicians  with  camps  of  Civilian  Con- 
servation Corps  of  Fort  Missoula  district.  The  position  is  that 
of  contract  surgeon  who  must  reside  in  the  camp.  The  sal- 
ary is  $225  per  month,  with  contract  for  one  year.  Anyone 
interested  can  obtain  further  information  by  communicating 
with  District  Surgeon,  CCC,  Fort  Missoula,  Montana. 


OREGON 

Alumni  AssocL'\tion,  University  of  Oregon  Medical 
School,  held  one  of  its  most  successful  annual  meetings  in 
Portland,  March  8-10.  They  had  the  largest  attendance  in 
its  history.  Special  features  were  the  noon  round  table 
luncheons,  exceedingly  well  attended  with  as  many  as  one 
hundred  at  one  of  them.  Nearly  two  hundred  were  present 
at  the  annual  banquet.  The  program  consisted  chiefly  of 
clinics  held  at  Multnomah  County  Hospital  covering  a great 
variety  of  medical  and  surgical  subjects,  presented  by  mem- 
bers of  the  association,  chiefly  from  Portland  with  some 
from  other  cities.  Several  lectures  were  delivered  by  Karl  A. 
Meninger  on  neurologic  and  psychiatric  subjects  which  ex- 
cited much  interest. 

E.  E.  N.  T.  Postgraduate  Course.  The  Oregon  .Academy 
of  Ophthalmology  and  Otolaryngology  sponsored  a course  of 
study  in  Portland  the  week  of  April  S.  This  postgraduate 
course  was  aided  by  the  presence  of  C.  S.  O’Brien,  profes- 
sor of  ophthalmology  at  University  of  Iowa  and  W.  J. 
McNally  of  the  department  of  rhinology  and  otolaryngology 
of  McGill  University,  Montreal.  Lectures  were  given  at  the 
Medical  Dental  Building  in  the  forenoon  and  clinical  demon- 
strations were  held  at  University  of  Oregon  Medical  School 
in  the  afternoon. 

Hospital  Escapes  Serious  Fire  Damage.  St.  Charles 
Hospital  at  Bend  suffered  small  damage  March  16  when  a 
fire  of  undetermined  origin  started  in  a clothes  chute.  Flames 
shot  up  the  chute  toward  the  roof  but  prompt  action  on  the 
part  of  the  fire  department  prevented  their  spread  to 
other  parts  of  the  building.  .Attendants  were  prepared  to 
evacuate  the  building  but  such  action  was  not  necessary. 
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New  Hospital.  The  new  hospital  at  Silverton,  largely 
made  possible  by  the  will  of  the  late  Jerome  Morley,  was 
dedicated  April  11.  Governor  Charles  Martin  presided  at  the 
ceremonies.  The  new  hospital  is  unique  in  these  times  of 
government  aid  in  that  it  is  entirely  a local  project  and  has 
received  no  outside  help.  The  building  carries  twenty-five 
beds  and  is  completely  equipped  with  all  modern  hospital 
necessities. 

Elected  to  Prominent  Office.  T.  Homer  Coffen  of 
Portland  was  elected  a member  of  the  Board  of  Governors 
of  the  .\merican  College  of  Physicians  at  the  recent  annual 
meeting  held  in  St.  Louis. 

Steiner  Resigns.  R.  E.  Lee  Steiner,  for  30  years  head 
of  the  psychopathic  hospital  at  Salem,  has  resigned,  the  res- 
ignation to  become  effective  July  1.  The  post  will  be 
filled  by  John  E.  Evans,  long  assistant  superintendent.  Dr. 
Steiner  has  been  associated  with  state  activities  for  forty- 
nine  years.  Governor  Martin  expressed  extreme  regret  in 
accepting  the  resignation  since  Dr.  Steiner  has  been  so  long 
connected  with  state  work. 

Hospital  Reopens.  The  hospital  at  Forest  Grove,  which 
has  been  closed  for  several  months,  has  been  reopened  and 
will  be  under  the  direction  of  Mrs.  Flora  Hunter  Knight. 

Smallpox  in  Oregon.  The  Oregon  State  Board  of  Health 
announced  that  eighty-five  cases  of  smallpox  were  reported 
in  January  and  eighty-nine  in  February.  Widespread  vacci- 
nation is  urged. 

E.  E.  Getzlaff,  who  for  the  past  two  years  has  practiced 
at  Salem,  has  moved  to  Stayton. 

WASHINGTON 

Health  Officers  Wanted.  Legislation  recently  enacted 
will  make  funds  available  to  help  support  health  activities 
in  various  counties  of  Washington.  As  rapidly  as  possible  the 
State  Department  of  Health  has  made  training  available 
for  physicians  desiring  to  become  full  time  health  officers. 
To  be  eligible  for  such  training  one  must  have  reached  his 
thirty-sixth  birthday.  In  some  instances  physicians  have  not 
been  available  who  could  qualify  for  such  positions  when 
they  have  been  requested  by  health  officers  for  certain 
counties.  In  order  to  be  prepared  for  such  emergencies  the 
State  Department  of  Health  is  looking  for  eligible  physicians. 
Applicants  should  state  age,  experience,  training,  associations 
and  other  facts.  Applications  should  be  sent  to  Donald  G. 
Evans,  Director  State  Board  of  Health,  Alaska  Building, 
Seattle. 

Best  Social  Security.  Gov.  Martin  has  stated  that 
Washington  has  “the  best  social  security  legislation  of  any 
state  in  the  union,  with  a balanced  program  aiding  both 
elderly  persons  and  needy  youths.”  This  was  in  connection 
with  the  first  annual  meeting  of  the  Washington  .Associa- 
tion for  the  Care  of  Crippled  Children  in  Seattle,  .April  26. 
It  was  reported  that  1,005  crippled  children  have  been  ex- 
amined during  the  past  year. 

County-City  Health  Program.  There  has  been  pro- 
longed discussion  in  Bellingham  over  the  establishment  of 
a county-city  health  program  which  the  State  Department 
of  Health  has  attempted  to  introduce.  Supporters  of  the 
plan  contend  that  modern  sanitary  methods  are  needed  in 
the  whole  county  as  well  as  the  city.  Since  the  plan  is  sup- 
ported by  county  commissioners  and  the  city  board  of 
health,  its  completion  is  anticipated. 

New  Health  Officer.  Alfred  E.  Eyres  has  accepted  the 


position  of  county-city  health  officer  for  Walla  Walla.  He 
expects  to  reorganize  and  modernize  service  of  the  office 
along  lines  now  being  followed  by  the  state  department  of 
health  and  United  States  Public  Health  Service.  Care  of  in- 
digent sick  will  probably  be  handled  by  physicians  in  pri- 
vate practice  through  arrangement  with  the  medical  society. 

Mantoux  Tests  at  Marysville.  Students  at  Marysville 
High  School  are  to  be  given  opportunity  to  take  the  Mantoux 
test  for  tuberculosis.  The  survey  is  made  possible  by  the  Sno- 
homish County  .Antituberculosis  League  and  the  Washing- 
ton State  Tuberculosis  Association. 

Reappointed  Health  Officer.  Wallace  D.  Hunt  of  Seat- 
tle has  been  reappointed  King  County  health  officer  by  the 
county  commissioners.  The  new  term  is  for  a two-year 
period. 

Hospital  Board  Abolished.  After  charges  against  the 
board  of  trustees  and  considerable  unrest  among  patients  at 
the  Morningside  Hospital,  Seattle,  the  county  commission- 
ers abolished  the  board.  .All  members  of  the  board  were 
exonerated  of  blame.  The  commission  refused  to  give 
Grant  Calhoun,  superintendent,  full  authority  over  hospital 
personnel. 

Sanatorium  Extension.  Work  has  started  on  the  con- 
struction of  an  administration  building  at  Oakhurst  Tuber- 
culosis Sanatorium.  It  will  cost  about  $10,000  which  has 
been  obtained  from  a campaign  carried  on  by  the  “Friends 
of  Oakhurst.”  Its  completion  will  relieve  the  crowded  con- 
dition of  the  institution. 

Clark  County  Society  Offers  Services.  Members  of  the 
Clark  County  Medical  Society  have  offered  to  furnish  their 
services  gratis  to  indigent  patients  at  the  county  hospital. 
.At  the  present  time  the  county  physician  alone  cares  for 
such  patients.  It  is  felt  by  the  society,  however,  that  improve- 
ment wilt  result  if  the  hospital  has  a staff  composed  of  those 
in  active  private  practice. 

Skagit  Society  Agrees  on  Fees  for  Indigents.  An  agree- 
ment has  been  signed  by  the  county  commissioners  and  the 
trustees  of  the  Skagit  County  Medical  Society  which  sets 
forth  fees  to  be  paid  in  charity  cases.  The  fee  schedule  is  as 
follows;  major  operations,  $35.00;  assistant’s  fee,  $5.00;  ton- 
silectomy,  $15.00;  X-rays,  one-half  of  state  schedule;  ob- 
stetrics, $30.00;  house  call,  $1.50;  office  call,  $1.00. 

New  Superintendent.  Mrs.  Margaret  Smith,  long  and 
well  known  by  the  medical  profession  of  Seattle,  and  who 
for  a period  of  years  has  been  in  charge  of  the  surgery  at 
Seattle  General  Hospital,  has  been  appointed  superintendent 
of  Shelton  General  Hospital. 

Well  Known  Doctor  Honored.  John  H.  O’Shea,  well 
known  and  prominent  member  of  the  Spokane  profession, 
has  received  the  honorary  degree  of  Doctor  of  Laws  from 
Gonzaga  University.  His  many  friends  congratulate  him 
for  the  honor  which  has  been  bestowed  upon  him. 

J.  W.  Doughty  Honored.  Members  of  the  staff  and  em- 
ployes of  Northern  State  Hospital  held  a party  March  15  in 
honor  of  Dr.  Doughty,  the  date  marking  the  thirtieth  an- 
niversary of  his  association  with  state  institutional  work. 
Most  of  this  time  he  has  spent  as  superintendent  of  the  hos- 
pital at  Sedro  Woolley.  A ship  model,  replica  of  the  Santa 
Maria,  was  presented  to  the  guest  of  honor. 

Hospital  Association  Elects.  Sister  John  Gabriel  of 
Providence  Hospital,  Seattle,  was  elected  president  of 
Washington  State  Hospital  Association,  April  1.  Gordon 
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Gilbert  of  Maynard  Hospital,  Seattle,  was  named  secretary- 
treasurer. 

Milburn  Querna  has  opened  an  office  in  Spokane,  where 
he  intends  to  practice  gynecology  and  obstetrics. 

John  R.  Campbell,  formerly  of  Tacoma,  has  moved  to 
Prosser  for  practice. 

Weddings.  Charles  D.  Kimball  and  Mrs.  Helen  Esary 
were  married  in  Seattle  March  20.  Keith  Burns  of  Seattle 
and  Margaret  Benson  of  Fletcher  Bay  were  married  March 
27.  N.  E.  Magnussen  and  Evelyn  Baltzer  were  married 
in  Seattle  March  21. 

IDAHO 

State  Board  Examination.  Spring  examinations  of  the 
Idaho  Medical  Examining  Board  were  held  at  Boise  .\pril 
6-9.  Sixteen  candidates  were  examined. 

.Addition  to  State  Hospital.  The  crowded  condition  of 
the  state  hospital  at  Orofino  has  necessitated  enlargement. 

new  building,  to  accommodate  one  hundred  patients, 
will  soon  be  started.  The  cost  will  be  $107,000,  authorized 
at  the  recent  legislative  session. 

C.  M.  T.  C.  Examiners  Chosen.  Physical  examination 
of  applicants  for  Citizen’s  Military  Training  Camps  are  to 
be  made  by  C.  F.  Magee  and  J.  H.  Einhouse  at  Moscow,  L. 
J.  Stauffer  at  Priest  River  and  G.  I.  TenBrook  at  Post  Falls. 
Most  of  the  applicants  from  the  Idaho  area  will  serve  at 
Fort  George  Wright,  Washington. 

County  Physician  .Appointed.  Don  S.  Numbers  of  Mc- 
Call has  been  appointed  county  physician  for  Valley  county. 
Duties  of  the  office  have  been  expanded  to  cover  the  entire 
county. 

Smallpox  .at  Caldwell.  .A  minor  epidemic  of  smallpox 
has  broken  out  at  Caldwell  and  a campaign  of  vaccination 
has  been  started. 

Diphtheria  in  Bannock  County.  Two  cases  of  diphtheria 
have  been  discovered  at  Tyhee.  No  difficulty  is  anticipated 
in  controlling  the  spread  of  the  disease. 

N.  Kenneth  Jensen,  who  has  completed  two  years  hos- 
pital service  in  St.  Louis,  has  located  for  practice  at  Rupert, 
where  he  will  take  charge  of  the  practice  of  his  brother, 
Earl  C.  Jensen,  during  his  absence  from  the  city. 

George  E.  Davis,  who  has  practiced  for  the  past  two 
years  at  Parma,  has  moved  to  New  Plymouth,  where  he 
has  taken  over  the  practice  of  G.  D.  Dygert. 

George  Davis  of  Parma  will  take  over  the  practice  of  G. 
W.  Dygert,  who  is  leaving  New  Plymouth  for  Oakland, 
Calif. 

W.  C.  Terry,  who  formerly  practiced  at  Sublette,  Kan- 
sas, has  located  for  practice  at  Rexburg. 

OBITUARIES 

Dr.  Thomas  Wynne  Watts  of  Portland,  Ore.,  president 
of  the  Oregon  State  Medical  Society,  died  March  26,  aged 
58.  He  was  born  in  Delhi,  Louisiana,  in  1879.  After  gradua- 
tion from  Louisiana  State  University  he  received  his  medical 
degree  from  Kentucky  University  Medical  Department,  in 
1906.  Following  graduation  he  served  as  interne  in  Kentucky 
University  Hospital.  He  then  became  associated  with  United 
States  Public  Health  Service.  He  was  stationed  at  various 
times  at  Cleveland,  Ohio,  Galveston,  Texas,  and  Frontera, 
Mexico.  From  1907  to  1911  he  practiced  in  Central  .America 
and  in  1912  returned  to  the  United  States  to  study  derma- 


tology at  New  York  Skin  and  Cancer  Hospital.  He  moved  to 
Portland  in  1913  and  has  practiced  his  specialty  there 
since.  He  was  elected  president  of  the  Oregon  State  Medical 
Society  for  1936-37.  Gradually  failing  health,  however,  pre- 
cluded his  active  fulfillment  of  duties  and  on  March  24  he 
tendered  his  resignation  to  the  Council. 

Dr.  Howard  R.  Keylor  of  Walla  Walla,  Wash.,  died  at 
his  home  March  27,  aged  76  years.  He  was  born  in  Ohio 
October  9,  1860,  and  came  to  Walla  Walla  in  early  child- 
hood, receiving  his  preliminary  schooling  in  Whitman  Col- 
lege. He  graduated  from  College  of  Physicians  and  Sur- 
geons, Baltimore,  in  1882  and  began  the  practice  of  medi- 
cine in  Walla  Walla  the  same  year.  .A  man  of  unusual  talent, 
his  ability  was  soon  recognized  and  he  became  widely  known 
throughout  the  Northwest  as  an  able  and  successful  surgeon. 
He  served  two  terms  as  a member  of  the  State  Board  of 
Medical  Examiners,  acting  as  secretary  of  the  Board.  In  ac- 
tive practice  for  almost  55  years,  he  established  a record  in 
his  community  for  length  of  service  as  a physician.  .A  man  of 
keen  mentality,  sound  judgment  and  magnetic  personality 
he  stood  at  the  head  of  his  profession  in  Walla  Walla  for 
many  years.  He  was  especially  kind  to  the  younger  physi- 
cians and  his  advice  and  counsel  were  always  at  their 
disposal.  He  was  an  Overseer  of  Whitman  College  for  years 
and  was  prominently  identified  with  civic  affairs. 

Dr.  .Alvin  B.  Stone  of  The  Dalles,  Ore.,  died  March  20  in 
a Pendleton  hospital,  aged  57.  He  was  born  in  Athena,  Ore., 
in  1879  and  received  his  medical  education  at  University  of 
Oregon,  where  he  was  graduated  in  1902.  He  left  Athena 
in  1906  and  lived  for  several  years  in  Portland.  He  moved  to 
The  Dalles  in  1917,  where  he  was  in  active  practice  until  a 
short  time  before  his  death. 

Dr.  j.  j.  Raaf,  of  Pocatello,  Idaho,  died  .April  9 from  a 
sudden  attack  of  heart  ailment  while  working  in  his  garden, 
aged  65  years.  He  was  born  near  Grandview,  Indiana,  in 
1872.  He  received  his  medical  degree- from  Barnes  Medical 
College  at  St.  Louis,  Mo.,  in  1898,  later  studying  in  New 
York  and  Chicago  hospitals.  For  a time  he  practiced  at 
Caruthersville,  Mo.,  and  for  fourteen  years  at  Halley, 
Idaho.  He  located  for  practice  at  Pocatello  in  1917. 

Dr.  j.  L.  Elwood,  of  Maupin,  Ore.,  died  .April  6,  aged  . 
69.  He  had  been  in  poor  health  for  a number  of  months. 
He  was  born  in  Ohio  and  received  his  education  at  Ensworth 
Medical  College,  St.  Joseph,  Mo.,  where  he  graduated  in 
1892.  Shortly  after  graduation  he  settled  in  Gardener,  Ore., 
but  after  four  years  moved  to  Tygh  Valley.  He  was  at  the 
latter  location  for  seventeen  years,  then  moved  to  Maupin, 
where  he  practiced  for  twenty-two  years. 

Dr.  .Archibald  Rowan  McCracken,  of  Seattle,  died 
-April  24,  as  the  result  of  injuries  suffered  in  a fall  several 
months  ago,  aged  67  years.  He  obtained  his  medical  degree 
from  the  University  of  Michigan  Medical  School  in  1901. 
.After  serving  interneship  at  Harper  Hospital  at  Detroit  he 
located  in  Seattle  in  1902.  He  was  a conscientious,  depend- 
able practitioner.  He  took  a leading  part  in  church  work, 
and  had  many  friends  within  and  without  the  profession. 

Dr.  Frederick  J.  Doherty  of  Medical  Lake,  Wash.,  died 
suddenly  of  heart  disease,  March  18,  aged  56.  He  received  his 
medical  degree  from  Medical  Faculty  of  Trinity  University, 
Toronto,  in  1903.  He  had  lived  for  a number  of  years  at 
Toronto,  prior  to  coming  to  Medical  Lake,  where  he  had 
practiced  for  the  past  four  years. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 

Central  Willamette  Medical  Society  held  its  regular 
monthly  meeting  at  Albany,  April  1.  A dinner  was  served  at 
Hotel  .Albany,  after  which  the  paper  of  the  evening  was 
given  by  John  H.  Labadie  of  Portland  on  the  subject,  “Prac- 
tical Problems  in  the  Diagnosis  and  Treatment  of  Some 
Common  Skin  Eruptions.” 

H.  R.  Kauffman  of  Toledo,  who  had  presented  his  resig- 
nation at  the  last  meeting,  reconsidered,  and  the  society 
voted  to  retain  him  as  president. 

LANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  E.  L.  Zimmerman;  Secty.,  E.  D.  Furrer 

Lane  County  Medical  Society  held  its  regular  monthly 
meeting  at  Osburn  Hotel,  Eugene,  .April  16. 

Short  reports  were  given  by  Glenn  Morgan,  I.  R.  Fox  and 
E.  D.  Furrer  on  their  recent  postgraduate  study  at  The  Mayo 
Clinic,  Rochester.  Many  of  the  newer  scientific  findings  in 
medicine  as  practiced  at  The  Mayo  Clinic  were  discussed. 
The  remainder  of  the  evening  was  devoted  to  business. 

The  next  meeting  in  May  will  be  a social  one,  at  which 
time  members  will  entertain  their  wives  at  a dinner  and 
program  of  entertainment. 

WASHINGTON 

CLARK  COUNTY  MEDICAL  SOCIETY 
Pres.,  R.  L.  Lieser;  Secty.,  C.  B.  Cone 

The  regular  meeting  of  Clark  County  Medical  Society  was 
held  at  Clark  County  Country  Club  on  .April  13,  with  fifteen 
active  members  present. 

The  speakers  of  the  evening  were  as  follows:  Sherman 
Rees  on  “Intestinal  Obstruction  from  X-ray  Plates”;  H.  M. 
Wiswall  on  “Fascial  Transplants”;  J.  C.  Broughter  presented 
a case  of  Infantile  Scurvy ; General  discussion  followed  the 
presentation  of  the  subjects. 

Officers  of  the  society  are  R.  L.  Lieser,  President;  C.  B. 
Hutt,  Vice-president;  Carl  B.  Cone,  Secretary-Treasurer,  all 
of  Vancouver. 


COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 
Cowlitz  County  Medical  Society  met  at  a dinner  meeting 
at  Hotel  Monticello,  April  20, 

After  some  business  matters  were  taken  care  of,  D.  G 
Evans,  State  Director  of  Health,  Seattle,  gave  an  interesting 
talk  on  ways  and  means  to  increase  the  efficiency  of  public 
health  service.  His  address  was  very  interesting  and  the 
society  assured  him  they  were  behind  him  one  hundred  per 
cent  to  increase  the  efficiency  in  that  department. 

' The  auxiliary  met  at  the  home  of  Dr.  and  Mrs.  J.  F. 

: Christenson.  It  was  a business  and  social  meeting,  and  a 

book  review  was  given  of  four  chapters  of  “Man,  the  Un- 

I known,”  by  .Alexis  Carrell. 

I GRAYS  HARBOR  MEDICAL  SOCIETY 

Pres.,  K.  D.  Graham;  Secty.,  B.  O.  Swinehart 
Grays  Harbor  Medical  Society  held  a meeting  at  .Aber- 
deen, .April  20,  at  the  Morck  Hotel.  E.  B.  Riley  discussed 
rules  and  regulations  for  handling  welfare  cases  in  the 
future. 


Miss  Trunette  Freeman,  supervisor  of  the  .Aberdeen 
branch  of  the  Social  Security  Department,  considered  aids 
provided  in  preparation  for  special  duties. 

I.  R.  Watkins  presented  a paper  on  “Fractures  and  Frac- 
ture Dislocations  of  the  Spine,”  illustrated  by  roentgeno- 
grams. 

W.  L.  Curtis  presented  a paper  on  roentgen  diagnosis  of 
common  chest  disorders.  .A  general  discussion  followed  read- 
ing of  the  papers. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  a regular  meeting  in 
the  Medical  Dental  Building,  Seattle,  on  the  evening  of 
April  S,  President  V.  W.  Spickard  presiding. 

Applications  for  membership  were  received  from  John 
W.  Geehan,  Wm.  Godefroy,  Richard  T.  Haverstock,  Eugene 
B.  Potter. 

James  Hunter  spoke  on  the  unionization  of  lay  em- 
ployees in  hospitals.  Frank  Carroll  discussed  the  subject  of 
rabies  and  offered  resolutions  which  were  adopted  concern- 
ing the  muzzling  of  dogs  and  protection  against  rabies. 

The  program  consisted  of  a symposium  on  the  1937  legis- 
lative session.  The  speakers  were  J.  W.  Henderson  of 
Longview  who  served  in  the  Senate  and  R.  D.  Wiswall  of 
Vancouver  and  W.  G.  Cameron  of  Tacoma  who  were 
members  of  the  House.  Each  gave  interesting  accounts  of 
his  personal  experiences  and  discussed  bills,  some  of  which 
were  enacted  and  others  were  defeated.  C.  F.  Riddell,  at- 
torney for  Public  Health  League;  explained  the  lien  bill 
which  was  enacted  into  law.  Discussions  followed  the  re- 
marks of  all  speakers. 


LINCOLN  COUNTY  MEDICAL  SOCIETY 
Pres.,  C.  M.  Yount;  Secty.,  C.  S.  Baumgarner 
Lincoln  County  Medical  Society  held  a meeting  last 
month  at  Harrington.  The  following  officers  were  elected 
for  the  current  year:  president,  R.  J.  Sewall,  Davenport; 
vice-president,  G.  V.  Oliva,  Harrington;  secretar>-treas- 
urer,  J.  E.  Anderson,  .Almira;  delegate  to  annual  meeting 
of  state  association,  G.  H.  Howard,  Sprague;  alternate,  L. 
F.  Wagner,  Harrington. 

The  following  were  elected  to  membership  in  the  so- 
ciety: G.  V.  Oliva,  Harrington;  H.  R.  Bankerd,  Daven- 
port. 


SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  S.  W.  Holton;  Secty.,  W.'V.  King 
A meeting  of  Skagit  County  Medical  Society  was  held 
at  Oak  Harbor,  March  22.  H.  E.  Thorlakson  and  Glen 
Rotton  of  Seattle  were  guest  speakers.  The  Auxiliary  met  at 
the  same  time  and  were  entertained  after  dinner  at  the  home 
of  Mrs.  Roy  McCartney. 


SPOKANE  COUNTY  MEDICAL  SOCIETY 
Pres.,  .A.  D.  MacIntyre;  Secty.,  M.  T.  Harris. 

.At  the  first  .April  meeting  of  Spokane  County  Medical 
Society,  Noble  Wiley  Jones  of  Portland  presented  studies 
on  angina  pectoris.  He  stressed  particularly  the  frequency 
with  which  sinus  infection  is  found  to  bear  an  etiologic  re- 
lation to  angina.  Following  this  paper  Frank  Menne,  profes- 
sor of  pathology  at  University  of  Oregon,  talked  on  arterio- 
sclerosis. His  paper  was  illustrated  with  slides. 
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STEVENS  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  M.  B.  Snyder;  Secty.,  W.  J.  Stark 
A recent  meeting  of  the  Stevens  County  Medical  Society 
was  held  at  Colville.  The  following  officers  were  elected  for 
the  current  year:  W.  A.  Olds,  Colville,  President;  C.  J.  Carl- 
son, Chewelah,  Vice-president;  W.  J.  Stark,  Colville,  Secre- 
tary-Treasurer. 

IDAHO 

ID.AHO  F.ALLS  MEDIC.\L  SOCIETY 
Pres.,  J.  W.  West;  Secty.,  H.  B.  Woolley 
Election  of  officers  for  the  coming  year  featured  the 
meeting  of  Idaho  Falls  Medical  Society,  held  .\pril  2 at  Hotel 
Bonneville.  H.  E.  Guyett  was  elected  president  and  W.  R. 
West,  secretary. 


KOOTENAI  COUNTY  MEDICAL  SOCIETY 
Pres.,  O.  M.  Husted;  Secty.,  .Alexander  Barclay 
The  annual  meeting  of  Kootenai  County  Medical  Society 
was  held  in  Coeur  d’Alene,  March  26. 

The  following  officers  were  elected  for  the  ensuing  year: 
H.  H.  Greenwood,  President;  John  T.  Wood,  Vice-president; 
.Alexander  Barclay,  Secretary-Treaurer,  all  of  Coeur  d’Alene. 

Board  of  Censors:  J.  T.  Wood,  Coeur  d’Alene,  1940;  D.  E. 
Cornwall,  St.  Maries,  1939;  O.  M.  Husted,  Coeur  d’Alene, 
1938. 

Delegates  to  State  .Association  meeting:  .Alexander  Bar- 
clay; John  T.  Wood,  alternate. 

The  following  were  elected  to  membership:  Vincent  J. 
Foley,  Richard  L.  Peterson,  of  Coeur  d’.Alene,  and  C.  M. 
Schmidt  of  Spirit  Lake. 
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CARE  OF  PATIENTS  ON  RELIEF 

Portland,  Ore.,  .April  29,  1937. 

A number  of  important  matters  have  transpired  since 
the  last  communication  in  this  column.  Death  has  taken 
two  prominent  members:  Thomas  Wynne  Watts  who  was 
inducted  into  office  last  fall  as  President  of  Oregon  State 
Medical  Society,  and  Harold  B.  Myers,  .Assistant  Dean  and 
Professor  of  Pharmacology  of  University  of  Oregon  Medical 
School.  Dr.  Watts  labored  in  behalf  of  the  medical  pro- 
fession and  for  the  better  understanding  of  its  problems 
by  the  laity.  These,  together  with  the  high  ideals  for  which 
he  stood,  will  forever  redound  to  the  benefit  of  our  pro- 
fession. Dr.  Myers’  original  research,  together  with  his  out- 
standing ability  as  a teacher,  were  of  the  highest  order. 
The  medical  profession  sincerely  mourns  the  passing  of 
these  two  physicians,  for,  while  they  were  of  different  per- 
sonalities, both  were  beloved  by  their  fellows. 

Oregon  State  Medical  Society  has  appointed  a committee 
to  cooperate  with  the  Surgeon  General  of  the  United  States 
Public  Health  Service  for  the  purpose  of  syphilis  control. 
It  is  hoped  that  syphilis  may  become  rare  and  that  it  may 
ultimately  be  removed  from  its  menacing  position  to  hu- 
manity. 

Dr.  Sears,  our  president,  offered  to  C.  J.  Joy,  Chairman, 
Interim  Committee  on  Occupational  Diseases,  appointed  by 
Governor  Charles  H.  Martin,  the  services  of  our  Com- 
mittee on  Occupational  Diseases,  together  with  the  vast 
amount  of  information  which  this  committee  has.  This 
offer  was  gratefully  accepted  by  Commissioner  Joy.  The 


question  of  medical  care  for  relief  clients  has  been  a diffi- 
cult one  to  handle.  Our  lamented  colleague.  Dr.  Watts,  gave 
the  subject  a great  deal  of  time  and  thought.  Ten  sugges- 
tions have  been  made  which  briefly  are  as  follows: 

That  a full-time  county  physician  be  employed  where 
necessary  by  individual  or  adjoining  counties,  that  the  phy- 
sician so  appointed  shall  be  compensated  sufficiently  that 
he  may  give  his  full  time  to  this  service  excepting  where 
specialists  are  required,  and  that  in  remote  districts  in  very 
large  counties,  private  physicians  be  employed  on  a fee 
basis.  It  was  further  provided  that  the  full-time  county 
health  officer  should  not  be  used  for  this  work  but  that  the 
county  physician  so  appointed  may  become  the  assistant 
county  health  officer,  and  shall  provide  the  professional  care 
for  all  hospitalized  cases  except  where  specialized  services 
are  required.  He  shall  supervise  nursing  and  other  services 
in  county  infirmaries. 

In  regard  to  hospitalization,  it  was  urged  that  the  coun- 
ties should  pay  a rate  which  will  reimburse  the  hospital  for 
the  actual  cost  of  ward  care,  recognizing  that  this  varies 
in  different  localities,  but  that  such  hospitalization  should  be 
used  only  in  acute  cases  or  where  specialized  care  is  re- 
quired. It  was  further  advised  that  it  may  be  desirable  to 
establish  infirmaries  in  connection  with  county  farms  for 
the  care  of  chronic  and  convalescent  cases,  recognizing  the 
fact  that  privately  owned  nursing  homes  may  offer  a tem- 
porary solution  but  should  not  become  the  permanent 
policy.  .Adalbert  G.  Bettman, 

Editor. 


WASHINGTON 


WASHINGTON  ST.ATE  OBSTETRICAL  ASSOCLATION 
A'akima,  Wash.,  .April  26,  1937. 

It  is  generally  felt  among  medical  men  that  “anybody 
can  look  after  a confinement  case.”  The  time  has  come 
when  we  must  recognize  that  the  obstetrician  shall  occupy 
a place  more  distinctive  than  the  proctologist,  as  clear 
cut  in  medical  circles  as  the  regional  surgeon,  as  necessary 
for  the  well  being  of  the  laity  as  an  oculist,  as  prophy- 
lactily  urgent  for  the  developing  child  as  later  the  ortho- 
pedist or  the  pediatrician.  Ever  since  there  were  children, 
they  have  been  ushered  into  life  somehow;  hence,  medical 
lethargy,  ignoring  of  the  art  as  a specialty.  Because  of  this 


indifferent,  any-one-can-look-after-a-baby-case  attitude  by 
the  medical  profession,  the  laity  have  sensed  the  situation 
and  are  not  interested  in  specially  trained  attendants  before 
and  when  their  little  ones  come. 

For  several  years  there  has  been  an  undercurrent  of  feel- 
ing throughout  this  state  that  an  association  of  men  espe- 
cially interested  in  obstetrics  would  afford  an  opportunity 
for  them  to  assemble  at  stated  intervals.  .At  these  assem- 
blies individual  problems  could  be  brought  up,  and  with  the 
exchange  of  experiences  there  would  develop  a rich  friendli- 
ness and  a healthy  growth  of  obstetric  knowledge.  .Although 
the  medical  profession  appears  overorganized  with  this 
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meeting  and  that  of  one  specialty  after  another  and,  again, 
all  of  them  conjointly,  yet  to  emphasize  the  position  which 
the  art  of  obstetrics  should  demark,  a union  of  men  espe- 
cially interested  in  and  practicing  the  care  of  prospective 
mothers  is  paramount. 

A natural  expression  of  this  feeling  was  the  getting  to- 
gether of  a few  men  in  Wenatchee  early  in  December  to 
consider  organizing  an  association  of  doctors  recognized  as 
outstandingly  practicing  progressive  obstetrics.  It  was  the 
opinion  of  this  group  that  it  could  be  best  arranged  through 
the  State  Association’s  Maternal  Welfare  Committee.  With 
the  sympathetic  assistance  of  President  Crookall,  this  State 
Committee  arranged  for  a half-day  meeting  in  Tacoma, 
January  30.  The  number  attending  this  session  was  most 
gratifying.  Much  was  accomplished  in  the  way  of  organiza- 
tion and  a scientific  program.  The  organization  was  named, 
“The  Washington  State  Obstetrical  Association.”  A Consti- 
tution and  By-Laws  were  adopted  and  the  following  officers 
elected.  President,  H.  H.  Skinner,  Yakima;  Vice-President, 
R.  N.  Hamblen,  Spokane;  Secretary-Treasurer,  P.  C.  Kyle, 
Tacoma. 

The  object  of  the  Association  is  to  study  obstetric  prob- 
lems and  attempt  their  scientific  solution,  thereby  reducing 
the  mortality  among  parturient  women  and  their  children. 
There  are  to  be  three  classes  of  members:  (1)  Active: 
Those  who  have  had  at  least  five  years  experience  in  ob- 
stetrics and  are  spending  at  least  SO  per  cent  of  their  time 
in  this  work.  (2)  Associate:  Those  men  whose  obstetric 
practice  occupies  at  least  one-third  of  their  time.  (3) 
Honorary. 

There  will  be  stated  meetings  the  first  Saturday  of  April 
and  of  October  each  year.  The  meetings  will  alternate  be- 
tween the  various  cities  of  the  state.  The  meeting  and  dis- 
cussion will  be  open  to  all  practitioners  who  feel  they  have 
an  interest  in  the  solution  of  obstetric  problems.  It  shall  be 
the  duty  of  all  active  members  to  attend  meetings,  to  accept 
and  perform  duties  assigned  and  to  further  in  every  way 
the  object  of  the  Association. 

It  will  be  the  policy  of  the  .Association  not  to  have  set 
papers  except  by  invited  speakers,  but  it  is  urged  upon  all 
members  to  come  prepared  by  their  experience  and  special 
reading  to  discuss  the  subjects  presented.  All  physicians  in 


the  vicinity  of  the  city  in  which  these  sessions  are  held 
will  be  invited  to  participate  in  the  meetings.  They  are 
urged  to  feel  free  to  enter  into  the  discussions.  It  is  hoped 
by  this  method  to  make  obstetric  meetings  not  only  profit- 
able and  interesting  but  a real  worthwhile  knowledge  in  the 
subject  will  thereby  be  widely  disseminated.  Already  ar- 
rangements and  plans  are  partially  completed  for  the  next 
meeting  to  be  held  in  Spokane,  October  2. 

Hal  H.  Skinner, 

Chairman,  Maternal  Welfare  Committee. 


WOMAN’S  AUXILIARY 

Wenatchee,  Wash.,  April  26,  1937. 

Walla  Walla  Valley  Auxiliary  continues  to  lead  the  field 
in  their  educational  program  and  it  is  most  gratifying  to 
receive  their  reports  regularly  and  learn  that  they  know 
how  to  avail  themselves  of  the  press. 

Clark  County  Auxiliary  met  at  the  home  of  Mrs.  Henry 
Wiswall  for  their  April  meeting  and  had  an  excellent  pro- 
gram. Mrs.  J.  A.  Kohl,  wife  of  their  new  county  health 
officer  read  a splendid  paper  on  “The  U.  S.  Public  Health 
Service  Enemy  Number  One.”  Mrs.  John  D.  Blair  gave  a 
fine  report  on  Dr.  Parran’s  article  in  the  Readers  Digest, 
“Syphilis  Can  be  Stamped  Out.”  The  inauguration  of  a 
definite  program  for  each  meeting  has  given  their  organiza- 
tion new  life. 

Will  each  member  reading  this  column  kindly  let  her 
chairman  know  how  this  can  be  improved?  We  should 
like  to  make  it  of  real  value  to  the  organization  and  also 
know  to  just  what  extent  it  is  being  read. 

King  County  Auxiliary  spent  a delightful  evening  at  their 
April  meeting  with  dinner  at  the  Women’s  University  Club, 
followed  by  a playlet  written  and  enacted  by  members, 
which  was  enthusiastically  received.  “Land  of  Limbo”  is 
its  title  and  very  intriguing  it  sounds.  Bridge  followed, 
fifteen  tables  being  filled. 

Pierce  County  held  a meeting  at  the  home  of  Mrs.  D.  M. 
Dayton  at  which  the  speaker  of  the  afternoon  was  Dr. 
John  F.  Steele,  whose  subject  was  “How  we  Breathe,” 
illustrated  with  moving  pictures. 

Mrs.  George  E.  Hoxsey, 
Press  and  Publicity. 
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The  Diseases  of  Infants  and  Children.  By  J.  P.  Cro- 
zer  Griffith,  M.D.,  Ph.D.,  Emeritus  Professor  of  Pediatrics 
in  the  University  of  Pennsylvania,  etc.,  and  A.  Graeme 
Mitchell,  M.D.,  B.  K.  Rachford,  Professor  of  Pediatrics, 
College  of  Medicine,  University  of  Cincinnati,  etc.  Second 
Edition,  Revised  and  Reset.  1153  pages  with  293  illustra- 
tions. Cloth,  $10.00  net.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1937. 

The  fact  that  just  four  years  after  its  original  publi- 
cation a revised  and  up-to-date  second  edition  of  this 
book  is  published  calls  attention  to  the  rapid  strides  that 
have  been  made  in  the  special  field  of  pediatrics  during 
that  period  of  time.  This  is  a large  textbook,  suitable  for 
use  as  a reference  by  either  the  general  practitioner  or 
i the  pediatrist,  the  standing  of  its  coauthors  in  the  world 
of  pediatrics  assuring  the  reliability  of  its  content.  The 
I tendency,  in  discussions  of  treatment,  is  to  mention  all 


accepted  forms  of  therapy  without  recommending  any 
certain  one.  For  example,  at  the  conclusion  of  an  admir- 
able review  of  the  symptom-complex  chorea,  the  following 
statement  is  made:  “The  multiplicity  of  treatments  recom- 
mended for  chorea  indicates  that  no  one  of  them  is  par- 
ticularly efficacious.  There  is  no  convincing  evidence  that 
any  form  of  treatment  lowers  the  incidence  of  cardiac 
complications  or  reduces  the  incidence  of  recurrences.” 
This  is  a very  logical  and  conservative  attitude  and  one 
respects  the  authors  the  more  since  they  have  expressed, 
here  and  elsewhere  in  their  book,  that  rational  approach  to 
a consideration  of  the  conditions  and  diseases  peculiar  to 
childhood,  which  must  always  guide  those  who  treat 
children.  The  size  of  the  book  alone  is  an  indication  of  the 
tremendous  field  that  must  be  covered  by  those  who  would 
presume  to  write  a textbook  on  diseases  of  infants  and 
children,  and  substantiates  the  statement  that  “pediatrics 
is  the  practice  of  general  medicine  with  an  age  limit.” 

W.  B.  Seed  YE. 
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The  Ocular  Fundus  in  Diagnosis  and  Treatment.  By 
Donald  T.  Atkinson,  M.D.,  F.A.C.S.  Consulting  Ophthal- 
mologist to  the  Santa  Rosa  Infirmary  and  the  Nix  Hospital, 
San  Antonio,  Texas,  etc.  With  106  Illustrations  Including  58 
Colored  Plates.  142  pp.  of  text.  $10.  Lea  & Febiger,  Phila- 
delphia, 1937. 

This  book  is  well  published  and  w'ell  edited,  the  press- 
work  being  especially  fine.  The  first  part,  which  comprises 
the  text,  is  adequate  for  the  student  and  general  medical 
man.  The  chapters  and  subdivisions  are  well  arranged  and 
many  black  and  w'hite  illustrations  show  schematically  the 
back  of  the  eye  in  two  projections  which  are  self-explana- 
tory. In  mentioning  the  drugs  to  be  used  as  mydriatics,  it 
is  surprising  that  three  per  cent  ephedrine  is  not  included. 

The  second  part  of  the  book  comprises  colored  plates. 
Eugene  Field  says  that  “any  color,  so  long  as  it  is  red,  is 
the  color  that  suits  me  best.”  It  is  possible  that  the  illus- 
trator felt  somewhat  the  same  way,  as  it  seems  that  a 
good  many  of  these  excellent  plates  are  rather  highly  col- 
ored. One  advantage  in  drawings  and  plates  over  photo- 
graphic reproductions  is  that  one  may  easily  exaggerate 
essential  points  which  may  be  of  advantage  to  the  student. 
The  fact  that  the  illustrations  are  wholly  the  work  of  the 
author  may  be  a source  of  gratification  to  him  but  may 
not  necessarily  add  to  the  value  of  the  work.  The  descrip- 
tion of  the  plates  is  well  presented. 

While  the  work  presents  the  more  outstanding  pathologic 
changes  most  commonly  found  in  the  fundus,  it  scarcely 
presents  some  of  the  finer  details  of  a questionable  differ- 
ential diagnosis.  However,  as  a whole,  the  book  is  a beau- 
tiful and  comprehensive  publication  and  is  especially  fitted 
for  the  purpose  for  which  it  was  intended.  Bentley. 


Handbook  of  Orthopaedic  Surgery.  By  Alfred  Rives 
Shands,  Jr.,  B.A.,  M.D.,  Associate  Professor  of  Surgery  in 
Charge  of  Orthopaedic  Surgery,  Duke  University  School  of 
Medicine,  etc.  In  Collaboration  with  Richard  Beverly  Raney, 
B.A.,  M.D.,  Instructor  in  Orthopaedic  Surgepi,  Duke  Univer- 
sity School  of  Medicine,  with  169  Illustrations.  593  pp:  $5. 
The  C.  V.  Mosby  Co.,  St.  Louis,  1937. 

The  authors  state  that  this  book  is  intended  primarily  for 
the  medical  student  and  general  practitioner.  The  material  in 
the  text  is  presented  in  a very  concise  and  clear  manner.  It 
gives  a bird’s-eye  view  of  the  various  subjects  presented  and 
gives  the  student  the  fundamental  principles  in  diagnosis  and 
treatment.  Regarding  treatments  for  the  various  conditions 
and  diseases  discussed,  only  those  which  have  been  found 
of  proven  merit  are  presented.  This  textbook  is  an  excellent 
one  for  the  purposes  for  which  it  has  been  intended. 

J.  F.  LeCocq. 


Synopsis  of  Pediatrics.  By  John  Zahorsky,  .\.B.,  M.D., 
F..\.C.P.,  Professor  of  Pediatrics  and  Director  of  the  De- 
partment of  Pediatrics,  St.  Louis  University  School  of 
Medicine,  etc.,  assisted  by  T.  S.  Zahorsky,  B.S.,  M.D.,  In- 
structor in  Pediatrics,  St.  Louis  School  of  Medicine,  etc. 
Second  Edition,  367  pp.  $4.00.  The  C.  V.  Mosby  Company. 
St.  Louis,  1937. 

Commenting  on  the  impossibility  of  mass  accumulation 
from  the  immense  volume  of  pediatric  literature  for  in- 
struction of  the  medical  student,  the  author  states  he  has 
selected  material  from  the  standpoint  of  the  practitioner 
who  visits  the  home.  He  makes  no  attempt  to  include 
sciences  from  other  departments  of  a medical  school.  Since 
about  sixty  hours  are  devoted  to  pediatrics  in  the  medical 
school,  this  book  is  divided  into  sixty  chapters.  It  is  hoped 
that  the  general  practitioner  will  also  obtain  benefit  from 
studv  of  this  work.  Chapters  are  devoted  to  such  subjects 


as  nutrition,  feeding  of  infants,  children,  malformations, 
nutritional  disorders  and  other  topics.  Individual  chapters 
consider  the  common  diseases  of  childhood  and  diseases  of 
separate  organs,  dealing  with  etiology,  pathology,  symp- 
toms, diagnosis  and  treatment.  While  the  book  is  neces- 
sarily somewhat  didactic,  its  instruction  is  dep>endable. 

The  1936  Yearbook  of  Urology.  Edited  by  John  H. 
Cunningham,  M.D.,  Assistant  in  Genito-Urinary  Surgery, 
Harvard  University  Post-Graduate  School  of  Medicine.  496 
pp.  $2.50.  The  Year  Book  Publishers,  Chicago,  1936. 

This  book  offers  a brief  but  comprehensive  review  of  the 
year’s  literature,  emphasizing  new  theories  and  postulates, 
and  crystallizing  the  old.  The  specialty  of  urology  is  con- 
stantly broadening  its  scope  as  the  interrelationship  be- 
tween the  genital,  glandular  and  urinary  system  are  better 
understood.  Urinary  antiseptics  have  received  a vast  amount 
of  consideration  and  drugs  have  been  developed  and  com- 
bined. 

The  controversy  over  treatment  of  bladder  tumors  has 
resolved  itself  into  transurethral  fulguration  for  the  smaller 
ones  and  resection  fpr  the  larger.  Thirty-seven  per  cent  of 
cases  of  hematuria  presented  bladder  tumors,  fourteen  per 
cent  of  which  were  malignant.  Radium  and  roentgen  ray 
have  a definite  place.  Total  cystectomy  is  contradicted  ex- 
cept in  very  selected  cases. 

Anomalies  of  the  kidneys  and  ureters  are  receiving  more 
consideration  as  a cause  of  much  of  the  kidney  patholog>’ 
in  early  life  and  can  be  diagnosed  only  by  pyelography. 
.\nomalous  vessels  are  a frequent  complication  and  cause 
of  hydronephrosis.  In  treatment  of  vesical  dysfunction  new 
concepts  and  treatments  are  outlined,  as  sympathectomy 
for  many  of  the  neurogenic  bladder  disorders  which  offers 
startling  results.  Surgery  for  undescended  testicles  in  young 
boys  has  practically  been  supplanted  by  the  use  of  the 
gonadotropic  hormone  of  pregnancy  urine.  Sterility  in  the 
male  also  responds  to  the  above  hormone  in  selected  cases. 
The  literature  on  gonorrhea  is  voluminous  and  the  variety 
of  medicaments  indicate  the  lack  of  a specific  treatment. 
The  Corbus-Ferry  filtrate  is  the  most  encouraging  of  all 
serums  yet  developed.  Corlett. 

Safe  Childbirth.  By  Kathleen  Olga  Vaughan,  M.B., 
London,  formerly  Medical  Officer,  Egyptian  Quarantine, 
etc.,  with  Foreword  by  Howard  -A.  Kelly,  M.D.,  LL.D., 
Professor  Emeritus  of  Gynecological  Surgery,  Johns  Hopkins 
University,  Baltimore.  154  pp.  $3.00.  William  Wood  and 
Company,  Baltimore,  1937.  • 

The  slogan  of  this  book  is  “The  Three  Essentials,  (1) 
Round  Brim,  (2)  Flexible  Joints,  (3)  Natural  Posture.” 
The  author  states  the  substance  of  the  volume  was  attained 
after  many  years  of  observation.  Difficult  childbirth  is  not 
a matter  of  chance,  nor  dependent  on  the  will  of  Heaven, 
but  follows  violation  of  fundamental  laws  of  health.  The 
object  is  to  simplify  attendance  on  childbirth  and  make  it 
a safer  and  easier  process  for  both  mother  and  child.  After 
discussing  the  problems  and  causes  of  difficult  childbirth 
there  are  chapters  on  the  oval  brim  and  the  pelvic  joints. 
Suggestions  with  illustrations  are  given  for  making  the  lat- 
ter more  flexible  and  easier  for  parturition.  A review  of  the 
posture  for  childbirth  indicates  the  natural  position  to  be 
squatting,  kneeling,  sitting  or  standing.  The  author  dem- 
onstrates how  such  postures  are  easier  for  delivery  than 
the  more  civilized  plan  of  recumbence  on  the  back.  In  con- 
clusion, the  author  describes  exercises  for  loosening  the  pel- 
vic joints,  ligaments  and  pelvic  muscles,  and  to  obtain  tone 
for  the  abdominal  muscles. 
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THE  UNIVERSITY  OF  WASHINGTON 

PRESENTS 

The  21st  Annual  Course  of  Medical  Lectures  and  Clinics  July  19-23. 
Guggenheim  Building  and  Washington  Athletic  Club. 

FACULTY 


A.  J.  Carlson,  Professor  of  Physiology,  University  of 
Chicago. 

Topics: 

1.  Normal  and  Pathological  Physiology  of  the  En- 
docrine Glands  (three  lectures). 

2.  Normal  and  Pathological  Physiology  of  the  Ali- 
mentary Tract  (three  lectures). 

Hans  Lisser,  Clinical  Professor  of  Medicine,  University 
of  California  Medical  School. 

Topics: 

1.  The  Treatment  of  Acromgaly,  Diabetes  Insipidus, 
Simmond's  Disease  and  Malnutrition. 

2.  A Consideration  of  Cushing's  Disease  (so  called 
Pituitary  Basophilism),  the  Adreno-Cortical  Syn- 
drome (Virilism),  Arrhenoblastoma  of  the  Ovary, 
and  Oat-Cell  Tumor  of  the  Thymus 

3.  The  Precocity  Syndromes  in  Boys  and  Girls. 

4.  Hypophyseal  Infantilism  and  Preadolescent  Eun- 
ochoidism,  with  Observations  on  the  Stimulation 
and  Arrest  of  Growth. 

5.  The  Clinical  Management  of  Tetany,  and  Addi- 
son's Disease. 

6.  The  Recognition  and  Treatment  of  Childhood  and 
Adult  Myxedema. 


Wm.  S.  Middleton,  Professor  of  Medicine,  University 
of  Wisconsin. 

Topics: 

1.  Some  Familiar  and  Unfamiliar  Drugs. 

2.  Surgery  of  Pulmonary  Tuberculosis  from  a Medi- 
cal Standpoint. 

3.  Lobar  Pneumonia. 

4.  Cardiac  Decompensation. 

5.  A Clinical  Discussion  of  Nephritis. 

6.  Chronic  Nonsuppurative  Arthritis. 

Waltman  Walters,  Head  of  Section  in  Surgery,  Mayo 
Clinic  and  Professor  of  Surgery,  Graduate  School, 
University  of  Minnesota. 

Topics: 

1.  Recent  Advances  in  the  Surgical  Treatment  of 
Ulcer  of  the  Stomach  and  Duodenum  (Lantern 
Slides). 

2.  Development  in  the  Treatment  of  Lesions  of  the 
Biliary  Tract  (Lantern  Slides). 

3.  Methods  of  Advancing  the  Operability  and  Cur- 
ability of  Carcinoma  of  the  Stomach  (Movies). 

4.  Pathological  Physiological  Obstruction  of  the  Bil- 
iary Tract  and  Intraductal  Pressure  (Movies). 

5.  Conservative  Operations  on  the  Kidney  (Lantern 
Slides). 

6.  Operative  Treatment  of  Lesions  of  the  Suprarenal 
Gland  and  the  Pancreas  (Movies  and  Slides). 


The  course,  ,as  to  hours,  meeting  place  and  fee,  will  be  the  same  as  in  past  years.  $10  is  the  admission 
charge.  The  evening  meetings  will  be  held  at  Washington  Athletic  Club. 

We  would  appreciate  it  if  you  will  secure  your  ticket  by  mail  in  advance.  In  case  of  recall,  full  fees  will 
be  refunded  up  to  July  19.  Address  Extension  Service,  University  of  Washington,  Seattle. 

To  be  sure  of  accommodations  at  Washington  Athletic  Club  you  should  act  immediately. 


VANCOUVER  MEDICAL  ASSOCIATION 

Summer  School  Clinics 

June  22nd  to  June  25th,  1937,  inclusive 

SPEAKERS: 

DR.  WM.  BOYD,  M.R.C.P.,  Edin.,  F.R.C.P.,  Lond.,  F.R.S.,  Can.,  Professor  of  Pathology, 
University  of  Toronto,  Toronto. 

DR  HAROLD  BRUNN,  F.A.C.S.,  Clinical  Professor  of  Surgery,  University  of  California, 
Berkeley,  California. 

DR.  BEDE  J.  HARRISON,  D.M.R.E.,  Cantab.,  F.A.C.R.,  Radiologist  in  Chief,  Vancouver 
General  Hospital,  Vancouver,  B.  C. 

DR.  PAUL  B.  MAGNUSON,  F.A.C.S.,  Assistant  Professor  of  Surgery,  Northwestern  Univer- 
sity, Chicago,  111. 

DR.  LEONARD  ROWNTREE,  Director  of  the  Philadelphia  Institute  for  Medical  Research, 
Philadelphia,  Penn. 

DR.  DONALD  V.  TRUEBLOOD,  F.A.C.S.,  Seattle,  Washington. 

Fee,  ^7.50  Hotel  Vancouver,  Vancouver,  B.  C. 

Information:  DR.  J.  R.  NADEN,  Secretary,  203  Medical  Dental  Building,  Vancouver,  B.  C. 
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BOOK  REVIEWS 


Vol.  36,  No.  5 


The  1936  Year  Book  of  the  Eye,  Ear,  Nose  and 
Throat.  The  Eye  by  E.  V.  L.  Brown,  M.D.,  Professor  of 
Ophthalmology,  University  of  Chicago,  etc.,  and  Louis 
Bothman,  M.D.,  Associate  Professor  of  Ophthalmology, 
University  of  Chicago.  The  Ear,  Nose  and  Throat  by 
George  E.  Shambaugh,  M.  D.,  Clinical  Professor  Emeritus 
of  Otology,  Rhinology,  and  Laryngology,  Rush  Medical 
College,  etc.  632  pp.  $2.50.  The  Year  Book  Publishers, 
Chicago,  1936. 

The  part  of  this  volume  devoted  to  the  eye  contains 
abstracts  that  will  probably  be  familiar  to  anyone  who 
subscribes  to  any  of  the  accepted  eye,  ear,  nose  and 
throat  publications.  They  do  not  go  into  great  detail  but 
are  sufficiently  explanatory  for  one  to  glance  over  the 
literature  of  the  past  year  conveniently.  It  consists  of  up- 
ward of  a thousand  publications  covering  the  entire  field 
of  these  specialties.  Bilateral  Nevus  Flammeus  and  Glau- 
coma, Trephine  of  Filatow-  Marzinskowsky  for  Corneal 
Transplantation,  Visual  Disorders  During  Tryparsomide 
Treatment,  Causes  of  Blindness,  Statistical  Studies  of  a 
Thousand  Cases  are  a few  of  the  many  articles  on  the  eye. 

The  other  part,  pertaining  to  the  ear,  nose  and  throat, 
includes  a very  good  article  on  Indication  for  the  Laby- 
rinth Operation  with  Special  Reference  to  -\cute  Destruc- 
tive Labyrinthitis.  Other  articles  include  Vestibular  (Bar- 
any)  Tests  in  Diagnosis  and  Localization  of  Intracranial 
Lesions,  Performance  Characteristics  of  Electric  Hearing 
Aids  for  the  Deaf,  .\lergic  Rhinitis,  Parapharyngeal  Infec- 
tion, and  Esophagitis.  This  gives  one  an  idea  of  the  great 
variety  of  subjects  treated.  Peden. 

Experimental  and  Clinical  Stvdies  of  the  Spine  of 
the  Dog.  By  Geoffrey  Bernard  Brook,  D.  Sc.  (Edin.), 
F.R.C.V.S.,  Centenary  Post  - Graduate  Research  Fellow, 
Royal  (Dick)  Veterinary  College,  Edinburgh.  122  pp.  $2.00. 
William  Wood  and  Company,  Baltimore,  1936. 

This  book  is  intended  both  for  ■ the  clinician  engaged  in 
diagnosis  and  treatment  of  diseases  of  the  dog  and  for  the 
comparative  worker  utilizing  observations  bn  the  lower 
animals  in  the  study  and  elucidation  of  disease  processes 
in  man.  Part  I deals  with  puncture  of  the  cisterna  magna  in 
the  dog.  Details  are  given  as  to  the  method  of  conducting 
this  procedure  and  the  effects  of  the  puncture  are  described. 
Such  puncture  is  chiefly  important  for  obtaining  large 
amounts  of  cerebrospinal  fluid  for  diagnosis  and  for  the 
injection  of  drugs  or  sera  into  the  subarachnoid  space.  Part 
II  deals  with  investigations  into  the  use  of  iodized  oil  as 
a radiopaque  medium  in  examination  of  the  spinal  sub- 
arachnoid space  of  the  dog.  Conclusions  after  the  use  of  this 
procedure  include  the  safety  of  the  lipiodol  injection  in  the 
subarachnoid  space,  its  descent  in  the  dog  held  upright, 
observations  as  to  its  relations  to  different  parts  of  the 
cord.  Many  other  interesting  observations  are  presented. 

International  Clinics.  A Quarterly  of  Illustrated  Clin- 
ical Lectures  and  Especially  Prepared  Original  Articles. 
Edited  by  Louis  Hamman,  M.D.,  Visiting  Physician,  Johns 
Hopkins  Hospital,  Baltimore,  Maryland.  Volume  1.  Forty- 
seventh  Series,  1937.  310  pp.  $3.00.  J.  B.  Lippincott  Com- 
pany, Philadelphia,  Montreal,  London,  1937. 

In  this  volume  are  found  contributions  from  twenty-two 
writers  connected  with  institutions  from  various  parts  of 
the  country.  There  are  nineteen  papers  on  a variety  of  med- 
ical and  surgical  conditions.  Special  attention  is  paid  to 
lobar  pneumonia,  as  also  a review  of  physiologic  supportive 
treatment  of  pneumonia,  followed  by  hemorrhagic  bronchi- 
ectasis and  its  surgical  cure.  Sensible  suggestions  are  pre- 
sented in  the  diagnosis,  its  purpose  and  scope.  Extensive 
bibliographies  accompany  many  of  these  reports. 


Diabetes,  .\  Modern  Manual.  By  .Anthony  M.  Sindoni, 
Jr.,  M.D.,  Chief  of  Diseases  of  Metabolism  at  the  St. 
.\gnes  Hospital,  Philadelphia,  etc.  Introduction  by  Morris 
Fishbein,  M.D.,  Editor,  Journal  of  the  American  Medical 
■Association,  with  a Foreword  by  George  Morris  Piersol, 
M.D.,  Professor  of  Medicine,  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  etc.  240  pp.  $2.00.  Whittlesey 
House,  New  York,  London,  1937. 

The  object  of  this  manual  is  to  enable  the  intelligent 
diabetic  to  understand  his  condition,  cooperate  with  the 
physician  and  live  a happy  and  useful  life.  The  book  is  di- 
vided into  three  parts.  Part  I includes  questions  asked  the 
physician  by  patients,  with  appropriate  answers.  It  covers 
many  of  the  questions  naturally  asked  by  the  diabetic 
concerning  his  condition  and  how  best  to  manage  it.  Part 
II,  entitled  “What  to  Know,”  describes  symptoms,  com- 
plications, insulin  and  foods,  with  suggestions  under  each 
of  these  headings,  Part  HI,  “What  to  Do,”  applies  to 
emergencies,  such  as  coma,  mouth  disorders,  insulin  shock, 
with  treatment  of  these  and  other  conditions.  The  victim 
of  this  condition  should  obtain  much  information  from 
this  volume. 

Materia  Medica,  Toxicology  and  Pharmacognosy.  By 
William  Mansfield,  A.M.,  Phar.  D.,  Dean  and  Professor  of 
Materia  Medica  and  Toxicology,  Union  University,  Albany 
College  of  Pharmacy,  Albany,  New  York.  With  202  Illus- 
trations. 707  pp.  $6.75.  The  C.  V.  Mosby  Company,  St. 
Louis,  1937. 

This  is  intended  as  a text  and  reference  book  on  thera- 
peutics, toxicology,  pharmacognosy  and  posology  of  the 
official  drugs  of  the  United  States  Pharmacopoeia  and  the 
National  Formulary.  Chapters  are  devoted  to  roots,  barks, 
stems,  plants,  herbs,  leaves,  and  other  parts  of  the  plant, 
drugs  of  animal  origin  and  the  various  sorts  of  poisons. 
\ unique  feature  of  the  book  includes  on  the  left  hand  page 
an  illuminating  photograph  of  the  drug  under  considera- 
tion, on  the  opposite  page  being  listed  the  name,  synonym, 
origin,  impurities,  habitat,  description,  constituents,  dose, 
preparation,  property,  uses.  Thus  are  condensed  important 
tacts  concerning  each  drug.  In  the  chapter  on  poisons  are 
included  brief  summaries  of  each  with  their  symptoms  and 
treatment.  This  volume  is  a real  compendium  of  informa- 
tion of  materia  medica  and  toxicology. 

A Handbook  of  Ocular  Therapeutics.  By  Sanford  R. 
Gifford,  M.A.,  M.D.,  F.A.C.S.,  Professor  of  Ophthalmology, 
Northwestern  University  Medical  School,  Chicago,  111.,  etc. 
Second  Edition,  Thoroughly  Revised.  Illustrated  with  60 
Engravings.  341  pp.  $3.75.  Lea  & Febiger,  Philadelphia, 
1937. 

The  author  has  stated  that  this  work  is  the  first  of  its 
kind  in  English  dealing  with  therapeutics.  No  attempt  is 
made  for  complete  bibliography,  and  surgery  is  discussed 
only  as  it  concerns  indications  for  operation  except  in  some 
minor  procedures.  The  author  warns  against  undue  en- 
thusiasm in  the  use  of  a new  therapeutic  agent  until  its  use- 
fulness has  been  demonstrated,  at  the  same  time  caution- 
ing against  a spirit  of  too  great  skepticism.  The  early  chap- 
ters deal  with  drugs  and  organic  extracts,  with  description 
of  the  physiologic  action  of  each.  Specific  and  nonspecific 
protein  therapy  includes  the  use  of  sera,  vaccines,  tuber- 
culin and  other  agencies.  Under  physical  therapy  are  de- 
scribed the  uses  of  medical  diathermy,  roentgen  ray  and 
radium.  Chapters  deal  with  diseases  of  the  lids,  conjunc- 
tiva, cornea,  crystalline  lens,  retina,  individual  diseases  of 
these  organs  being  included  with  therapeutic  suggestions  as 
to  their  treatment.  Many  useful  therapeutic  applications  are 
included  in  this  volume. 
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CLINICAL  GIARDLASIS 

REPORT  OF  TWENTY-SEVEN  CASES* 

Clark  C.  Goss,  M.D. 

SEATTLE,  WASH. 

The  protozoan  Giardia  intestinalis  is  a flagellate, 
not  infrequently  found  in  routine  stool  examina- 
tions and  duodenal  aspirations.  Pathogenic  prop- 
erties have  not  definitely  been  ascribed  to  this  para- 
site and  it  is,  therefore,  not  often  looked  for  and 
if  accidentally  found  its  presence  in  the  intestinal 
tract  may  not  be  regarded  as  of  much  if  any  sig- 
nificance. We  believe  it  may  not  be  an  innocuous 
inhabitant  of  the  intestinal  tract.  With  the  thought 
in  mind  that  attention  should  be  called  to  its  in- 
cidence in  medical  practice,  as  well  as  its  possible 
pathogenicity,  this  paper  is  presented. 

■According  to  DobelP  the  parasite  was  first  dis- 
covered in  his  own  stools  by  Leuwenhoek  in  1681. 
Later  it  was  rediscovered  by  Lambl  in  1859.  It  is 
now  sometimes  called  Lamblia  or  Giardia  lamblia, 
but  is  most  often  referred  to  as  Giardia  intestinalis. 
It  is,  as  stated  above,  a flagellate,  roughly  top 
shaped  in  contour  with  a rounded  anterior  end  and 
a pointed  posterior  end.  Its  dorsal  surface  is  round- 
ed and  its  ventral  surface  cupped,  so  that  in  lateral 
aspect  it  has  been  described  as  resembling  a half 
pear  which  has  been  cored.  The  size  ranges  from 
9 to  20  microns  in  length  by  5 to  12  microns  in 
breadth.  In  its  trophozoite  stage  it  is  very  rapidly 
motile,  its  motility  being  produced  by  four  pairs  of 

''Read  before  a meeting  of  North  Pacific  Society  of  In- 
I ternal  Medicine,  Portland,  Ore.,  Mar.  20,  1937. 
j 1.  Dobell,  C.  and  O’Connor,  F.  W. : The  Inte.stinal  Pro- 
I tozoa  of  Man.  John  Bale,  Sons  & Danielsson,  Ltd.  London, 
I 1921. 


flagellae  arising  from  the  ventral  side  of  the  body. 
The  cytoplasm  is  finely  granular  and  two  nuclei 
can  usually  be  seen.  It  encysts  at  a certain  stage  in 
its  life  cycle;  the  cysts  are  oval,  8 to  10  microns 
long  by  6 to  10  microns  broad;  two  or  four  spheri- 
cal nuclei  can  be  seen.  It  is  in  the  encysted  form, 
of  course,  that  the  parasite  is  transmitted  from  one 
person  to  another. 

The  trophozoite  form  lives  but  a few  hours 
outside  the  host.  Both  the  trophozoite  and  cystic 
forms  stain  sufficiently  for  ordinary  study,  with 
Donaldson’s  iodine  stain.  Infection  occurs  from 
contaminated  food  or  water  as  with  other  intes- 
tinal protozoa.  It  is  to  be  noted  that  the  cysts  re- 
main viable  after  passing  through  the  intestinal 
canal  of  the  house  fly.  The  trophozoite  stage  is  not 
seen  except  in  diarrheic  stools  and  duodenal  as- 
pirates; the  cysts  can  be  found  in  formed  stools. 
Both  trophozoites  and  cysts  are  at  times  found  in 
diarrheic  stools. 

The  parasite  lives  high  in  the  jejunum  and  in 
the  duodenum.  It  attaches  itself  to  the  intestinal 
mucosa  by  its  ventral  cup-like  surface.^’ ^ So  far  as 
is  known  it  never  invades  the  tissues  in  man,  al- 
though a similar  form  of  the  parasite  which  infects 
the  mouse  has  been  found  in  the  submucosa  of  this 
animal.  Boeck®  states  that  the  parasite  may  be 
found  in  the  crypts  of  Lieberkiihn.  It  is  frequently 
recovered  from  duodenal  aspirates.  I have  been  able 

2.  Fantham,  H.  B.  and  Porter,  A. : The  Pathogenicity  of 
Giardia  (laimblia)  Intestinalis  to  Men  and  FIxperimental 
Animals.  British  M.  ,T.,  2:139-141,  July  29,  1916. 

3.  Boeck.  W.  C. ; Giardiasis  in  Man;  Its  Prevalence  and 
Relation  to  Diarrhea  and  Gallbladder  Disease,  .Arch.  Int. 
Med.  39:134-158,  .Tan.,  1927. 
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to  find  four  instances  of  its  recovery  from  gall- 
bladders at  operation  or  autopsy.  Two  cases  by 
Smithies/  one  by  W'estphal  and  Georgi/  one  by 
Calder  and  Rigdon.'’ 

The  question  of  whether  it  invades  the  gallblad- 
der other  than  accidentally  has  been  a subject  of 
considerable  discussion.  The  fact  that  more  para- 
sites are  found  in  the  B fraction  of  biliary  drain- 
age by  the  Lyon  method  has  led  some  to  believe 
that  the  parasites  are  being  recovered  from  the 
gallbladder,  but  it  has  been  pointed  out  that  the 
instillation  of  magnesium  sulphate  may  serve  to 
dislodge  the  parasites  from  the  duodenal  mucosa 
and,  therefore,  account  for  their  greater  numbers. 
It  has,  however,  also  been  pointed  out  that  the 
administration  of  pituitrin  has  increased  the  num- 
ber of  parasites  in  biliary  drainage."  It  appears  to 
me,  if  the  parasite  invades  the  gallbladder  other 
than  accidentally,  that  wdth  its  large  incidence  we 
would  have  far  more  instances  of  it  reported. 

Once  the  parasite  establishes  itself  in  the  host, 
it  apparently  always  flourishes;  at  least  in  all  of 
my  cases  where  we  have  found  it,  we  have  found 
it  in  great  numbers.  It  is  said  to  be  more  common 
in  children  than  adults.  Dobell  mentions  a case  in 
an  infant  three  weeks  of  age,  three,  nine,  eleven 
and  twelve  months  of  age.  Boeck  examined  fifty 
children  at  Children’s  Hospital  in  Boston  and  found 
22  per  cent  of  them  infected  with  Giardia;  38.9 
per  cent  were  in  children  one  to  five,  16.3  per  cent 
in  children  six  to  twelve.  No  other  parasites  were 
found  in  this  series.  Manson-Bahr,®  Stitt®  and  others 
mention  its  greater  incidence  in  children.  The  in- 
cidence in  the  tropics  has  been  reported  from  4 to 
16  per  cent.  Kessel,^®  in  1930,  quoted  the  figures 
from  six  surveys,  four  from  this  country,  one  from 
Sweden  and  Finland,  and  one  from  China  which 
showed  an  average  incidence  in  26,364  cases  of 
5.9  per  cent.  Manson-Bahr  quotes  Hegner  as  be- 
lieving that  the  number  of  parasites  found  is  de- 
pendent upon  the  diet,  finding  less  of  them  when 
the  host  is  on  a meat  diet.  Most  observers  are 

4.  Smithies,  E. : Parasitosis  of  Bile  Passages  and  Gall- 
bladder, Am.  J.  M.  Sc.,  176:225-253,  Aug.,  1928. 

5.  Westphal,  K.  and  Georgi:  Giardia  in  Gallbladder  Re- 
moved Surgically,  MUnchen  Med.  Wchnschr.,  70:1080-1084, 
Aug.  17,  1923. 

6.  Caider,  R.  M.  and  Rigdon,  R.  H. : Giardia  Infestation 
of  Gallbladder  and  Intestinal  Tract.  Am.  J.  M.  Sc.,  190:82- 
88.  July,  1935. 

7.  MacPhee,  L.  and  Walker,  B.  S. : Intestinal  Giardiasis 
in  New  England,  with  Notes  on  its  Pathogenicity  and 
Symptomatology.  Am.  Digest.  Dis.  & Nutrition,  1:768-773, 
Jan.,  1935. 

8.  Manson-Bahr,  P.  H. : Manson’s  Tropical  Diseases. 
Tenth  Edition.  Wm.  Wood  & Co.,  Baltimore,  1936. 

9.  Stitt,  E.  R. : Practical  Bacteriology,  Blood  Work  and 
Animal  Parasitology.  P.  Blakiston’s  Son  & Co.,  Philadel- 
phia, 1927. 

10.  Kessel,  J.  F.  and  Mason,  V.  R. : Protozoan  Infection  of 
the  Human  Bowel.  ,1.  A.  M.  A.,  94:1-6,  Jan.  4,  1930. 


Vol.  36,  No.  6 

agreed  that  the  parasite  is  difficult  to  eliminate, 
once  infestation  occurs. 

Most  authorities  are  non-commital  as  to  the 
pathogenicity  of  Giardia.  Manson-Bahr  mentions 
it  as  a cause  of  diarrhea.  He  states  that  the  stools 
of  diarrhea  due  to  Giardia  may  be  of  a peculiar 
clay  color,  pultaceous  consistency  resembling  those 
of  sprue.  The  parasite  has  been  found  in  cases  of 
sprue,  but  other  parasites  have  also  been  found  and 
no  causal  relationship  has  been  proved.  Stitt  men- 
tions it  as  a cause  of  diarrhea.  Boeck  states  that 
it  has  not  been  proved  to  be  pathogenic.  There 
are  many  reports  in  the  literature  indicating  that 
the  parasite  produces  at  least  mild  and  sometimes 
serious  local  pathology  and  mild  to  serious  sys- 
temic effects.  Lyons^^  reviewed  3200  case  reports, 
adding  thirty-one  cases  of  his  own,  in  which  he 
recovered  the  parasite  by  duodenal  drainage.  He 
studied  twenty  of  the  thirty-one  cases  and  among 
them  found  fourteen  complained  of  abdominal  pain 
usually  at  the  right  upper  quadrant.  Some  of  them 
complained  of  an  “all  gone  sensation”  in  the  upper 
abdomen;  twelve  complained  of  moderate  to 
severe  weakness.  There  was  a decreased  pancreatic 
enzyme  activity  in  six.  His  conclusion  was  that  it 
is  a parasite  of  clinical  importance;  that  it  seems 
to  have  a definite  pathogenicity  and  in  adult  pa- 
tients is  often  found  clinically  associated  with  dis- 
ease of  the  gallbladder,  bile  ducts  and  duodenum. 
Fantham,®-  in  1916,  studied  187  cases  in  1305  re- 
turned troops  from  Gallipoli;  he  believed  it  was 
pathogenic  and  was  the  cause  of  so-called  trench 
diarrhea.  Experimentally  he  infected  kittens  and 
mice,  one  kitten  incidentally  from  a stool  that  had 
been  kept  seventy-four  days.  Most  of  the  animals 
died  from  the  infection,  .^t  autopsy  he  found  tro- 
phozites  attached  to  shed  epithelial  cells  in  some 
duodenal  ulcers.  All  kittens  and  mice  infected 
showed  engorgment  of  the  blood  vessels  of  the 
stomach  and  intestines,  with  the  most  marked  in- 
flammatory reaction  in  the  duodenum. 

Zahorskyi®  reports  eight  cases  and  concludes  that 
a syndrome  of  symptoms  occurs  in  infants  infected 
with  Giardia,  consisting  of  protracted  diarrhea, 
gradual  distension  of  the  abdomen  and  a retarda- 
tion of  growth.  syndrome  like  celiac  disease  is 
referred  to  by  various  authors  as  being  a concomi- 
tant of  giardiasis.  It  is  to  be  noted,  however,  that 
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diarrhea  is  not  a common  symptom  in  adults  with 
giardiasis.  McClendon,^*  reporting  experience  with 
twenty-two  cases  in  children,  states  that  the  para- 
site may  be  responsible  for  many  symptoms  not 
necessarily  associated  with  the  gastrointestinal  tract 
such  as  nervousness,  irritability  and  easy  fatigue. 
Fatigability,  weakness  and  neurotic  manifestations 
are  mentioned  prominently  in  cases  of  giardiasis  by 
many  observers,  also  abdominal  distension  and  ill 
defined  upper  abdominal  distress.  Most  commenta- 
tors are  agreed  that  giardiasis  must  be  considered 
in  the  differential  diagnosis  of  biliary  disease  and 
duodenal  ulcer. 

Before  I report  my  cases  I wish  for  a moment 
to  refer  to  the  observations  of  Jelks.^®  He  boldly 
claims  that  pellagra  is  due  to  flagellate  infection. 
His  conclusions  sound  somewhat  prejudiced  and 
one  is  diffident  to  accept  them,  but  at  the  same 
time  they  command  attention.  He  claims  that  he 
can  demonstrate  flagellates  in  the  stools  of  every 
case  of  acute  pellagra.  He  does  noit  differentiate 
the  flagellates  found,  stating  they  may  either  be 
Giardia,  Chilomastix,  or  Trichomonas.  He  calls  at- 
tention to  the  infectious  theory  of  pellagra  and  to 
its  increased  incidence  after  a flood,  believing  that 
to  be  due  to  contaminated  gardens  and  drinking 
water,  which  favors  spread  of  parasitic  infections, 
and  to  a decreased  incidence  of  pellagra  after  a cold 
winter  discouraging  to  the  spread  of  parasitic  in- 
fections. He  disparages  Goldberger’s  deficiency 
theory  of  the  causation  of  pellagra.  My  own  feel- 
ing is,  as  I shall  show  later,  that  Jelks’  claims  de- 
serve consideration,  and  at  the  same  time  that 
they  substantiate  Goldberger’s  theory.  Jelks  has 
written  elsewhere  regarding  his  ideas  of  the 
pathogenicity  of  intestinal  flagellates.^®  Finley  re- 
ports a case  of  pellagra  from  the  Barnes  Hospital 
medical  service,  in  which  Giardia  seemed  to  be  an 
important  contributing  factor. 

I wish  to  report  twenty-seven  cases  of  Giardia 
intestinalis  infestation  discovered  in  routine  stool 
3 examinations  on  three  hundred  private  patients.  In 
none  of  these  cases  was  an  attempt  made  to  recover 
the  parasites  by  duodenal  drainage.  The  incidence 
^ in  this  series  of  patients  is,  therefore,  9 per  cent. 

This  naturally  does  not  represent  the  incidence  in 
jl  the  general  population  nor  in  the  average  run  of 
I patients,  since  with  many  of  these  three  hundred 
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patients  there  was  some  obvious  reason  for  doing 
a stool  examination,  although  not  with  all  of  them. 
Practically  all  of  them  were  fresh  stool  examina- 
tions made  after  catharsis,  with  the  patient  ap- 
pearing at  the  laboratory  to  void  the  stools.  One 
to  four  stools  have  been  examined  usually  on  one 
day  only.  I am  satisfied  the  incidence  would  be 
somewhat  higher,  if  stools  had  been  examined  on 
subsequent  days,  but  we  have  found  it  inappro- 
priate to  carry  out  that  practice  in  a busy  clinical 
laboratory. 

I shall  comment  briefly  on  the  salient  points  of 
each  case  and  finally  summarize  the  whole  in  an 
attempt  to  draw  some  useful  conclusions.  For  the 
sake  of  brevity  I shall  group  symptoms  and  find- 
ings together  and  use  subjective  terms.  Treatment 
when  mentioned  means  the  varied  use  of  carbar- 
sone,  vioform,  metaphen,  bismuth  salts,  and  erne- 
tin,  very  little  of  the  latter  having  been  used. 

CASE  REPORTS 

Case  1.  M.,  age  56.  General  achiness;  low  dorsal  back- 
ache relieved  by  eating,  flatulence,  epigastric  tenderness, 
hemorrhoids,  bowels  reported  normal.  Diagnosis:  Irritable 
colon,  hemorrhoids,  giardiasis.  Result:  Symptom-free  after 
treatment  including  modified  ulcer  management.  Stool  re- 
check negative. 

Case  2.  F.,  age  39.  Great  fatigue,  headaches,  backache, 
irregular  menstruation,  constipation,  tender  colon,  erosion 
of  cervix.  Diagnosis:  Neurosis,  endocervicitis,  giardiasis. 
Result:  Improved  after  treatment  including  sedatives  and 
local  applications  to  cervix.  Bowels  still  irregular.  Fatigue 
especially  improved.  Stool  recheck  negative. 

Case  3.  F.,  age  36.  Fatigue,  constipation,  bloating,  vomit- 
ing, ulcer-like  symptoms,  tender  at  right  upper  quadrant, 
flatulence,  gallbladder  roentgenogram  normal.  Diagnosis: 
Spastic  colitis,  giardiasis.  Result:  Improved  after  treatment, 
including  belladonna.  Stool  recheck  not  done. 

Case  4.  M.,  age  45.  Great  fatigue,  impotence,  bowels  nor- 
mal, bad  teeth,  flatulence,  slight  abdominal  tenderness. 
Diagnosis:  Focal  infection,  giardiasis.  Result:  Slightly  im- 
proved after  treatment.  Has  not  had  teeth  out.  No  stool 
recheck. 

Case  5.  F.,  age  39.  Gas,  dysuria,  bowels  normal.  Tender, 
thick  cecum,  general  abdominal  tenderness.  Mild  secondary 
anemia.  Diagnosis:  -Amebiasis,  giardiasis.  Result:  Symptom- 
free  after  treatment.  Stool  recheck  negative. 

Case  6.  M.,  age  58,  Fatigue,  constipation,  tender  over 
cecum  and  sigmoid.  Diagnosis:  giardiasis.  Result:  Improved 
after  treatment.  No  stool  recheck. 

Case  7.  M.,  age  44.  Long  history  of  abdominal  trouble. 
Vague  hunger  distress,  vomiting,  fatigue,  constipation.  His- 
tory of  appendectomy,  cholecystectomy,  exploratory.  No 
abdominal  tenderness.  Diagnosis:  Perforating  duodenal  ul- 
cer, giardiasis.  Result:  Symptom-free  on  treatment  includ- 
ing ulcer  management.  Stool  recheck  negative. 

Case  8.  M.,  age  27.  Eczema,  contact  dermatitis.  Bowels 
normal.  Marked  tenderness  at  gallbladder.  Diagnosis: 
Cholecystitis,  giardiasis.  Result:  unknown. 

Case  9.  M.,  age  45.  Fatigue,  flatulence,  bowels  normal. 
Diagnosis:  -Amebiasis,  giardiasis.  Result:  Slightly  improved 
after  treatment.  Recheck  stools:  no  ameba  found.  Giardia 
still  present. 

Case  10.  F.,  age  48.  .Abdominal  distress,  gas,  vaginal  dis- 
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charge,  constipation,  general  abdominal  tenderness  most 
marked  at  epigastrium.  Diagnosis:  Psychoneurosis,  duo- 
denal ulcer,  trichomonas  vaginalis,  giardiasis.  Result:  Free 
of  ulcer  symptoms  after  treatment,  including  ulcer  man- 
agement; free  of  vaginal  discharge  and  trichomonas  vagin- 
alis. Psychoneurosis  and  constipation  unimproved.  Stool 
recheck  negative. 

Case  11.  M.,  age  47.  Great  fatigue,  indigestion,  several 
years  of  ulcer-like  distress.  Had  had  ulcer  management  in 
good  hands  with  poor  results.  Bowels  irregular.  Tender  at 
epigastrium.  Diagnosis:  Duodenal  ulcer,  trichomonas  hom- 
ininis,  giardiasis.  Result:  Improved  and  felt  better  than  for 
years  on  treatment  including  ulcer  management;  relapsed 
after  stopping  treatment  after  a few  months,  developing 
atypical  ulcer  symptoms  and  findings,  and  such  fatigue 
could  scarcely  do  anything ; appetite  poor.  On  returning  one 
and  one-half  years  after  stopping  treatment  a heavy  infesta- 
tion of  Giardia  again  found,  and  a moderate  Trichomonas 
infestation.  Now  greatly  improved  after  three  and  a half 
months  of  treatment,  including  modified  ulcer  management 
and  vitamin  B parenterally.  Stool  recheck  now  negative. 
This  case  is  regarded  as  an  advanced  picture  of  flagellate 
infestation  and  we  believe  fits  the  picture  of  a definite 
vitamin  B deficiency. 

Case  12.  F.,  age  32.  Dizziness  and  nausea,  fatigue,  bloat- 
ing, constipation,  tender  cecum  and  sigmoid.  Diagnosis: 
Giardiasis.  Result:  Symptom-free  on  treatment.  Stool  re- 
check negative. 

Case  13.  F.,  age  50.  Dizziness,  spells  of  bloatings,  bowels 
reported  negative.  .Abdomen  negative.  Diagnosis:  Giardia- 
sis. Result:  Symptom-free  on  treatment. 

Case  14.  F.,  age  16.  Long  history  of  listlessness,  fatigue 
and  frequent  colds.  Constipation.  Tender  at  gallbladder, 
cecum,  ascending  colon  and  sigmoid.  Diagnosis:  Giardiasis. 
Result:  Much  improved  after  treatment.  Stool  recheck 
negative. 

Case  15.  M.,  age  10.  Frequent  debilitating  colds  in  spite 
of  good  care  and  the  usual  preventive  measures.  Bowels 
normal.  Tender  over  colon.  Diagnosis:  Giardiasis.  Result: 
Much  improv'ed  after  treatment.  Stool  recheck  not  done. 

Case  16.  M.,  age  63.  Stroke,  bloating,  irregular  bowels, 
flatulence,  arthritis.  Diagnosis:  Cerebral  thrombosis,  giar- 
diasis. Result:  Unimproved  after  treatment.  Stool  recheck 
negative. 

Case  17.  F.,  age  58.  Fatigue,  dizziness,  gas,  constipation. 
History  of  gastrointestinal  trouble  of  many  years  duration. 
Diagnosis:  Neurosis,  giardiasis.  Result:  Unimproved  after 
treatment.  Stool  recheck  not  done. 

Case  18.  M.,  age  21.  Hunger  pain,  bowels  normal.  Diag- 
nosis: Duodenal  ulcer,  giardiasis.  Result:  Improved  after 
treatment  including  ulcer  management.  Stool  recheck  not 
done. 

Case  19.  F.,  age  56.  Backache,  vague  abdominal  distress 
suggestive  of  ulcer.  Constipation.  Flatulence,  marked  ten- 
derness at  cecum  and  descending  colon.  Diagnosis:  Neu- 
rosis, spinal  arthritis,  giardiasis.  Result:  Improved  after 
treatment.  Stool  recheck  negative. 

Case  20.  F.,  age  65.  Weakness,  nervousness,  fearfulness, 
pounding  of  heart,  “spells  like  a stroke,”  constipation, 
auricular  premature  beats,  sharply  localized  tenderness  at 
left  epigastrium.  Old  healed  duodenal  ulcer.  Diagnosis: 
Neurosis,  giardiasis.  Result:  Symptom-free  after  treatment 
including  liver  extract.  Stool  recheck  not  done.  Recovery 
from  a severe  neurosis  was  striking  in  this  case.  There  was 
no  anemia. 

Case  21.  M.,  age  15.  Great  fatigue.  Loss  of  weight.  Hay 
fever,  diarrhea,  general  abdominal  tenderness.  Diagnosis: 
Amebiasis,  giardiasis.  Result:  Improved  after  treatment. 
Family  ascribed  improvement  to  tonsillectomy  done  later. 
Stool  recheck  not  done. 

Case  22.  F.*'  age  35.  Fatigue,  gas,  spells  of  fearfulness. 


Flatulence,  erosion  of  cervix.  Diagnosis:  Neurosis,  giar- 
diasis. Result:  Symptom-free  after  treatment.  Recovery 
from  severe  neurosis  was  striking.  Stool  recheck  negative. 

Case  23.  F.,  age  35.  Fatigue,  long  history  of  gastro- 
intestinal trouble  including  an  ulcer  treatment,  diarrhea, 
flatulence.  Diagnosis:  Psychoneurosis,  giardiasis.  Result: 

Improvement  of  gastrointestinal  symptoms.  Psychoneurosis 
unimproved.  Stool  recheck  negative. 

Case  24.  F.,  age  33.  Pain  in  chest,  aching  extremities, 
intercostal  neuralgia,  tender  cecum.  Diagnosis:  .Amebiasis, 
neurosis,  giardiasis.  Result:  Under  treatment  now. 

Case  25.  M.,  age  60.  Lassitude,  paresthesias  in  legs, 
hunger  pains,  constipation,  flatulence.  Diagnosis:  Tabes 
dorsalis,  duodenal  ulcer.  Blood  Wassermann  negative, 
spinal  Wassermann  mildly  positive.  Result:  Much  im- 
proved after  treatment,  including  a very  little  antiluetic 
treatment  and  a sparse  modified  ulcer  management.  Stool 
recheck  negative. 

Case  26.  F.,  age  37.  Diarrhea,  loss  of  weight,  bloating, 
edema,  listlessness,  amenorrhea,  a long  history  of  gastro- 
intestinal trouble,  including  long  medical  treatment  in  good 
hands  for  gallbladder  disease.  Also  ulcer-Hke  symptoms. 
Pale,  listless,  tender  at  right  lower  quadrant.  Distension 
with  some  ascites.  Moderate  pitting  edema  of  feet  and 
ankles.  Intermittent  sore  tongue  while  under  treatment. 
Numerous  copious  fatty  stools.  Gastrointestinal  roentgeno- 
gram repeatedly  negative.  Diagnosis:  Sprue,  giardiasis.  Re- 
sult: Marked  improvement  after  treatment,  including  liver 
extract  and  vitamin  C concentrate.  Remarkably  rapid  im- 
provement when  placed  on  crystalline  vitamin  B parenter- 
ally. There  was  no  anemia  in  this  case;  otherwise  it  fulfills 
all  the  postulates  for  a diagnosis  of  sprue.  It  is  my  under- 
standing that  not  all  cases  of  sprue  have  anemia.  I wish  to 
call  attention  to  the  case  particularly  as  one  of  long,  ill- 
defined  gastrointestinal  trouble  and  grave  avitaminosis; 
especially  avitaminosis  B.  She  is  in  perfect  health  now  after 
five  months  of  treatment.  Menstruation  is  reestablished. 
Stool  recheck  negative. 

Case  27.  F.,  age  39.  Long  history  of  abdominal  distress. 
Diagnosed  peptic  ulcer  eight  years  ago  in  good  hands  and 
treated  with  good  results.  Recent  diagnosis  of  appendicitis 
not  confirmed.  Bowels  tend  to  diarrhea.  Fatigue.  Sleep 
walker.  Tender  cecum  and  descending  colon.  Diagnosis: 
Giardiasis,  amebiasis.  Results:  Marked  improvement  after 
treatment  but  not  until  liver  extract  given  for  anemia  which 
developed  subsequent  to  beginning  of  treatment.  Stool  re- 
check not  done. 

In  an  attempt  to  evaluate  certain  observations 
made  on  these  twenty-seven  patients  found  infested 
with  Giardia,  I have  drawn  a comparison  of  what 

1 consider  pertinent  findings  between  these  cases 
and  two  hundred  other  cases  taken  at  random 
from  my  files.  The  two  hundred  cases  were  seen 
in  the  same  period  of  time  as  the  twenty-seven 
Giardia  cases  and  consisted  of  the  same  class  of 
patients;  routine  stool  examinations  were  done  on 
100  per  cent  of  control  cases.  Comparison  and  find- 
ings are  illustrated  in  the  accompanying  tables  1, 

2 and  3. 

DISCUSSION 

Due  to  its  habitat  and  to  the  fact  that  Giardia 
attaches  itself  to  the  duodenal  mucosa,  it  seems 
reasonable  to  assume  that  Giardia  might  be  a fac- 
tor in  the  production  of  duodenal  ulcer;  my  figures 
tend  to  bear  this  out,  in  that  there  was  over  twice 
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the  incidence  of  proved  duodenal  ulcer  in  Giardia 
cases  as  in  controls.  Proved  gallbladder  disease  in 
both  series  is  practically  the  same.  However,  group- 
ing gallbladder-like  and  ulcer-like  symptoms  to- 
gether, we  find  the  significant  figure  of  34  per  cent 
in  giardiasis  as  opposed  to  9 per  cent  in  controls. 

Controls  Giardiasis 


■\verage  age  38  41 

Males  70  12 

Females  130  IS 

per  cent  per  cent 

Duodenal  ulcer  5 18. S 

Gastric  ulcer  1 0 

Ulcer-like  symptoms  5.5"  22 

Biliary  disease  5 3.4 

Biliary-like  symptoms  3.5  12 

Constipation  46  41 

Diarrhea  6 7 

Constipation  and  diarrhea 4.5  14 

Bowels  normal  44  36 

Fatigue  22  62 

Neurosis  31  40 

V'itamin  B deficiency 9.5  40 

.\mebiasis  12  18.5 

Stool  examination  100  100 


Table  1.  Significant  data  from  two  hundred  random  cases 
without  Giardia  in  stools  studied  as  controls  and  twenty- 
seven  cases  with  Giardia  in  stools. 

per  cent 


Giardiasis  only  22 

Giardiasis  and  neurosis  only 18 

Giardiasis  and  duodenal  ulcer  only 11 

(Of  two  other  cases,  one  had  psychoneurosis  and 
trichomonas  vaginalis,  one  had  tabes.) 

Giardiasis  and  amebiasis  only 1 1 

Giardiasis  and  biliary  disease  only 0 

Giardiasis  and  combinations  of  above,  plus  hyper- 
thyroidism, cerebral  thrombosis,  arthritis,  biliary 
disease,  hemorrhoids,  allergy,  focal  infection,  endo- 
cervicitis,  mucous  colitis,  irritable  colon 38 


100 

Table  2.  Etiologic  diagnosis  in  twenty-seven  cases  of 
Giardia  infestation. 

Case  6.  Fatigue.  Constipation.  Sensitive  cecum  and  sigmoid. 
Case  12.  Fatigue.  Constipation.  Bloating.  Dizziness  and 
nausea.  Tender  cecum  and  sigmoid. 

Case  13.  Dizziness.  Spells  of  bloating.  Abdomen  negative. 
Case  14.  Fatigue.  Listlessness.  Frequent  colds.  Constipation. 

Tender  colon.  Tender  at  gallbladder. 

Case  15.  Frequent  debilitating  colds.  Tender  colon. 

Case  26.  Listlessness.  Diarrhea.  Loss  of  weight.  Bloating. 

Edema.  Amenorrhea.  Ulcer-like  symptoms.  Biliary- 
like  symptoms.  Tender  cecum. 

-\11  except  Case  13  gave  a clinical  impression  of  Vitamin  B 
deficiency. 

Table  3.  Symptoms  and  significant  findings  of  six  cases 
with  an  etiologic  diagnosis  of  giardiasis  only. 

This  demonstrates  the  importance  of  considering 
giardiasis  in  the  differential  diagnosis  of  upper  ab- 
dominal disease.  According  to  these  figures  Giardia 
cannot  be  said  to  cause  diarrhea,  disturbances  of 
bowel  function  being  comparable  in  the  series  and 
the  controls.  The  literature  mentions  it  prominently 
as  a cause  of  diarrhea  in  children.  It  is  to  be  noted 
that  only  one  child  of  ten  years  of  age  is  included 
in  this  series. 

The  complaint  of  fatigue  has  been  noted  promi- 
nently as  these  cases  have  been  encountered.  Of 
course,  fatigue  is  a common  complaint  of  all  kinds 


of  patients,  but  one  cannot  help  being  impressed 
with  its  frequency  and  severity  in  this  series  of 
cases.  The  incidence  noted  is  over  twice  that  of  the 
controls. 

Other  observers  have  mentioned  fatigability  as 
a frequent  symptom  of  giardiasis.  And  this  brings 
me  to  the  last  and  I believe  a very  important  con- 
sideration of  giardiasis,  that  I believe  many  of  these 
patients  suffer  from  a severe  avitaminosis,  notably 
avitaminosis  B.  Fatigue  and  weakness,  vague  pains, 
poor  appetite,  bowel  dysfunction,  glandular  dys- 
function are  all  mentioned  as  important  character- 
istics of  moderate  vitamin  B deficiency,  together 
with  sore  tongue,  atrophic  tongue,  polyneuritis  and 
edema  in  severe  vitamin  B deficiency.  The  syn- 
drome of  pellagra  has  been  shown  by  Goldberger 
to  be  due  to  a severe  vitamin  B^,  or  G deficiency. 

One  has  to  be  very  careful  in  separating  symptoms 
that  might  be  due  to  a mild  vitamin  B deficiency, 
such  as  is  seen  among  comparatively  well  to  do 
people  in  this  climate,  and  symptoms  due  to  pure 
neurosis.  For  this  reason  I have  taken  pains  to 
include  the  percentages  of  neuroses  in  my  table. 

Taking  into  consideration  the  varied  causes  of 
fatigue  in  this  series  as  well  as  in  all  patients,  I 
still  feel  that  the  much  higher  percentage  of  fatigue 
in  this  series  over  that  of  controls  is  significant, 
and  its  response  to  parasitic  treatment  in  many 
cases,  as  well  as  the  striking  response  to  vitamin  B 
preparations  in  cases  20,  26,  27,  11,  is  highly  sig- 
nificant. Much  light  will  be  thrown  on  this  phase 
of  protozoan  infections  when  an  objective  measure- 
ment of  vitamin  B deficiency  is  available  for  clini- 
cal use. 

So  far  as  I know,  Giardia  has  never  been  cul- 
tured, but  I call  your  attention  to  the  fact  that 
the  best  culture  media  for  ameba  contain  sub- 
stances providing  a good  source  of  vitamin  B.  My 
feeling  is  that  the  protozoan  appropriates  vitamin 
B for  its  own  use,  thus  robbing  the  host.  Due  to 
its  peculiar  habitat,  Giardia  may  be  in  a position 
to  produce  a greater  deficiency  than  other  parasites. 
Therefore,  I feel  Jelks’^'^  theory  regarding  pellagra 
deserves  attention ; also,  if  Giardia  produces  a vita- 
min B deficiency  ipso  facto,  a factor  other  than 
local  irritation  is  present  in  the  causation  of  peptic 
ulcer  and  faulty  intestinal  motility,  as  well  as  the 
severe  neurotic  manifestations  some  of  these  pa- 
tients exhibit.  McCollum^®  alludes  to  a neurotic 
tendency  from  vitamin  B deficiency.  Comment  has 
been  made  many  times  by  competent  observers 

17.  Jelks,  J.  L. : Intestinal  Protozoa  of  Man.  The  Cyclopea 
of  Medicine,  9:578.  F.  A.  Davis  Co.,  Philadelphia,  1934. 

18.  McCollum,  E.  V.  and  Simmonds,  N. : The  Newer 
Knowledge  of  Nutrition.  The  Macmilla^gfi).,  Now  Yorlc,^ 
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upon  the  neurasthenic  tendency  among  patients 
with  protozoan  infections  and  other  parasitic  in- 
vasions. 

Some  work  recently  done  at  the  University  of 
Iowa  by  Becker  and  Morehouse  I believe  is  of  some 
significance  in  this  connection;  Using  the  numerical 
elimination  of  oocysts  in  the  stools  of  rats  experi- 
mentally infected  with  a Coccidium  {eimeria 
miyaririi)  as  an  index  of  the  growth  of  the  para- 
site in  the  host,  they  found  that  rats  deficient  in 
vitamin  G developed  infestations  only  a fourth  to 
a fifth  as  heavy  as  rats  on  a diet  well  supplied  with 
vitamin  G.  My  interpretation  of  this  result  is  that 
the  Coccidium  needs  vitamin  G for  its  growth.  It 
seems  reasonable  to  ascribe  a similar  characteristic 
to  other  protozoa. 

CONCLUSIONS 

1.  Twenty-seven  cases  of  Giardia  infestation 
found  in  stool  examinations  done  on  three  hundred 
patients  have  been  reported. 

2.  Duodenal  ulcer  has  an  incidence  over  three 
times  as  great  in  giardiasis  as  in  controls. 

3.  Biliary  disease  has  no  increased  incidence  in 
giardiasis. 

4.  Biliary-like  and  ulcer-like  symptoms  are  over 
three  times  as  common  in  giardiasis  as  in  controls. 

5.  There  is  a high  incidence  of  fatigue  and  vita- 
min B deficiency  in  giardiasis. 

6.  Ginrdia  does  not  commonly  cause  diarrhea  in 
adults. 


C.\RDIOVASCULAR  DISEASE  DUE  TO 
SYPHILIS* 

Aubrey  M.  Davis,  M.D. 

PORTLAND,  ORE. 

The  recent  interest  shown  by  the  general  public 
as  a result  of  the  nation-wide  publicity  aimed  at 
furthering  control  and  lowering  the  incidence  of 
syphilis  has  made  it  necessary  for  the  medical  pro- 
fession to  renew  their  knowledge  and  understand- 
ing of  this  widespread  disease  in  all  its  manifesta- 
tions. Very  complete  and  valuable  contributions  to 
the  treatment  of  the  earlier  phases  of  the  disease 
have  been  made  through  the  efforts  of  the  U.  S. 
Department  of  Public  Health  and  the  committee  of 
i-he  American  Medical  Association  assigned  to  the 
.special  work  of  correlating  and  revising  the  best 
methods  of  combating  syphilis. 

It  is  the  purpose  of  this  paper  to  emphasize  one 
very  important  aspect  of  the  later  manifestations 

♦From  Department  of  Medicine  and  Cardiology,  Univer- 
sity of  Oregon  Medical  School. 

•Read  before  the  Annual  Meeting  of  Public  Health  Of- 
ficers of  Oregon,  Portland,  Ore.,  Oct.  7,  1936. 


of  the  disease,  namely,  the  damage  done  by  syphilis 
to  the  cardiovascular  system.  The  writer  has  been 
engaged  in  a special  study  of  the  occurrence  of 
cardiovascular  syphilis  as  observed  in  the  routine 
examination  of  patients  of  the  outpatient  syphilis 
clinic  of  University  of  Oregon  Medical  School  dur- 
ing the  past  four  years,  and  wishes  to  express  his 
appreciation  for  this  opportunity  of  study  afforded 
by  the  Department  of  Syphilology.  It  is  not  always 
realized  that  syphilis  is  the  third  most  important 
cause  of  heart  disease,  being  exceeded  only  by 
arteriosclerotic  disease  and  rheumatic  infection. 
Cardiovascular  involvement,  even  more  than 
neurologic  complications,  is  the  nemesis  of  syphilis 
and  is  responsible  for  more  than  one-third  of  its 
fatalities. 

The  frequency  of  syphilitic  cardiovascular  dis- 
ease varies  with  the  age  group,  race,  sex  and  em- 
phasis placed  on  microscopic  vs.  macroscopic  evi- 
dence of  disease  when  examined  at  autopsy.  We 
know  that  aortic  syphilis  at  postmortem  examina- 
tion is  found  much  more  commonly  than  that  ob- 
served clinically.  Ten  to  15  per  cent  of  all  cardio- 
vascular disease  is  syphilitic.  It  is  estimated  that 
240,000  are  treated  every  year  in  the  United  States 
for  cardiovascular  syphilis  and  fully  20,000  a year 
die  from  this  cause. 

Cardiovascular  syphilis  is  observed  predomi- 
nantly in  the  fifth  and  sixth  decades  of  life,  is  far 
more  common  in  negroes  than  in  whites,  and  two 
to  four  times  more  common  in  males  than  in  fe- 
males. In  a series  of  1058  outpatients  of  the  syphi- 
lis clinic  of  the  University  of  Oregon  Medical 
School,  examined  by  the  author  over  a period  of 
three  and  one-half  years,  there  was  found  definite 
clinical  evidence  of  cardiovascular  syphilis  in  26.7 
per  cent  of  557  males  and  11.5  per  cent  of  501 
females.  The  greatest  number  of  this  group  were 
white  adults,  with  a few  negroes,  Malays  and 
Mongolians.  These  figures  compare  quite  favorably 
with  those  of  much  larger  series  of  cases  made  in 
other  sections  of  the  northern  states.  It  is  the  first 
study  of  the  frequency  of  cardiovascular  syphilis 
made  in  the  Department  of  Syphilology  of  Univer- 
sity of  Oregon  Medical  School  and  the  observations 
give  especially  valuable  information  on  the  occur- 
rence of  this  phase  of  syphilis  as  found  in  the  Pa- 
cific Northwest. 

It  is  important  that  we  have  a better  understand- 
ing of  the  pathology  and  physiology  of  syphilis  as 
a means  toward  obtaining  a more  intelligent  back- 
ground for  diagnosing  and  treating  cardiovascular 
syphilis.  Syphilis  is  primarily  a disease  of  the 
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lymphatic  system.  The  spirochetes  travel  from  the 
primary  lesion  by  way  of  the  lymphatics  to  the 
mediastinal  lymph  glands  very  early  in  the  disease. 
Then  by  extension  from  the  perivascular  lymph 
spaces  they  enter  the  vasovasorum  of  the  great 
vessels  and  set  up  endarteritic  processes  which  by 
lymphocytic-plasma  cell  invasion  cause  destruction 
of  elastic  tissue  and  fibrotic  weakening  of  the  vessel 
wall.  The  bulb  and  first  portion  of  the  ascending 
aorta  are  the  locations  of  the  most  striking  changes, 
due  to  close  proximity  to  the  numerous  lymph 
nodes  in  the  mediastinum  and  about  the  bifurca- 
tion of  the  trachea. 

Clinical  observation  supports  this  extraaortic 
factor  in  explaining  this  localization  of  pathologic 
change.  Symptoms  of  aneurysm,  for  example,  can 
disappear  under  treatment  without  visible  change 
in  the  calibre  of  the  vessel.  Sometimes  the  expan- 
sile pulsation  of  aneurysm  is  not  seen  until  lymph- 
atic swelling  has  been  decreased  by  treatment.  The 
physiology  pertaining  to  production  of  the  earliest 
physical  sign  of  aortic  involvement,  namely,  bell- 
like or  tambor-like  quality  of  the  accentuated  aortic 
second  sound  is  interesting  to  note  at  this  time. 
This  is  due  to  a perivasculitis  and  mediastinitis 
that  produces  a vessel  wall  that  has  lost  its  elas- 
ticity by  the  sclerosing  process  associated  with  de- 
struction of  the  elastic  fibres  and  scarring,  so  that 
the  aortic  valves  recoil  in  closing  on  a rigid  rather 
than  elastic  base  where  they  are  attached.  Inci- 
dentally, treatment  can  exaggerate  this  physical 
sign  by  adding  to  the  sclerosing  process  as  further 
healing  occurs,  producing  what  is  known  as  a paro- 
dox  of  physical  signs. 

Development  of  aneurysm  is  probably  due  to 
perivascular  as  well  as  intramural  changes.  The 
integrity  of  the  aortic  valves  determines  in  a large 
part  whether  dilatation  of  the  vessel  to  aneurysmal 
size  will  occur.  If  there  is  no  leakage  through  the 
valves,  the  increased  diastolic  pressure  tends  to 
cause  bulging  of  the  aorta  whose  wall  is  already 
weakened.  We  usually  find  a higher  diastolic  pres- 
I sure  in  conjunction  with  aneurysm  than  with  aorti- 
i tis  alone.  The  production  of  aortic  regurgitation  of 
any  degree  will  lessen  the  tendency  to  production 
of  aneurysm.  Localization  of  the  syphilitic  invasive 
process  at  the  base  of  the  aorta  and  in  the  region 
of  the  sinuses  of  Valsalva  produces  a double  men- 
ace, involvement  of  the  aortic  cusps  causing  wid- 
ening of  the  commissures  between  the  valves  and 
involvement  of  the  coronary  orifices.  This  latter 
lesion  is  due  to  direct  extension  of  the  aortic 


process  and  not  by  changes  in  the  coronary  vessels 
themselves. 

While  invasion  of  the  myocardium  by  spiro- 
chetes occurs  and  early,  too,  syphilitic  myocarditis 
is  very  uncommon  and  is  seldom  diagnosed  correct- 
ly. Gumma  of  the  heart  muscle  is  likewise  very 
uncommon. 

It  is  best  to  consider  that  we  are  dealing  chiefly 
with  disease  of  the  aorta  in  syphilitic  cardiovascular 
disease.  Extension  down  the  aorta  to  involve  the 
coronary  orifices  produces  narrowing  of  the  lumina 
of  these  important  vessels  and  thereby  causes  dis- 
turbed function  of  the  coronary  circulation  and 
symptoms  and  myocardial  damage  as  in  coronary 
sclerosis.  The  heart  muscle  response  to  the  impaired 
circulation  is  that  of  myofibrosis  and  these  repeated 
areas  of  scarring,  when  observed  at  autopsy,  have 
been  considered  syphilitic  myocarditis.  This,  how- 
ever, is  not  absolute  evidence  of  the  lesion,  since 
it  cannot  be  distinguished  from  that  of  coronary 
sclerosis  and,  as  Willius  says,  the  occasional  finding 
of  spirochetes  in  these  tissues  is  not  positive  proof 
that  they  have  exerted  any  destructive  influence. 

It  is  interesting  to  note  that  aneurysm  of  the 
aorta  has  little  effect  on  the  heart  itself.  Only  if 
the  coronary  orifices  are  impaired  or  if  aortic  in- 
sufficiency occurs,  does  the  heart  ordinarily  become 
enlarged.  In  the  presence  of  aortic  insufficiency, 
hypertrophy  of  the  left  ventricle,  and  to  some  ex- 
tent of  the  other  heart  chambers,  takes  place,  and 
this  eventually  leads  to  dilatation  and  failure. 

The  symptoms  of  cardiovascular  s}rphilis  are  not 
characteristic.  They  vary  with  the  type  of  lesion 
that  predominates.  They  may  be  entirely  absent  in 
the  early  stages  of  detection  by  physical  means, 
only  to  become  evident  when  aortic  insufficiency, 
aneurysm  or  coronary  orifice  impairment  occurs. 
It  is  uncommon  to  find  physical  signs  of  aortic  in- 
volvement in  the  first  decade  of  the  disease,  and 
seldom  are  symptoms  manifest  before  fifteen  years 
have  elapsed  since  the  infection  was  obtained. 

The  earliest  physical  sign  of  aortitis  is  usually  a 
change  in  the  quality  of  the  aortic  second  sound. 
A tambor  or  bell-like  quality  is  heard  that  is  dif- 
ferent, and  with  experience  can  often  be  distin- 
guished from  the  accentuated  second  sound  so 
often  heard  in  aortic  sclerosis  associated  with  hy- 
pertension. Dilatation  of  the  aorta  by  fluoroscopic 
examination  or  roentgenogram  can  be  detected 
early.  .Another  early  sign  is  widening  of  the  area 
of  retrosternal  dullness  on  percussion  in  the  sec- 
ond interspace.  A width  of  6.5  to  7.  cm.  in  males 
and  6.  to  6.5  cm.  in  females  is  suggestive  and 
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should  always  be  checked  by  fluoroscopy.  A mod- 
erately rough  systolic  murmur  heard  in  the  aortic 
area  or  along  the  left  of  the  sternum  in  the  third 
interspace,  often  radiating  into  the  neck  vessels, 
especially  in  the  presence  of  a normal  blood  pres- 
sure, or  in  a young  person  with  no  history  of  rheu- 
matic heart  disease,  is  always  suggestive  of  aortitis. 

As  symptoms  of  aortitis  develop  they  are  notori- 
ously abrupt  in  onset  and  are  apt  to  be  paroxysmal. 
Shortness  of  breath  and  substernal  distress  or  pain, 
usually  exaggerated  by  exertion,  are  frequently 
complained  of.  Progressive  circulatory  embarrass- 
ment with  weakness,  nervousness  and  dizziness  will 
often  follow  later.  As  the  lesions  progress  the  signs 
and  symptoms  vary  accordingly.  There  may  occur 
aortic  regurgitation  or  aneurysm  with  or  without 
coronary  orifice  involvement  in  either  case. 

The  anginal  seizures  help  to  identify  coronary  ori- 
fice lesions  and  in  these  cases  the  electrocardiograph 
helps  considerably  in  diagnosis.  Changes  in  T. 
waves  and  Q.R.S.  complexes  in  the  electrocardio- 
gram indicate  extent  and  location  of  areas  of  myo- 
cardial damage.  Heart  block,  infrequent  though  it 
is  in  syphilis,  can  also  be  detected  by  the  electro- 
cardiograph. Aneurysm  occurs  in  all  portions  of  the 
aorta,  and  even  in  some  of  its  major  proximal 
branches,  but  most  frequently  in  the  first  part  of 
the  ascending  aorta.  This  lesion  may  be  symptom- 
less until  well  advanced. 

Symptoms  of  aneurysm  are  due  to  encroachment 
on  surrounding  structures  and  are  aggravated  by 
its  pulsation.  Severe  pain  and  dyspnea  occur  more 
prominently  in  aneurysm  as  compared  with  aoritis. 
The  earliest  clinical  identification  of  aneurysm  is  by 
means  of  the  fluoroscope,  where  an  abnormal  dila- 
tation of  a circumscribed  portion  of  the  aorta  is 
found.  This,  if  large  enough,  may  be  detected  on 
physical  examination  by  palpable  pulsation  and 
thrill. 

The  most  reliable  evidence  of  aortic  regurgita- 
tion is  the  presence  of  a diastolic  murmur  heard 
over  the  aortic  area  and  down  along  the  left  of  the 
lower  sternum.  It  is  often  rather  high  pitched, 
blowing  in  type.  Sometimes  it  is  heard  as  a pre- 
systolic  murmur  at  the  apex,  the  so-called  Austin 
Flint  murmur.  This  latter  can  only  be  identified 
in  the  absence  of  mitral  stenosis  of  rheumatic  ori- 
gin. Early  in  the  progress  of  the  aortic  regurgita- 
tion, there  may  be  noted  a gradual  diminution  and 
disappearance  of  the  aortic  second  sound.  The 
aortic  diastolic  murmur  is  nearly  always  accom- 
panied by  blood  pressure  changes,  a lowering  of 
diastolic  pressure  and  widening  of  pulse  pressure. 
Soon  the  left  ventricle  hypertrophies  and  the  rest  of 


the  heart  to  a less  extent.  Aortic  regurgitation  car- 
ries with  it  the  most  grave  prognosis  of  cardiovas- 
cular syphilis  and  ultimately  results  in  cardiac 
dilatation  and  failure.  It  is  noteworthy  in  passing, 
that  auricular  fibrillation  is  only  infrequently 
found  to  occur  in  syphilitic  hearts  in  failure. 

In  cardiovascular  syphilis  the  serologic  reactions 
are  found  to  be  helpful  aids  to  diagnosis.  From 
75  to  90  per  cent  of  cardiovascular  syphilitics  have 
positive  blood  tests.  The  highest  percentage  of 
positive  tests  occurs  in  cases  with  aneurysm,  around 
90  per  cent.  In  aortic  regurgitation  about  80  per 
cent  have  positive  blood  tests,  and  in  aortitis  about 
75  per  cent  are  positive.  Wasserman-fast  cases  are 
often  found  to  have  or  to  develop  cardiovascular 
syphilis.  The  frequent  coexistence  of  cardiovascular 
syphilis  with  central  nervous  system  syphilis  should 
be  mentioned.  Spinal  fluid  serologic  tests  are  posi- 
tive in  50  to  60  per  cent  of  cases  of  advanced  car- 
diovascular syphilis. 

The  prognosis  regarding  cardiovascular  syphilis 
in  general  is  poor.  Adequate  treatment  in  advanced 
cases  makes  for  very  material  increase  in  duration 
of  life.  Adequate  treatment  in  early  syphilis  can 
prevent  cardiovascular  involvement  in  nearly  all 
instances.  Inadequately  treated  cases  do  not  do  as 
well  as  nontreated  cases  of  advanced  cardiovascular 
syphilis. 

In  a recent  extensive  study  of  a large  series  of 
cases  observed  for  as  long  as  twenty  years  it  was 
found  that  in  uncomplicated  syphilitic  aortitis  the 
duration  of  life  in  patients  receiving  adequate  treat- 
ment after  detection  of  the  lesion  has  been  in- 
creased from  thirty-four  to  eighty-five  months  and 
in  about  65  per  cent  of  these  symptoms  disap- 
peared. .Adequate  treatment  in  advanced  cardio- 
vascular cases  should  be  considered  to  consist  of 
not  less  than  thirteen  or  more  injections  of  arseni- 
cals,  either  neoarsphenamine  or  bismarsen  pre- 
ceded by  an  intensive  course  of  heavy  metal,  pref- 
erably bismuth  or  mercury.  If  there  is  need  for  a 
slower  acting  effect,  potassium  iodide  to  be  given 
along  with  the  heavy  metal.  Such  courses  to  be 
repeated  alternately,  if  the  patient’s  condition  per- 
mits. The  neoarsphenamine  should  be  given  only 
in  small  doses,  beginning  with  .05  gm.  and  increas- 
ing to  0.3  gm. 

In  conjunction  with  treatment  at  this  point  I 
would  like  to  mention  the  factor  of  therapeutic 
paradox  which  often  influences  the  course  of  an 
aortic  lesion  under  treatment,  especially  aneurysm. 
Instances  are  known  of  disastrous  results  from  too 
much  arsenic  given  these  cases,  or  arsenic  before 
the  patient  has  been  properly  prepared  by  a course 
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of  heavy  metal.  A reaction  similar  to  a Herxheimer 
occurs,  producing  an  acute  edema  in  the  diseased 
vessel  wall,  sometimes  even  rupture.  The  symptoms 
may  at  first  improve  and  then  become  worse  under 
treatment,  due  to  too  rapid  healing  of  the  inflam- 
matory area  in  the  wall  resulting  in  fibrosis,  dis- 
tortion and  contraction. 

In  aortic  regurgitation  adequate  treatment  has 
increased  duration  of  life  from  twenty  to  thirty- 
five  months  after  the  lesion  was  first  detected. 
.Aneurysm  cases  under  adequate  treatment  have  an 
average  increase  in  duration  of  life  from  thirty- 
seven  to  seventy-five  months  after  detection  of  the 
lesion.  These  recent  studies  are  certainly  a note- 
worthy contribution  to  our  knowledge  of  the  bene- 
fits to  be  expected  from  careful,  conscientious  sci- 
entific diagnosis  and  treatment  of  cardiovascular 
syphilis. 

We  have  not  discussed  the  matter  of  diagnosing 
cardiovascular  syphilis,  when  we  meet  up  with  a 
case  presenting  no  history  of  having  acquired  the 
disease  and  negative  serology.  This  problem,  how- 
ever, is  not  infrequently  faced  by  the  cardiologist 
and  in  the  heart  clinic,  and  calls  for  very  careful 
fluoroscopic  examination,  followed  then  by  more 
complete  and  careful  history  and  physical  exam- 
ination. In  such  instances  the  experienced  clinician 
can  safely  diagnose  syphilis,  the  lesion  sometimes 
being  very  characteristic  when  seen  under  the 
fluoroscope,  and  antiluetic  treatment  in  such  cases 
can  improve  the  patient  and  act  as  a therapeutic 
diagnostic  test. 

When  the  problem  of  treating  a syphilitic  heart 
in  failure  presents  itself,  we  must  endeavor  to  treat 
the  failing  heart  as  we  would  any  decompensated 
heart,  namely,  by  rest,  digitalis  and  diuretics,  but 
we  should  remember  that  an  organ  affected  by  a 
disease  such  as  syphilis  has  an  additional  handicap 
that  calls  for  specific  therapy,  if  it  is  at  all  available. 
When  syphilis  is  present  in  an  individual  in  addi- 
tion to  whatever  ailment  he  may  have,  the  treat- 
ment of  this  latter  disease  is  usually  more  difficult 
than  if  syphilis  were  not  present.  It  is  found  by 
experience  that  these  cases  show  better  response  to 
digitalis  when  mild  antisyphilitic  treatment  such  as 
mercury  or  bismuth  with  iodides  is  added  to  this 
regime.  It  seems  that  syphilitic  hearts  in  failure  are 
less  responsive  to  the  beneficial  effects  of  digitalis. 

It  is  to  be  hoped  that  the  material  here  pre- 
sented will  further  a better  understanding  of  car- 
diovascular syphilis  and  provide  a background  for 
more  accurate  diagnosis  and  satisfactory  treat- 
ment. 


ASTHENIA  AND  SOME  OF  ITS  LESS 
OBVIOUS  CAUSES 
Kenelm  Winslow,  M.D. 

SEATTLE,  WASH. 

While  etymologically  asthenia  is  a negative  term, 
to  patients  it  is  a very  postive  condition.  A pre- 
dominant percentage  of  patients  come  to  the  in- 
ternist’s office  with  the  chief  complaint  of  weak- 
ness, fatigue  on  slight  exertion,  and  exhaustion  or 
loss  of  energy  (now  known  as  “pep”).  Although 
asthenia  may  sometimes  be  constitutional,  as  neuro- 
circulatory  asthenia,  yet  it  is  more  generally  to  be 
regarded  as  a symptom  secondary  to  some  other 
disease.  Because  of  its  great  frequency,  often  of 
doubtful  origin,  we  believe  that  it  deserves  more 
attention  than  it  has  received. 

In  leading  text-books  on  different  diagnosis, 
based  on  chief  presenting  symptoms,  one  finds  little 
or  nothing  under  asthenia  or  its  synonyms.  Thus, 
in  one  work  of  this  kind  over  fifty  diseases  are 
listed  under  loss  of  weight,  but  none  under  asthenia 
or  weakness.  Of  the  two  conditions,  it  would  seem 
that  asthenia  merits  more  consideration  than  loss 
of  weight  because  of  its  often  obscure  etiology  and 
of  the  disability  that  it  produces. 

To  save  time  and  expense  in  diagnosis,  it  is 
well  to  keep  in  mind  the  less  commonly  recog- 
nized causes  of  asthenia.  Since  weakness  is  so  com- 
mon a symptom  in  most  acute  and  chronic  diseases, 
we  must  limit  our  discussion  to  the  causes  that  are 
less  obvious  on  ordinary  interrogation  and  examina- 
tion. We  use  purposely  the  word  “ordinary”  be- 
cause an  extraordinarily  careful  and  complete  ex- 
amination should  usually  solve  the  etiology  of  as- 
thenia, but  not  always,  as  the  following  cases  dem- 
onstrate. At  the  same  time  it  must  be  conceded  that 
it  is  much  easier  to  discover  the  etiology  of  asthenia 
if  one  has  in  mind  its  possible  causes.  We  will  dis- 
cuss the  causes  that  seem  to  be  more  often  over- 
looked. 

ABDOMINAL  CANCER 

The  oldster  will  readily  recall  many  cases  of 
cancer  of  the  stomach,  large  bowel,  pancreas,  liver, 
bladder  and  ovary,  in  which  asthenia  was  the  only 
complaint  for  months.  Cancer  of  the  stomach  not 
rarely  occurs  without  definite  gastric  symptoms. 
Weakness  is  followed  by  loss  of  weight  and  some 
anemia.  In  such  cases  there  is  no  involvement  of 
either  the  cardiac  or  pyloric  orifices.  Some  patients 
even  die  without  gastric  symptoms  and  such  cases 
are  occasionally  mistaken  for  pernicious  anemia, 
owing  to  lack  of  free  HCl  in  the  stomach  contents 
and  to  the  presence  of  numbness  and  tingling  in 
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the  extremities.  One  old  man  in  our  service  with 
gastric  cancer  died  quite  comfortably  in  bed  while 
smoking  a pipe.  Routine  fluoroscopy  should  settle 
the  diagnosis. 

Case  1.  A robust,  florid,  middle-aged  lawyer  was  dis- 
mayed because  he  suddenly  gave  out  after  playing  nine 
holes  of  golf.  He  returned  to  his  office,  where  he  was  able 
to  carry  on  for  several  months.  Weakness  was  the  sole 
symptom  for  a long  time  and  routine  examination  dis- 
closed nothing.  The  patient  weighed  about  200  lbs.,  the 
hemoglobin  content  was  100  per  cent  and  there  were  5,000,- 
000  red  blood  cells.  Some  months  after  the  beginning  of 
weakness  the  patient  developed  slight  irregular  fever.  Next, 
faint  icterus  of  the  sclerae  was  observed,  followed  shortly 
by  edema  of  the  scrotum,  forerunner  of  ascites.  At  this 
point  a probable  diagnosis  of  cancer  of  the  liver  was  made, 
to  which  several  consultants  strenuously  objected.  Surgical 
exploration  demonstrated  cancer  of  the  liver,  primary  in 
the  pancreas,  which  was  not  enlarged. 

Case  2.  A middle-aged  broker  became  so  weak  he  had  to 
give  up  golf,  and  later,  business,  but  was  able  to  be  up 
and  about  the  house  for  some  months  before  we  saw  him. 
He  had  been  subjected  to  the  most  extensive  and  complete 
examinations  of  all  kinds  by  his  physician  and  an  able 
consultant,  including  intravenous  injection  of  thorotrast  to 
visualize  the  liver  and  spleen.  No  diagnosis  had  been  made. 
In  the  absence  of  other  physical  signs,  we  were  able  at 
the  first  visit  to  secure  biopsy  of  a small,  shot-like  nodule 
on  the  skin  near  the  navel.  Metastatic  cancer  was  dis- 
closed. A diagnosis  of  abdominal  malignancy  was  made 
and  later  icterus,  enlarged  liver  and  ascites  terminated  in 
the  death  of  the  patient  within  sLx  months. 

Case  3.  .A  woman  of  55,  seen  in  consultation,  had  suf- 
fered from  weakness  for  two  years,  but  had  been  able  to 
attend  to  her  housework.  She  had  no  pain  or  other  symp- 
toms, except  that  she  had  noticed  a gradual  abdominal 
enlargement  for  over  two  years.  There  was  some  evident 
emaciation  and  ascites.  Finding  no  apparent  cause  for  the 
ascites,  we  asked  Dr.  Oscar  Proctor  to  explore  the  abdo- 
men, which  he  did  through  a small  incision  by  means  of 
an  electric  torch  under  local  anesthesia.  Multiple,  miliary 
carcinomatosis  of  the  peritoneum  was  found,  confirmed  by 
biopsy.  The  patient  was  at  home  and  about  her  housework 
next  day,  not  knowing  that  her  abdomen  had  been  opened 
or  the  diagnosis  made.  She  had  been  told  the  fluid  would 
be  drained  off  by  tapping. 

Case  4.  A school  teacher  of  46  was  seen  in  consultation. 
She  had  given  up  work  because  of  weakness  and  had  later 
taken  to  bed.  We  did  not  see  her  until  about  five  months 
after  the  onset  of  asthenia.  A moderate  continuous  fever 
had  devleoped  and  some  anemia,  and  a diagnosis  of  sub- 
acute bacterial  endocarditis  had  been  made  by  a consultant. 
Our  examination  proved  negative,  except  for  a systolic 
murmur  at  the  apex  and  the  presence  of  a small,  palpable 
lymph  node  in  the  left  side  of  the  neck  that  was  thought 
negligible.  This  was  removed  at  our  first  visit  and  biopsy 
revealed  metastatic  carcinoma.  Autopsy,  some  months  later, 
disclosed  general  abdominal  carcinomatosis,  primary  in  one 
ovary.  Subacute  bacterial  endocarditis  is  often  treated  as 
asthenia  in  early  stages,  but  superficial  examination  should 
determine  the  presence  of  old  valvular  disease. 

Case  5.  The  mother  of  a doctor,  a stout  woman  of  63, 
was  seen  in  consultation.  The  complaint  was  chiefly  of 
asthenia,  but  there  had  been  light  “drizzling”  of  blood 
from  the  vagina  at  times,  and  moderate  anemia  was  evi- 
dent. Bimanual  examination  was  negative.  Owing  to  the 
age  and  suspicious  symptoms,  without  objective  signs,  we 
diagnosed  probable  cancer  of  the  uterine  fundus  and  ad- 
vised hysterectomy,  in  spite  of  a negative  finding  from  a 
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recent  uterine  curettement.  A leading  and  skillful  surgeon 
explored  the  uterus  with  negative  results.  The  patient 
growing  weaker,  I advised  a second  operation  some  two 
months  later,  when  the  same  surgeon  found  inoperable 
carcinoma  of  the  uterus,  owing  to  extensive  metastases. 
The  history  of  cases  is  often  more  important  than  direct 
inspection  of  the  diseased  organ  by  the  surgeon,  as  in 
cholecystitis. 

Early  carcinoma  of  the  bladder  we  have  seen 
mistaken  for  simple  asthenia,  and  many  more  cases 
come  to  mind,  but  “enough  is  as  good  as  a feast.” 
Apart  from  weakness,  early  evidences  of  abdominal 
cancer  are:  fever  without  obvious  cause  in  per- 
sons of  cancer  age,  the  appearance  of  possible  me- 
tastatic nodules  on  the  abdomen  or  in  the  neck, 
especially  the  left  supraclavicular  region.  Slight 
icterus  or  ascites  should  be  always  sought. 

The  classic  path  of  glory  for  the  consultant  has 
always  been  per  rectum  or  vaginum;  the  more 
modern,  elegant  and  certain  biopsy  attains  the  same 
end,  but  lacks  the  dramatic  touch  and  sudden  de- 
nouncement prized  by  the  examiner.  Abdominal  ex- 
ploration is  always  advisable  in  obscure  cases  of 
ascites  and  jaundice,  when  the  condition  of  the 
patient  permits.  In  ascites,  or  other  conditions  of 
suspected  abdominal  cancer,  it  may  be  done  with- 
out hospitalization  of  the  patient  for  more  than  one 
night,  where  inspection  of  the  peritoneum  discloses 
the  diagnosis.  One  of  our  patients  of  middle  age, 
with  gradually  increasing  jaundice  and  ascites  of 
probable  malignant  origin,  was  completely  cured 
by  removal  of  enlarged  mesenteric  glands  com- 
pressing the  common  duct  and  portal  vein.  The 
swelling  of  the  glands  was  of  inflammatory  etiology. 

Suspected  malignancy,  with  painless  jaundice, 
has  a number  of  times  yielded  unexpectedly  happy 
results  from  exploration  and  discovery  of  gall- 
stones. Again,  in  painless  jaundice,  due  to  probable 
cancer  of  the  head  of  the  pancreas,  cholecystogas- 
trostomy  has  led  to  several  permanent  recoveries 
through  a mistaken  diagnosis  of  malignancy  instead 
of  inflammatory  enlargement  of  the  pancreas.  Per- 
manent cures  are  reported  in  15  per  cent  of  these 
cases  operated  upon  at  The  Mayo  Clinic,  and  for 
the  same  reason.  In  asthenia  in  persons  of  cancer 
age,  malignancy  should  be  always  suspected.  As- 
thenia may  be  the  first  and  only  symptom  of  the 
onset  of  the  disease. 

HYPOTHYROIDISM 

Asthenia  in  women  during  the  menopause,  or 
later,  should  always  suggest  hypothyroidism.  It  is 
quite  common  after  the  menopause  because  ovarian 
hypofunction  leads  to  disturbance  of  the  thyroid, 
adrenal  and  pituitary  glands,  with  imbalance  of  the 
normal  equilibrium  existing  between  the  two  di- 


June,  1937 


ASTHENIA — WINSLOW 


197 


visions  of  the  autonomic  nervous  system.  Beside  the 
chief  complaint  of  weakness,  the  clinical  picture  of 
hypothyroidism  may  include:  an  increase  in  weight, 
mental  dullness  and  apathy,  headache  and  poor 
memory,  dryness  of  the  skin  and  hair,  loss  of  hair, 
hypotension  and  obscure  pains  in  the  muscles  or 
joints  without  the  marked  changes  in  physiognomy 
characteristic  of  myxedema,  a very  rare  disease. 

Mild  forms  of  hypothyroidism,  on  the  contrary, 
are  very  common  in  these  subjects  and  are  often 
overlooked  because  the  metabolic  rate  is  frequently 
found  within  normal  limits,  not  exceeding*  -10  to 
-20  in  most  cases.  For  this  reason  one  is  justified 
in  giving  thyroid  extract  orally  as  a therapeutic 
test,  without  resorting  to  metabolic  studies.  In  the 
presence  of  hypothyroidism  the  result  of  this  treat- 
ment is  usually  rapid  and  gratifying.  Patients  are 
often  at  a loss  to  account  for  sudden  and  unex- 
pected fatigue  on  exertion  until  it  suddenly  occurs 
to  them  that  the  customary  dose  of  thyroid  has 
been  omitted. 

LEUKOPENIA 

The  propriety  of  listing  leukopenia  among  the 
causes  of  asthenia  may  be  questioned.  Our  reason 
for  so  doing  is  that  we  have  seen  some  cases  of 
leukopenia  in  middle-aged  women,  associated  with 
marked  weakness  as  the  chief  complaint,  that  have 
later  terminated  in  fatal  agranulocystosis.  For  this 
reason  we  believe  a routine  white  cell  count  is  ad- 
visable in  all  women  of  this  age  with  asthenia,  es- 
pecially in  patients  on  whom  surgery  is  contem- 
plated. Tuberculosis,  sometimes  an  obscure  cause  of 
asthenia,  is  often  accompanied  by  leukopenia. 
Among  causes  of  leukopenia,  we  have  prolonged  ex- 
posure to  roentgen  ray  and  radium,  and  poisoning 
by  many  medicinal  agents,  as  lead,  mercury,  ar- 
senic, the  arsphenamines,  morphine,  heroin,  chloral, 
cocaine,  ether,  alcohol,  benzol,  acetanilid,  amino- 
pyrine  alone  or  with  barbitals,  and  dinitrophenol. 
Aminopyrine  and  dinitrophenol,  more  than  any 
other  substances  mentioned,  have  been  found  re- 
sponsible for  many  cases  of  agranulocytosis  re- 
ported in  recent  literature,  and  for  this  reason 
should  be  avoided.  The  barbitals  (unless  combined 
with  aminopyrine)  have  been  exonerated  as  a cause 
j of  this  disease.  Various  infections  are  etiologic  fac- 
tors in  producing  agranulocytosis.  The  leukopoietic 
part  of  bone  marrow  is  very  susceptible  to  the 
action  of  toxins,  chemical  or  bacterial,  and  develop- 
ment of  leukocytes  is  inhibited  by  them. 

Some  authorities  consider  anginal  agranulocytosis 
the  primary  type;  the  other  forms,  without  the  pres- 
ence of  angina,  being  secondary  to  the  effects  of 


chemicals,  infections  or  radiant  action.  In  differen- 
tial diagnosis  of  leukopenia  aleukemic  intervals  of 
leukemia  must  be  excluded.  We  have  observed  such 
phases  of  leukemia  with  low  white  cell  count  lasting 
for  months  in  which  diagnosis  was  impossible,  ex- 
cept by  microscopic  study  of  bone  marrow  sections. 
We  would  stress  routine  blood  examinations,  espe- 
cially in  women  of  middle-age  with  asthenia. 

CHRONIC  INFECTIONS 

We  have  observed  leukopenia  in  some  cases  of 
chronic  sinus  infection,  associated  with  marked 
asthenia,  and  complete  recovery  following  appro- 
priate treatment.  But  here  we  wish  particularly  to 
mention  a special  type  of  patients,  often  previously 
robust,  energetic  men  holding  high  positions,  who 
have  completely  broken  down  in  middle  age  or 
later,  with  perhaps  the  diagnosis  of  early  senility 
or  chronic  nervous  exhaustion.  The  patients  them- 
selves become  deeply  depressed,  feel  that  their 
working  days  are  over  and  prepare  for  an  indefinite 
vacation  with  little  hope  of  recovery.  The  main 
complaint  is  of  weakness  and  general  inability  to 
carry  on  successfully. 

These  patients  have  been  chiefly  men,  in  our  ex- 
perience, with  marked  pyorrhea  or  many  pulpless 
infected  teeth.  After  removal  of  all  their  teeth  most 
of  these  patients  have  not  only  recovered,  but  have 
experienced  a new  lease  of  life,  and  feeling  better 
and  more  vigorous  than  for  years,  they  have  re- 
sumed their  business  activities  with  greater  success 
than  ever  before.  Perhaps  our  experience  in  this 
type  of  patients  is  unusual,  but  the  remarkable  men- 
tal and  physical  improvement  after  extraction  of 
infected  teeth  is  only  comparable  to  that  seen  after 
early  thyroidectomy  in  patients  with  exophthalmic 
goiter. 

HYPOGLYCEMIA  AND  HYPERINSULINISM 

This  is  a common  disorder,  often  overlooked,  and 
perhaps  as  frequent  as  diabetes.  Weakness  and 
hunger  are  frequently  the  chief  complaints.  Hypo- 
glycemia is  not  always  due  to  increased  secretion  of 
insulin,  but  sometimes  hyposecretion  of  the  thy- 
roid, pituitary  and  adrenals,  since  secretion  of  these 
glands  is  antagonistic  to  that  of  insulin.  Rarely 
hypoglycemia  is  secondary  to  disease  of  the  liver. 
The  common  disorder  is  probably  the  result  of 
overactivity  of  the  islands  of  Langerhans,  while 
severer  types  may  be  caused  by  tumors  of  the  pan- 
creas (adenoma,  more  rarely,  cancer).  Pancreatitis 
from  infection  within  the  abdomen  may  be  an 
etiologic  factor. 

The  important  diagnostic  feature  of  hypogly- 
cemia is  that  the  symptoms  occur  in  “spells”  and 
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are  not  continuous.  Symptoms  come  on  more  often 
after  fasting,  as  in  the  night,  on  awaking  in  the 
morning,  and  late  in  the  forenoon  and  afternoon, 
and  after  nervous  excitement  or  unusual  exercise. 

In  many  cases  the  chief  complaint  is  of  weak- 
ness and  hunger,  more  pronounced  at  the  times 
noted.  Besides  weakness,  there  may  be  a rather 
sudden  onset  of  irritability,  anxiety  or  temper  on 
slight  provocation,  with  trembling  of  the  hands, 
sweating,  pallor  or  flushing,  and  faintness  with 
hunger,  as  in  insulin  shock. 

A second  diagnostic  point  is  the  rapid  disap- 
pearance of  symptoms  after  the  taking  of  food, 
particularly  sweets,  as  candy,  sugar,  sweetened 
orange  juice,  clear  coffee  with  sugar  (gives  the 
most  marked  relief),  coca-cola,  cake,  ice  cream, 
milk  and  other  food.  The  quick  relief  obtained  by 
sweetened  clear  coffee  is  almost  diagnostic.  While 
the  immediate  improvement  in  symptoms  by  the 
ingestion  of  sweets  is  marked,  yet  their  effects  wear 
off  in  time  and  in  the  long  run  they  worsen  the 
condition.  With  a high  fat  diet  (150  gm.  of  fat), 
chiefly  cream  and  butter,  we  have  observed  the 
most  amazingly  marked  and  lasting  improvement 
in  these  cases,  probably  because  it  does  not  excite 
insulin  secretion  as  do  carbohydrates. 

Digestive  symptoms  are  common  in  hypogly- 
cemia, as  belching,  heartburn  and  epigastric  dis- 
tention after  eating.  In  milder  types,  the  fasting 
blood  sugar  is  from  0.060  to  0.075  per  cent;  in  se- 
verer forms,  from  0.060  to  0.050  per  cent  or  below. 
In  severe  types  fatigue  may  be  excessive,  with  all 
kinds  of  nervous  disturbances  seen  in  neurasthenia, 
psychasthenia  and  epilepsy  (convulsions).  The  di- 
gestive disorder  is  greater  so  that  organic  disease  is 
simulated,  as  peptic  ulcer,  gallbladder  trouble  or 
appendicitis,  with  both  pain  and  tenderness  in  the 
upper  abdomen.  There  may  be  heart  disturbance 
with  either  palpitation  or  bradycardia. 

According  to  Seale  Harris,  a diagnostic  test  con- 
sists in  keeping  suspected  patients  in  bed  for  a few 
days  on  a low  carbohydrate  diet,  of  five  to  ten  per 
cent  vegetables  and  fruit,  with  orange  or  tomato 
juice  before  sleeping  at  night,  after  awaking  in  the 
night  or  morning,  and  every  one  or  two  hours  be- 
tween meals.  He  states  that,  if  the  patient  is  not 
relieved  by  this  diet,  the  diagnosis  of  hypoglycemia 
may  be  dismissed,  unless  the  patient  has  tumor  or 
organic  disease  of  the  pancreas  which  cannot  be 
relieved  by  diet.  Hypoglycemia  occurs  in  the  new- 
born of  diabetic  mothers  and  such  infants  should 
have  blood  sugar  studies.  Coma  of  doubtful  origin 
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and  epilepsy  may  be  due  to  hypoglycemia  and  de- 
serve blood  sugar  study. 

Examinations  of  blood  in  hypoglycemia  should 
be  made  after  fasting  or  during  a “spell.”  A glucose 
tolerance  test  is  important,  not  failing  to  examine 
samples  of  blood  obtained  in  the  fifth  and  sixth 
hour  after  ingestion  of  glucose,  when  the  sugar  con- 
tent is  lowest.  In  doubtful  cases  repeated  examina- 
tions for  blood  sugar  are  essential;  single  tests  may 
prove  normal.  Spells  of  weakness  form  the  most 
common  symptom  of  hypoglycemia,  a not  infre- 
quent disorder  and  often  overlooked. 

HOOKWORM  DISEASE 

In  the  southern  parts  of  this  country,  hookworm 
disease  is  by  far  the  most  common  cause  of  asthenia 
in  children  and  young  adults.  Weakness,  apathy 
and  pallor  are  marked  evidences  of  the  disease.  The 
northerner  is  amazed  at  the  lack  of  animal  spirits, 
life  and  vitality  in  the  young  in  many  parts  of  the 
South,  and  in  well-to-do  families,  owing  to  hook- 
worm infestation.  We  saw,  during  the  last  war, 
many  cases  in  localities  officially  advertised  as  free 
from  hookworm.  One  case  we  discovered  in  Seattle 
in  a young  woman  recently  returned  from  Alaska. 
The  condition  was  disclosed  on  routine  examination, 
including  that  for  intestinal  parasites.  Her  chief 
complaint  was  of  asthenia. 

CHRONIC  HYPOTENSION 

This  may  be  secondary  to  debility,  malnutrition, 
anemia,  chronic  focal  infections,  pulmonary  tuber- 
culosis, weakness  of  the  heart  muscle  and  endocrine 
disorders,  particularly  to  adrenal  insufficiency,  and 
in  less  degree  by  hypothyroidism  and  hypoglycemia. 
.■\sthenia  and  hypotension  occasionally  are  the  chief 
presenting  symptoms  in  early  cases  of  Graves’ 
disease. 

Primary  or  essential  hypotension  is  sometimes  a 
normal  characteristic  of  certain  individuals  or  fam- 
ilies and  is  then  not  productive  of  disability  under 
usual  circumstances.  But  the  habitual  blood  pres- 
sure in  such  persons  is  so  close  to  the  margin  of 
safety  that  an  intercurrent  disease  may  easily 
cause  it  to  fall  below  this  limit. 

Postural  hypotension,  which  is  discovered  by 
taking  the  blood  pressure  in  the  prone  and  then 
in  the  upright  position,  is  more  likely  to  induce 
trouble.  In  this  condition  a marked  fall  of  blood 
pressure  occurs  when  the  patient  suddenly  arises 
from  the  recumbent  position,  and  the  act  may  be 
followed  by  dizziness  or  fainting. 

Weakness  and  fatigue  on  slight  exertion  are  the 
most  prominent  symptoms  in  abnormal  hypoten- 
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sion.  Vasomotor  instability  and  disorders  of  the 
sympathetic  nervous  system  are  usually  concomi- 
tant and  causative  factors.  Thus  the  appearance  of 
a white  line,  after  gently  drawing  the  finger-nail 
across  the  skin  of  the  trunk,  is  often  seen  in  hypo- 
tension and  is  questionably  attributed  to  hypo- 
adrenalism.  Faintness  or  dizziness  is  common  in 
patients  with  hypotension  on  suddenly  rising,  and 
dizziness  and  headache  may  be  caused  by  stooping. 

Hypotension  is  more  often  found  in  asthenic  and 
enteroptotic  persons,  but  may  be  present  in  the 
energetic  and  strong,  and  in  itself  is  conducive  to 
longevity.  Asthenia  with  hypotension  should  sug- 
gest the  possibility  of  Addison’s  disease  which  is 
fortunately  extremely  rare,  so  that  few  physicians 
see  more  than  two  or  three  cases  in  a lifetime  in 
private  practice.  In  addition  to  marked  asthenia 
and  hypotension,  the  presence  of  pigmentation  of 
the  skin  and  mucous  membranes,  attacks  of  nausea 
and  vomiting  or  diarrhea  without  apparent  cause, 
and  the  roentgen  finding  of  adrenal  calcification 
(in  cases  of  tuberculous  origin),  all  tend  to  confirm 
the  diagnosis. 

Ordinary  physical  examination  discloses  the 
presence  of  hypotension,  but  the  postural  type  may 
be  easily  overlooked.  Hence,  the  inclusion  of  hypo- 
tension under  the  category  of  causative  factors  of 
chronic  asthenia  likely  to  be  missed. 

MYASTHENIA  GRAVIS 

This  disease  is  an  example  of  asthenia  in  maxi- 
mum intensity.  It  appears  to  be  rather  rare,  al- 
though it  is  probable  that  many  milder  cases  escape 
diagnosis  altogether.  The  most  prominent  symptom 
is  extreme  muscular  weakness,  affecting  voluntary 
muscles  locally  or  in  general,  and  accompanied  by 
marked  fatigability  on  slight  exertion. 

The  symptoms  may  be  wholly  subjective  in  mild- 
er types  or  in  early  stages  of  the  disease,  when  diag- 
nosis may  be  impossible,  and  it  is  then  usually  mis- 
taken for  nervous  exhaustion.  When  objective  signs 
appear  the  diagnosis  should  be  made  without  diffi- 
culty. These  signs  are  more  often  transitory,  as 
ptosis  of  one  or  both  lids,  sometimes  accompanied 
by  diplopia.  Also  there  may  be  weakness  of  the 
muscles  of  the  face  (giving  it  a wooden  appearance 
with  lack  of  expression),  and  weakness  of  the  mus- 
cles of  the  jaw,  with  jaw-drop,  causing  difficulty  in 
swallowing  which  may  be  enhanced  by  weakness 
of  the  muscles  of  the  palate,  tongue  and  larynx. 
Weakness  of  the  muscles  of  the  neck  cause  the 
head  to  sag  forward,  and  there  may  be  generalized 
weakness  of  the  muscles  of  the  limbs. 

In  severe  cases  the  patient  becomes  bedridden 


with  such  difficulty  in  deglutition  that  liquids  are 
expelled  through  the  nose.  The  symptoms  vary 
greatly  in  intensity  and  fluctuate  remarkably,  and 
in  milder  cases  they  may  disappear  entirely  on 
rest.  The  period  of  remissions  is  also  extremely 
variable.  Some  cases  are  very  acute  and  terminate 
rapidly.  The  majority  of  patients  live  for  years, 
with  periods  of  attacks  and  remissions,  and  many 
recover.  A mortality  of  40  per  cent  is  reported  in 
one  hundred  and  eighty  recorded  cases. 

Neurologic  signs  are  slight,  as  there  is  no  mus- 
cular atrophy  or  disturbance  of  the  reflexes  or  of 
the  function  of  the  bladder  and  bowels.  The  rapid 
exhaustion  of  the  muscles  to  faradism  is  the  diag- 
nostic myasthenic  reaction  of  Jolly. 

Myasthenia  gravis  was  formerly  thought  to  be  of 
bulbar  origin,  but  no  definite  pathologic  lesions  of 
the  brain  have  been  found.  To  Rosenow^  belongs 
the  credit  of  discovering  and  demonstrating  its 
pathogenesis.  He  has  succeeded  in  constantly  isolat- 
ing a specific  streptococcus  from  the  affected  mus- 
cles of  living  and  dead  patients.  By  inoculating 
cultures  of  these  organisms  in  a large  number  of 
animals  he  has  been  able  to  reproduce  the  disease 
in  them  with  beautiful  exactitude  and  with  great 
regularity.  From  cultures  of  the  streptococci,  iso- 
lated from  excised  affected  muscles  of  the  inocu- 
lated animals,  he  has  also  reproduced  the  disease 
with  great  uniformity  in  other  experimental  ani- 
mals. In  fact,  he  has  fulfilled  all  the  classic  require- 
ments of  Koch  in  establishing  the  specific  strepto- 
coccus as  the  causative  organism  in  the  production 
of  myasthenia  gravis. 

This  disease  is  another  of  the  etiologic  factors 
that  one  must  keep  in  mind  in  the  differential  diag- 
nosis of  asthenia.  Recently  glycine  and  ephedrine 
have  proved  the  most  successful  remedies  and  Rose- 
now’s  researches  may  result  in  the  development  of 
some  specific  therapy. 

CHRONIC  NERVOUS  EXHAUSTION;  NEURASTHENIA; 

PSYCHASTHENIA 

Neurasthenia  will  probably  first  come  to  mind 
in  cases  of  doubtful  origin  where  exhaustion  is  the 
chief  presenting  symptom.  Yet  it  should  be  the 
last  recourse  in  diagnosis,  after  excluding  every 
other  possible  cause.  As  culture  is  defined  “as  what 
is  left  over  after  you  have  forgotten  all  you  set 
out  to  learn,”  so  diagnosis  of  nervous  exhaustion 
is  what  is  left  over  after  you  have  failed  to  diagnose 
anything  else. 

Notwithstanding  the  wise  and  prevailing  distrust 

1.  Rosenow,  E.  C.  and  Heilman,  P.  R. : Bacteriologic 
Studies  in  Myesthenia  Gravis.  Proc.  Soc.  Exper.  Biol.  & 
Med.  34:419-425,  May,  1936. 
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of  the  diagnosis  of  nervous  exhaustion,  Macy  and 
Allen-  have  established  its  soundness  in  a large 
number  of  cases  (235)  at  The  Mayo  Clinic,  in 
confirming  the  original  diagnosis  of  this  disorder  by 
making  a final  examination  of  these  patients  six 
and  a half  years  later  (on  an  average).  This  long 
interval  is  amply  sufficient  for  the  development  of 
any  other  organic  or  functional  diseases.  The  orig- 
inal diagnosis  was  faulty  in  only  six  per  cent  of 
cases,  after  making  proper  allowances  for  the  oc- 
currence of  later  diseases  having  no  relation  to  the 
primary  conditions. 

The  errors  arose  chiefly  in  mistaking  for  nervous 
exhaustion  cases  of  hyperthyroidism,  tuberculosis 
and  chronic  encephalitis.  These  diseases,  therefore, 
should  be  always  kept  in  mind  in  the  diagnosis  of 
asthenic  cases.  Asthenia  in  exophthalmic  goiter  is 
more  specifically  shown  by  weakness  of  the  quad- 
riceps muscle,  so  that  the  patients  find  difficulty  in 
climbing  stairs,  or  stepping  up  on  a platform  of  a 
car.  This  might  be  called  “Plummer’s  (Henry  S.) 
sign,”  as  he  first  drew  our  attention  to  it.  Tuber- 
culosis and  s}q)hilis  are  always  stumbling  blocks  in 
diagnosis.  The  Italian  school  has  written  much  of 
asthenia  in  chronic  encephalitis,  but  we  have  not 
seen  it  as  the  presenting  symptom.  In  view  of 
Macy  and  Allen’s  findings  it  should  certainly  be 
kept  in  mind. 

The  symptoms  of  chronic  nervous  exhaustion 
may  be  divided  into  three  groups:  (1)  nervous,  in- 
cluding fatigue,  nervousness,  headache,  insomnia, 
emotional  instability  and  mental  depression;  (2) 
gastrointestinal,  including  belching,  distention;  and 
soreness  of  the  belly,  with  indefinite  types  of  dis- 
tress and  constipation;  (3)  muscular,  including 
fatigue  and  pains,  and  aches  in  the  muscles  of 
otherwise  doubtful  origin.  Seventy-five  per  cent  of 
IMacy  and  Allen’s  patients  were  women.  Such  cases 
have  recently  been  given  benzedrine  sulphate  with 
great  apparent  benefit. 

SUMMARY 

Symptoms  of  asthenia  bring  a predominant  per- 
centage of  patients  to  the  internist’s  office.  Its 
causes  are  often  obscure.  We  have  attempted  to 
illumine  its  etiology  by  discussing  some  of  its  less 
obvious  causes.  Neurasthenia  does  not  belong  in 
this  category.  It  has  been  included  for  the  reason 
that  it  is  a too  obvious  cause  and  a too  tempting 
diagnostic  escape. 

W.  J.  Mayo,  in  spite  of  his  surgical  eminence 
(or  because  of  it),  is  one  of  the  most  acute  living 

2.  Macy,  J.  W.  and  Allen,  E.  V.:  Justification  of  Diag- 
nosis of  Chronic  Nervous  Exhaustion.  Am.  Int.  Med. 
7:861-876,  Jan.,  1934. 


diagnosticians,  as  all  his  familiars  will  testify. 
Recently  he  has  made  some  shrewd  and  pregnant 
observations  on  neurasthenia.*  He  calls  attention 
to  the  mass  of  irrelevant  subjective  and  emotional 
symptoms  of  the  neurasthenic  which  envelop  the 
doctor  in  a “diagnostic  fog.” 

To  avoid  mistaken  diagnoses  of  this  disorder,  he 
advises  careful  and  repeated  physical  examinations, 
rather  than  extensive  laboratory  work  and  history- 
taking. By  this  means  one  may  unexpectedly  un- 
earth some  real  physical  finding  which  is  the  causa- 
tive lesion  or  physical  defect  responsible  for  the 
whole  jumble  of  neurasthenic  symptoms.  The  “diag- 
nostic fog”  is  lifted  and  the  disabling,  subjective, 
emotional  disturbances  of  the  patient  may  be  re- 
lieved by  the  cure  of  this  basic  trouble.  Unfor- 
tunately, there  are  many  cases  where  the  diagnosis 
of  neurasthenia  cannot  be  upset,  but  such  demand 
occasional  reexamination  to  reverse  our  own  diag- 
nosis rather  than  have  another  do  it. 

As  etiologic  factors  of  asthenia  we  have  dis- 
cussed: abdominal  cancer,  hypothyroidism,  leuko- 
penia, chronic  infections,  hypoglycemia,  chronic 
hypotension,  myasthenia  gravis,  hookworm  disease 
and  nervous  exhaustion. 

3.  Mayo,  W.  J. : Diagnostic  Fog.  Proc.  Staff  Meet.,  Mayo 
Clin.  12:159-160,  March  10,  1937. 
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Digestion  is  probably  the  oldest  of  all  those 
physiologic  functions  which  together  make  life 
possible,  for  it  was  necessary  to  the  first  uni- 
cellular organism,  the  first  ameba  crawling  in  the 
primordial  ooze.  As  the  organism  became  more 
and  more  complex,  it,  too,  developed  its  many 
complexities  and  its  increasing  possibilities  of  dys- 
function and  disease.  It  is  the  cause  of  more  disease 
and  discomfort  than  any  other  one  system  of  the 
body  with  the  possible  exception  of  the  upper 
respiratory  tract.  As  Faber  well  says,  “precisely 
because  they  are  not  so  fatal,  they  persist  longer 
and  many  even  accompany  a patient  through  a 
long  life.”  Certain  statistical  studies  bear  this  out, 
as  those  of  Sorenson  in  Denmark,  who  found  that 
ten  per  cent  of  the  cases  in  men  and  thirteen  per 

* Read  before  the  Twenty-fourth  Annual  Meeting  of 
University  of  Oregon  Alumni  Association,  Portland,  Ore., 
March  2,  1936. 
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cent  in  women  who  consulted  their  physicians  were 
on  account  of  gastrointestinal  disease,  only  one 
and  three-tenths  per  cent  on  account  of  cardiac 
disease,  these  figures  based  on  the  study  of  120,000 
cases. 

Sir  James  Mackenzie  says  that  “if  it  is  a ques- 
tion of  combatting  the  diseases  common  among  the 
people,  disorders  of  the  digestive  system  are  in  the 
front  rank.”  And,  this,  unquestionably,  is  becom- 
ing even  increasingly  so  with  the  greater  average 
longevity  of  the  population  and  the  increasing 
strain  of  modern  life.  After  all,  however,  this  is  the 
experience  of  every  practicing  physician,  that  is, 
the  very  considerable  number  of  the  cases  that  come 
to  him  for  diagnosis  and  for  treatment  are  diseases 
of  the  digestive  tract. 

There  are,  therefore,  many  serious  problems  in 
digestive  pathology,  all  of  great  interest  and  many 
of  great  importance.  I wish  I could  discuss  certain 
of  these  with  you  this  evening:  such  as  the  great 
problem  of  cancer  in  this  field,  for  the  present,  at 
least,  only  subject  to  surgical  curative  treatment, 
and  this  only  successful  if  an  early  or  relatively 
early  diagnosis  is  made;  the  enormous  field  of 
gastrointestinal  neuroses,  of  course,  in  reality  no 
digestive  problem  at  all  but  really  belonging  to  the 
neurologic  and  psychiatric  fields,  for  their  origin  is 
organic  or  functional  pathology  of  the  cerebrospinal 
apparatus,  and  the  gastrointestinal  tract  simply 
mirrors  this  pathology  on  its  very  labile  surface; 
the  problem  of  why  there  is  still  such  an  appalling 
mortality  after  appendical  operations  and  whether 
I there  is  a true  chronic  appendicitis  with  no  history 
of  acute  attacks;  the  fascinating  field  of  referred 
digestive  symptoms,  the  disease  elsewhere,  the 
symptoms  exclusively  or  almost  exclusively  diges- 
tive; the  diagnosis  and  treatment  of  that  bane  of 
the  practitioner,  chronic  functional  constipation 
with  no  organic  basis,  where  successful  therapy  is 
only  possible  by  the  stoppage  of  all  purgative  drugs, 
the  establishment  of  regular  habit,  the  utilization 
of  all  proper  dietetic  and  physical  means  at  our 
command  and  the  reeducation  of  the  patient. 

I There  are  many  problems  I should  like  to  discuss 
I with  you,  but  time  does  not  permit,  and,  therefore, 

I this  evening  I will  simply  take  up  three  of  the 
i more  important,  as  well  as  commoner — gallbladder 
I disease,  peptic  ulcer  and  colitis. 

I GALLBLADDER  DISEASE 

For  many  years  the  gallbladder  was  a much 
neglected  organ,  but  the  fact  that  the  surgeon  in 
his  exploratories  done  for  various  conditions  found 
more  than  50  per  cent  showed  gallbladder  pathology 


and  the  great  additions  to  our  diagnostics  have 
brought  it  back  into  the  front  line  so  that  now  it 
has  a high  place  in  the  synagogue.  Far  too  high  in 
fact,  for  although  certainly  in  the  past  too  few  gall- 
bladders were  operated  upon,  at  the  present  time 
it  is  an  undoubtable  fact  that  too  many  are  treated 
by  surgical  procedure. 

To  understand  the  gallbladder,  its  function  in 
health  and  disease,  one  must,  I think,  attack  it 
from  an  entirely  different  viewpoint.  One  must  not 
regard  it  as  an  isolated  viscus  but  rather  as  a defi- 
nite, although  very  important,  part  of  a system — 
liver,  extrahepatic  and  intrahepatic  biliary  ducts, 
gallbladder  itself — because,  when  gallbladder  dis- 
ease is  present,  usually  there  is  a greater  or  lesser 
concomitant  and  associated  pathology  in  the  rest 
of  this  system.  Thus,  the  result  of  our  therapy, 
notably  our  surgical  therapy,  will  be  dependent 
largely  upon  whether  this  associated  involvement 
of  liver  and  biliary  system  is  great  or  small;  wheth- 
er the  major  portion  of  the  pathology  will  have 
been  removed  by  the  attack  on  the  gallbladder; 
whether  the  compensatory  dilatation  of  the  biliary 
ducts  and  radicles,  following  cholecystectomy,  will 
take  care  of  the  associated  hepatitis  or  cholangeitis 
or  whether,  in  reality,  it  is  liver  and  biliary  tract 
which  play  the  larger  role  in  the  syndrome  present- 
ed and  that  represent  the  primary  trouble,  and  the 
gallbladder  is  playing  only  a minor  and  secondary 
role. 

For  this  viewp>oint,  this  consideration  of  liver 
and  entire  biliary  system  rather  than  of  the  gall- 
bladder  alone,  we  have  sound  embryologic,  ana- 
tomic and  physiologic,  as  well  as  clinical,  justifi- 
cation. The  liver  and  gallbladder  are  developed  to- 
gether from  the  first  evagination  or  bud  which 
springs  from  the  gut,  the  solid,  cephalic  portion  of 
this  bud  giving  rise  to  the  liver,  the  hollow  caudal 
part,  continuous  with  the  lumen  of  the  gut,  giving 
rise  to  the  extrahepatic  ducts,  with  the  distal  por- 
tion enlarging  to  form  the  gallbladder.  Thus,  the 
embryologic  evidence  of  their  homogeneity. 

The  gallbladder,  although  in  the  main  covered 
by  peritoneum,  is  connected  with  the  liver  in  a por- 
tion of  its  superior  surface  by  areolar  tissue  con- 
taining lymphatics  and  blood  vessels  through  which, 
obviously,  infection  may  flow  in  either  direction. 
This,  with  similarity  in  blood  and  nerve  supply, 
gives  us  the  anatomic  basis.  Occasionally,  of  course, 
the  gallbladder  is  entirely  covered  by  peritoneum, 
or,  again,  is  not  directly  connected  with  the  liver, 
but  is  dependent  from  it  by  pure  peritoneal  at- 
tachment which  may  very  occasionally  become 
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elongated  to  such  an  extent  that  the  gallbladder 
may  be  situated  in  the  lower  right  quadrant  of  the 
abdomen  and  produce  a tumor  there  very  difficult 
or  impossible  to  diagnose.  We  saw  such  an  anomaly 
last  year  which  incidentally  was  only  correctly 
diagnosed  at  operation. 

The  proximity  of  the  gallbladder  to  liver,  to 
transverse  colon,  duodenum  and  pylorus,  is  the 
obvious  cause  of  the  confusing  symptoms  so  often 
presented,  especially  as  it  may  vary  somewhat  in 
position;  may  even  be  to  the  left  of  the  median 
line  and  may  show  certain  anatomic  abnormalities 
such  as  congenital  communication  between  hepatic 
and  cystic  ducts  or  separate  openings  of  hepatic 
and  common  ducts  into  the  duodenum,  and  ex- 
tremely rarely  there  may  be  a double  gallbladder. 
.Another  factor  of  extreme  interest  in  the  considera- 
tion of  the  association  of  diseases,  and  the  confusing 
overlapping  of  symptoms  in  biliary  tract  disease, 
is  the  position  of  biliary  and  pancreatic  ducts,  inci- 
dentally very  closely  connected  anatomically  in 
their  fusion  in  the  duodenal  wall,  in  about  96  per 
cent  just  proximal  to  the  papilla  of  Vater,  though 
in  about  4 per  cent  of  the  cases  fusion  is  seven 
centimeters  higher.  This  occurrence,  by  some,  has 
been  supposed  to  be  the  cause  of  pancreatic  lesions, 
notably  acute  pancreatitis  secondary  to  gallbladder 
disease. 

Physiologically,  of  course,  liver,  biliary  tract  and 
gallbladder  must  be  considered  together.  It  will 
take  us  too  far  afield  to  go  into  the  complex  sub- 
ject of  liver  physiology,  but  in  one  of  its  many 
functions,  the  formation  and  elimination  of  bile,  the 
role  of  the  gallbladder  is  now  fairly  well  under- 
stood. The  work  of  Rous  on  dogs  has  shown  that 
its  major  function,  at  least,  is  the  concentration  of 
the  bile.  The  fact  that  this  investigator  showed  a 
variation  in  concentration  power,  in  normal  ani- 
mals, from  three  to  eleven  times  (possibly  partly 
based  upon  anatomic  variations)  must  make  one 
a bit  skeptical  as  to  the  diagnostic  value  of  faint 
gallbladder  shadows  after  dye  administration,  as 
indicating  evidence  of  pathology.  May  not  some 
of  these  roentgen  observations  represent  simply 
normal  variations  in  concentrating  power? 

.As  to  the  motor  mechanism  of  the  gallbladder, 
there  is  much  difference  of  opinion.  Although  many 
do  not  recognize  it,  the  weight  of  evidence  seems 
to  be  in  favor  of  a true  sphincter,  the  sphincter 
of  Oddi.  On  the  other  hand,  the  weight  of  evidence 
seems  to  be  against  the  view  that  muscular  con- 
tractions of  the  gallbladder  play  a significant 
role  in  its  emptying.  The  absence  of  such  a mech- 


anism recently  has  been  shown  very  beautifully 
by  Marrazzi  who  studied  the  gallbladder  by  direct 
observation  through  an  endoscope  and  who  showed 
definitely  that  neither  under  ordinary  physiologic 
influences  nor  after  the  use  of  drugs  which  have 
a definite  effect  on  smooth  muscle  elsewhere,  nor 
by  mechanical  or  electrical  stimulation,  could  such 
contraction  be  demonstrated. 

.As  to  the  role  played  by  the  gallbladder  in  the 
formation  of  cholesterin,  here,  again,  we  meet 
widely  divergent  views.  The  evidence,  however, 
seems  to  be  most  in  favor  of  the  view  that  the 
gallbladder  absorbs  cholesterin  (an  opinion  sup- 
ported by  Aschoff)  rather  than  that  there  is  any 
secretion  of  cholesterin  by  the  wall  itself.  In  fact, 
there  is  increasing  evidence  that  the  intake  of 
lipoids  by  mouth  plays  little  or  no  role  in  choles- 
terin metabolism.  There  is,  therefore,  slender  evi- 
dence in  favor  of  excluding  oils,  eggs,  cream  and 
other  fats  from  the  diet  of  those  with  cholelithiasis 
except,  obviously,  in  cases  which  are  associated  with 
jaundice  when,  of  course,  reason  for  such  exclusion 
from  the  diet  is  the  well  known  deficient  digestion 
of  fats  in  the  absence  or  limited  presence  of  bile 
in  the  intestine. 

With  this  view  in  mind,  let  us  discuss  briefly 
the  two  major  problems  of  the  gallbladder,  chole- 
cystitis and  cholelithiasis,  their  etiology,  symptom- 
atology and  treatment.  I am  afraid  we  have  not 
time  even  to  touch  upon  the  much  rarer  gall- 
bladder lesions,  such  as  hydrops,  the  ptosed  pen- 
dulous bladder  in  the  lower  right  quadrant,  which 
is  rarely  diagnosed  correctly  and  usually  regarded 
as  a tumor  originating  in  the  appendical-cecal 
region;  or  carcinoma  of  the  gallbladder,  in  70  per 
cent  of  the  cases  of  which  there  is  an  associated 
cholelithiasis. 

.As  regards  the  etiology  of  these  two  major  prob- 
lems in  the  gallbladder  field  something  is  known, 
a good  deal  unknown.  .As  regards  predisposing 
causes,  there  is  evidence  that  overeating  and  se- 
dentery  life,  lack  of  exercise  and  obesity  are  pre- 
disposing factors.  While  there  is  some  opposition 
to  the  view,  there  is  a fairly  general  belief  that 
pregnancy  and  the  puerperium  play  a role  and  I 
have  been  singularly  impressed  by  the  number  of 
cases  who  date  their  first  gallbladder  attack,  infec- 
tion or  stone,  or  both,  from  that  period.  Whether 
this  is  due  to  infection,  and  there  are  great  poten- 
tialities for  this,  or  due  to  disturbance  in  cholesterin 
metabolism  is  a moot  question.  The  former  is  more 
probable,  I think. 

.A  certain  number  of  infections  undoubtedly  lead 
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to  gallbladder  disease,  notably  typhoid  fever,  but 
in  our  series  only  about  5 per  cent  of  the  cases  gave 
a typhoid  history.  Unquestionably  cardiac  disease 
predisposes  to  cholelithiasis,  possibly  due  to  the 
Inevitable  limitation  of  the  patient’s  activities,  pos- 
sibly to  passive  congestion  of  the  liver  and  dis- 
turbed digestion,  and  possibly  to  the  intimate 
nervous  connection  between  the  two  viscera.  For  in- 
stance,  in  the  Royal  Infirmary  at  Manchester,  10 
per  cent  of  504  cases  with  cardiac  pathology  had 
definite  gallbladder  disease,  while  only  5.1  per  cent 
in  these  with  no  such  pathology.  One  must  never 
forget,  on  the  other  hand,  that  gallbladder  pathol- 
ogy with  its  fever,  jaundice  and  its  changes  in  the 
blood  stream  is  a predisposing  factor  to  cardiac 
disease. 

Cirrhosis  of  the  liver  certainly  predisposes  to 
biliary  tract  and  gallbladder  disease  probably  by 
direct  infection,  but  I have  seen  a few  cases  in 
which  the  acute  exacerbation  in  a case  of  Laennec’s 
cirrhosis  gave  a picture  so  identical  with  that  of 
gallstone  colic  that  operation  has  been  done  on 
this  assumption.  Similar  attacks  are  occasionally 
met  with  in  the  evolution  of  diffuse  carcinoma  of 
the  liver,  the  large  celled  hepatoma. 

On  the  other  hand,  the  vast  majority  of  diseases 
of  the  biliary  tract  cannot  be  explained  by  any  of 
these  factors  alone;  in  many  cases  they  must  be 
considered  as  purely  contributory.  Infection  must 
be  the  primary  factor  in  most  cases  and,  while  cer- 
tain students,  notably  Rosenow,  have  made  a strong 
plea  for  periapical  dental  abscesses  and  upper  res- 
piratory infections  as  the  primary  site  of  this  in- 
fection, I think  the  weight  of  the  evidence  is  much 
more  in  favor  of  a gastrointestinal  origin,  in  most 
cases  probably  through  the  lymphatics  from  the 
lower  portion  of  the  tract,  colon,  appendix  and 
terminal  ileum,  directly  to  the  liver  producing  hepa- 
tatis,  with  the  gallbladder  involved  secondarily  by 
the  extension  of  this  infection  through  the  lymph- 
atics in  the  loose  areolar  tissue  connecting  liver  and 
gallbladder,  although  in  certain  cases  the  infection 
may  originate  in  the  biliary  system  itself.  The  con- 
centrating and  stasis  of  the  bile  make  it  probable 
that  the  bacteria  produce  far  more  pathology  there 
than  in  the  rest  of  the  biliary  tree.  There  is  a great 
deal  of  proof,  however,  that  there  is  also  infection 
arising  from  the  duodenum  either  directly  through 
the  ducts  or  more  probably  through  the  lymphatics 
or  blood  stream. 

There  is  increasing  evidence  that  gastritis  and 
duodenitis  play  a considerable  role  in  the  develop- 
ment of  cholecystitis.  In  this  connection  it  is  worth 


remembering  that,  while  in  normal  physiologic 
conditions  the  duodenum  is  practically  sterile,  in 
all  cases  in  which  the  hydrochloric  acid  is  lowered 
or  absent,  and  in  this  connection  it  is  well  to  re- 
member that  in  most  cases  of  gastritis  or  duodenitis 
this  condition  obtains,  the  duodenum  teems  with 
bacteria  of  all  kinds,  colon  bacilli,  even  streptococci 
from  the  small  intestine,  and  is  a very  potential 
factor  in  the  development  of  gallbladder  infection. 
Certainly,  in  most  cases  infection  begins  not  on 
the  gallbladder  mucosa  but  in  the  wall  itself. 

It  is  possible  in  a certain  small  proportion  of 
cases  the  primary  infection  may  be  in  the  gall- 
bladder, the  secondary  infection  in  the  liver,  but  I 
feel  quite  sure  that  in  the  majority  of  cases  the 
reverse  is  true  and  that  what  we  think  is  gallblad- 
der pathology  alone  really  is  but  part  of  a picture 
in  which  the  liver  is  involved  as  well.  This  is  cer- 
tainly borne  out  by  liver  functional  tests,  even  in 
cases  where  apparently  all  the  symptoms  can  be 
entirely  explained  by  the  diseased  gallbladder  alone. 
Certainly,  clinically  there  is  great  evidence  in  favor 
of  the  gastrointestinal  origin  of  the  conditions,  such 
as  the  frequency  with  which  appendicitis  is  asso- 
ciated with  gallbladder  disease.  The  work  of  Opie 
and  others  shows  beyond  peradventure  that  hepa- 
titis and  biliary  tract  disease  may  be  experimentally 
produced  from  the  large  bowel.  It  is  highly  prob- 
able that  anatomic  variations  and  physiologic  dif- 
ference in  the  concentrating  powers  of  the  gallblad- 
der may  be  contributing  factors. 

The  symptoms  in  gallbladder  disease  may  be 
definite,  localized  and  crystal  clear,  or  they  may  be 
diffuse,  referred  elsewhere,  blurred  or  indefinite. 
Nothing,  for  instance,  could  be  more  clearcut  than 
a typical  gallstone  colic — the  agonizing  pain  need- 
ing morphia  for  relief,  sometimes  accompanied  by 
white  stool  and  dark  urine;  or  the  exquisite  local 
tenderness,  fever,  nausea,  leukocytosis,  often  pal- 
pable tumor  of  acute  cholecystitis.  And  yet,  even 
in  cases  with  such  clearcut  pictures  as  these,  the 
diagnosis  may  be  incorrect,  for  just  as  unrecognized 
gallbladder  disease  may  produce  symptoms  of  dis- 
ease elsewhere,  so  in  turn  many  pathologic  condi- 
tions in  other  parts  of  the  body  may  absolutely 
simulate  gallbladder  disease,  especially  gallstone 
colic. 

May  I mention  some  of  the  cases  which  have 
interested  me  specially  in  this  connection?  A pain 
in  the  right  shoulder  or  a persistent  backache, 
usually  in  the  right  side,  may  be  the  only  evidence 
of  biliary  tract  disease,  the  former  probably  due 
to  the  fact  that  a branch  of  the  phrenic  nerve 
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unites  with  the  sympathetic  fibres  of  the  celiac 
plexus  to  form  the  phrenic  plexus.  The  picture  ab- 
solutely may  simulate  duodenal  ulcer — hunger  pain, 
periodicity,  persistent  defect  in  the  roentgen  plate, 
even  extensive  hemorrhage- — ^and  yet  a normal  duo- 
denum but  a diseased  gallbladder  is  found  at  oper- 
ation. The  reverse  is  also  true,  that  is,  an  ulcer 
in  the  second  portion  of  the  duodenum  may  pre- 
sent clinically  a typical  gallbladder  syndrome.  In 
trying  to  determine  the  cause  of  extensive  hemor- 
rhage, one  should  never  forget  the  possible  role 
which  an  unsuspected  gallbladder  may  play,  prob- 
ably due  to  an  associated  marked  engorgement  of 
the  veins  in  the  stomach  or  the  duodenum.  It  is, 
however,  well  to  recollect  that  the  simultaneous 
presence  of  peptic  ulcer  or  appendicitis  and  gall- 
bladder disease  is  not  uncommon. 

diseased  gallbladder  with  its  achlorhydria,  an- 
orexia and  loss  of  weight,  met  with  not  infrequently, 
accompanied  by  a persistent  roentgen  filling  defect 
in  the  stomach,  usually  due  to  adhesions  between 
gallbladder  and  pylorus,  may  so  completely  simu- 
late gastric  carcinoma  that  only  at  operation  the 
mistake  is  discovered. 

In  a few,  fortunately  a very  few,  cases  the  symp- 
toms may  be  entirely  cardiac,  usually  simulating 
coronary  disease,  occasionally  myocardial  weakness, 
but  where  there  is  present  no  actual  heart  disease, 
and  the  cardiac  group  of  symptoms  is  reflexly  pro- 
duced from  a diseased  gallbladder.  Recently,  we 
have  reported  a series  of  such  cases  where  all  the 
cardiac  symptoms  disappeared  after  cholecystec- 
tomy. However,  one  must  never  forget  that  the  re- 
verse of  the  picture,  that  is,  coronary  disease  with 
exclusively  abdominal  symptoms  usually  suggesting 
gallstone  colic,  is  far  more  common.  Therefore, 
clinicians  must  be  very  sure  and  very  careful  before 
they  diagnose  cardiac  syndromata  as  biliary  in  ori- 
gin, and  advise  cholecystectomy  as  treatment. 

A pain  in  the  right  shoulder,  regarded  as  a sim- 
ple arthritis,  may  be  the  only  sign  of  a diseased 
gallbladder,  as  may  a persistent  backache,  while, 
of  course,  everyone  realizes  how  many  times  a right 
renal  calculus  and  pyelitis,  a mucous  colitis  with 
its  pathology  mainly  referred  to  the  hepatic  flexure, 
a high  appendix,  adhesions  from  various  sources 
and  very  occasionally  acute  pancreatitis,  may  be 
diagnosed  as  cholelithiasis  or  cholecystitis.  Some- 
times it  is  extremely  difficult  to  differentiate  a 
severe  gallstone  colic  from  a relatively  mild  acute 
pancreatitis,  especially  as  gallstones  are  so  often 
present  in  the  latter  condition. 

Similar  mistakes  in  diagnosis  may  be  met  with  in 


arthritis  of  the  spine,  localized  neuritis,  the  gastric 
crises  of  locomotor  ataxia  and  possibly  as  an  ex- 
pression of  an  extreme  coincidental  spasm  of  duo- 
denum and  sphincter  of  Oddi.  Possibly  it  may  sim- 
ply be  an  expression  of  a psychoneurosis  or  hys- 
teria. 

I have  seen  examples  of  all  of  these  cases,  some 
in  considerable  number,  many  in  which  the  diag- 
nosis is  only  made  at  the  time  of  operation.  Inci- 
dentally, in  regard  to  operation,  it  is  an  extremely 
wise  rule  that  the  clinician  be  present  at  every 
operation  on  his  cases,  for  there  is  nothing  more 
likely  to  bring  about  that  proper  humility,  that 
persistence  in  critical  analysis  which  is  so  essential 
to  the  clinician,  as  the  none  too  infrequent  finding 
of  no  pathology  or  pathology  of  an  entirely  differ- 
ent nature  or  locality  than  was  diagnosed.  It  may 
be  unpleasant  but  it  is  always  salutary,  the  cold 
douche  of  this  autopsy  in  vivo! 

Certain  syndromes  should  always  make  us  sus- 
pect gallbladder  disease,  the  very  common  flatu- 
lent nocturnal  dyspepsia  of  women  in  their  forties 
and  fifties,  often  associated  with  slight  palpitation 
and  frequently  due  to  gallstones,  often  spoken  of, 
and  rightly,  as  biliary  dyspepsia;  the  periodic  or 
persistent  fever,  generally  slight,  which  may  be 
the  only  sign  of  biliary  tract  infection.  Many  physi- 
cians, among  them  notably  Wilkie,  believe  that  this 
is  a potential  focus  of  infection  in  a variety  of 
widely  different  diseases — arthritis,  nephritis,  myo- 
carditis— but  I think  there  are  very  few  cases  in 
which  this  relationship  can  be  definitely  proven. 
In  most  cases,  in  my  experience,  removal  of  the 
gallbladder  has  brought  about  little  or  no  improve- 
ment. 

Certainly  it  is  a disturbing  organ,  this  gallblad- 
der, with  its  localized  symptoms  in  one  case,  its 
referred  symptoms  in  another,  its  mimicry  of  dis- 
ease elsewhere  and  its  ability  to  mirror  disease  in 
other  organs.  It  is  a problem  which,  in  order  to 
minimize  mistakes  and  to  make  our  diagnosis  prob- 
able and  our  therapy  helpful,  will  tax  our  very  best 
diagnostic  ability. 

{To  be  continued.) 

Occurrence  of  Diplococcus  Pneumoniae  in  Infections 
OF  Urinary  Tract.  H.  D.  Moor  and  Ida  Lucille  Brown, 
Oklahoma  City  {Journal  A.  M.  A.,  May  8,  1937),  made 
cultures  of  the  urine  from  329  persons  suffering  from  infec- 
tions of  the  genito-urinary  tract  of  which  ninety-six  cases 
(approximately  30  per  cent)  have  been  positive  for  a 
gram-positive  lancet  shaped  diplococcus  which  by  culture 
and  serologic  tests  proved  to  be  Diplococcus  pneumoniae.  In 
twenty-seven  of  the  cases  they  have  typed  the  orgin'sm 
and  found  it  to  be  type  XIV,  but  it  is  highly  probable  that 
other  types  may  be  involved. 


205 


UTILIZATION  OF  FOOD HUNT 


June,  1937 

FACTORS  EFFECTING  THE  UTILIZATION 
OF  FOOD 

AN  ADEQUATE  DIET  DOES  NOT  ASSURE 
ADEQUATE  NUTRITION* 

Leila  W.  Hunt,  B.S.,  M.S. 

PULLMAN,  WASH. 

While  we  possess  considerable  information  about 
the  nutrition  of  the  human  body,  there  are  yet 
many  things  not  fully  understood.  We  know  some- 
thing of  the  nutritive  values  of  foods  and  their  aver- 
age reaction  in  the  human  body,  but  we  lose  sight 
of  the  fact  that  we,  as  human  beings,  are  not  all 
cast  in  the  same  mould  and,  therefore,  react  as  in- 
dividuals. 

APPETITE 

In  considering  the  various  factors  which  effect 
the  utilization  of  food  we  should  have  more  re- 
spect for  the  individual’s  response  and  desire  for 
food.  We  have  fallen  so  in  the  habit  of  making 
a fetish  of  food  that  we  do  not  properly  weigh  our 
problems  and  sometimes  fail  to  face  them  squarely. 
Not  always  but  frequently  it  happens  that  an  in- 
dividual’s, desire  for  food  reflects  a physiologic  need. 
This  is  commonly  seen  in  animals  who  go  for  miles 
to  a salt  lick,  and  it  is  rather  dramatically  illus- 
trated by  cattle,  in  certain  regions  where  the  grass 
is  lacking  in  calcium,  who  eat  bones  wherever  they 
can  find  them. 

In  digestion,  most  authorities  consider  appetite 
one  of  the  most  important  factors  in  the  utilization 
of  food.  It  is  a complex  sensation  that  in  man  and 
higher  animals  urges  the  ingestion  of  food.  Rose^ 
states  that  a radical  change  in  the  diet  will  upset 
digestion,  while,  on  the  other  hand,  a diet  consist- 
ing only  of  graham  bread  and  milk  will  sustain 
life  for  many  months,  but  will  kill  appetite  in 
about  one  week.  It  is,  therefore,  easy  to  see  that 
either  extreme  must  be  avoided. 

The  meal  should  be  a joy  to  all  the  senses  as  well 
as  being  wholesome.  The  appearance  of  food  is  high- 
ly important.  Careful  preparation,  a thought  as  to 
color  combinations,  a few  simple  but  effective  gar- 
nishes and  a careful  choice  of  serving  dishes  will 
help  in  this  regard.  Foods  usually  have  more  appeal 
when  they  are  in  season  than  at  other  times.  The 
aroma  of  food  will  stimulate  appetite  and  start 
the  digestive  processes  to  some  extent.  Closely 
allied  to  aroma  but  truly  a more  important  factor, 
is  flavor  in  food  which  will  be  discussed  later. 
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DIGESTION 

Before  food  can  be  made  available  to  the  body 
it  must  be  passed  through  the  digestive  tract, 
acted  upon  by  various  enzymes  which  bring  about 
certain  chemical  changes,  making  it  ready  for  ab- 
sorption and  available  for  body  use.  Not  only  are 
chemical  changes  going  on  in  this  digestive  tract, 
but  mechanical  changes  also.  Let  us  consider  why 
this  wonderful  mechanism,  which  supplies  us  with 
material  to  carry  on  our  life  processes,  acts  as  it 
does  sometimes. 

How  often  we  have  heard  people  say,  “I  can- 
not get  fat,  no  matter  how  much  or  what  I eat. 
I guess  I get  skinny  packing  it  around.”  Is  there 
really  any  truth  in  this  statement?  Would  an 
explanation  of  the  coefficient  of  digestibility  have 
any  bearing  on  this  situation?  Will  this  food  co- 
efficient help  us  explain  why  some  people  are  thin 
and  others  are  fat,  even  when  they  eat  the  same 
amount  and  kind  of  food  and  all  other  conditions 
are  equal? 

Let  us  pause  for  a moment  and  consider  what 
we  mean  by  the  coefficient  of  digestibility  of  food. 
In  short,  it  means  the  nutritive  value  that  each 
person  receives  from  the  food  which  he  ingests. 
It  is  that  part  of  the  food  digested,  absorbed  and 
utilized,  and  is  determined  by  the  difference  in  the 
composition  of  the  food  as  eaten  and  the  constitu- 
ents of  the  feces.  Our  body,  just  as  any  other  ma- 
chine, is  not  100  per  cent  efficient  and,  therefore, 
some  of  the  food  passes  through  the  digestive  tract 
undigested  and  unabsorbed.  Some  people  have  a 
more  efficient  mechanism  than  do  others.  They 
utilize  their  food  to  a better  advantage  and  thus 
we  say  that  their  coefficient  of  digestibility  is  high. 

Since  we  concede  that  the  efficiency  of  the  diges- 
tive process  varies  with  the  individual,  it  is  inter- 
esting to  know  how  this  has  been  proven.  Through 
experimentation,  Atwater  studied  hundreds  of  cases 
of  digestion  in  which  carbohydrates,  proteins  and 
fats  were  fed  to  a group  of  men.  Charcoal  pills 
were  given  by  mouth  to  mark  the  beginning  and 
the  end  of  the  experiments.  Knowing  the  amount 
and  composition  of  the  foodstuff  when  eaten,  by 
studying  the  feces  he  cquIcI  determine  the  amount 
absorbed  by  the  body.  Variations  of  the  efficiency 
were  shown  by  this  work.  He  found  on  a mixed  diet 
the  average  coefficients  of  digestibility  were  as  fol- 
lows: carbohydrates  98  per  cent,  fats  95  per  cent, 
and  proteins  92  per  cent.  In  other  words,  2 per  cent 
of  the  carbohydrates,  5 per  cent  of  the  fats  and  8 
per  cent  of  the  proteins  were  lost  in  digestion.  It 
was  also  found  that  animal  proteins  were  more 
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completely  digested  than  vegetable  proteins.  Indi- 
viduals may  fall  below  or  rise  above  this  average. 
It  should  be  very  clear,  then,  that  if  the  coefficients 
of  a given  individual  are  low,  he  might  very  well 
remain  thin;  not  because  he  eats  too  much  or  too 
little,  but  because  his  digestive  mechanism  is  not 
so  efficient  and  he,  therefore,  fails  to  get  as  good 
return  from  the  same  amount  of  food  as  a person 
with  a higher  coefficient  of  digestion. 

A satisfactory  answer  as  to  the  cause  of  this  dif- 
ference cannot  be  found  in  a sentence  or  two,  or 
even  in  a very  concise  paragraph.  Many  interesting 
facts  are  brought  to  light  through  experimentation. 
It  has  been  found  that  the  efficiency  of  the  digestive 
processes  are  influenced  by  many  different  condi- 
tions and  factors.  Probably  foremost  among  these 
conditions  are  such  as  methods  employed  in  food 
preparation,  the  uses  of  acids,  alkalies  and  condi- 
ments, combination  of  foodstuffs,  intervals  between 
meals,  emotional  disturbances,  indulgence  in  pur- 
gatives and  laxatives,  the  influence  of  vitamins,  cer- 
tain glandular  disturbances,  etc.  It  is  not  our  pur- 
pose to  discuss  all  of  these  in  a paper  which  is  nec- 
essarily brief. 

FOOD  PREPARATION 

The  nutritive  material  necessary  for  the  aver- 
age person’s  well-being  may  be  available  in  the 
food  when  purchased,  but  through  faults  in  prep- 
aration the  individual  may  fail  to  secure  what  is 
necessary  for  adequate  nutrition.  Much  of  the  valu- 
able materials  to  be  found  in  our  foods  are  lost 
through  wrong  household  practices.  For  example, 
the  housewife,  or  the  person  who  prepares  the  food, 
loses  much  soluble  food  material  by  cooking  in  large 
quantities  of  water  and  draining  the  excess  off 
through  the  kitchen  sink.  Vegetables  are  a good  ex- 
ample of  this  abuse.  A better  way  to  conserve  the 
food  material  is  to  bake  or  steam  the  vegetables, 
or,  if  they  are  boiled,  then  use  as  small  amount 
of  water  as  is' possible,  and  thus  conserve  this  sol- 
uble food  material.  Cooking  vegetables  until  just 
tender  is  sufficient.  To  say  the  least  they  are  made 
unappetizing  by  cooking  for  too  long  a period  of 
time;  their  fresh  flavor  is  lost,  and,  therefore,  they 
lose  their  psychologic  appeal. 

They  should  not  stand  for  long  periods  of  time 
after  cooking.  The  practice  in  many  institutions 
is  to  keep  the  food,  which  has  been  cooked  in  large 
quantities,  hot  for  several  hours  on  a steam  table. 
Okey  and  West^  found  this  condition  to  exist  in  a 
school  for  the  blind.  When,  during  their  study,  the 

2.  Okey  and  West : The  Cost  of  Nutritional  Effect  of 
Making  an  Institutional  Diet  Palatable.  Jour.  Home  Eco- 
nomics. 21:254-260,  April,  1929. 


vegetables  were  properly  prepared,  they  found  that 
the  children  liked  them.  Increased  gains  and  better 
physique  resulted  from  changes  which  affected  the 
preparation  rather  than  the  selection  of  the  food. 
These  improvements  were  attributed  in  part  to  the 
increased  supply  of  vitamin  material.  A similar 
destruction  by  oxidation  has  been  found  when  raw- 
food  is  shredded  finely  and  allowed  to  stand.  Kohn- 
man  determined  that  it  required  twice  as  much 
shredded  carrot  which  had  been  exposed  to  the  air 
to  be  equal  in  vitamin  C potency  to  that  cut  from 
a large  piece.  Foods  which  are  introduced  into  the 
stomach  in  large  pieces,  especially  in  chunks  coated 
with  fat,  protein  rich  foods  which  have  been  made 
tough  in  texture  by  overcooking  and  foods  in  which 
the  cellulose  fiber  has  not  been  softened  by  long 
enough  cooking  are  a tax  upon  the  digestive  tract. 
These  conditions  lower  the  coefficients  of  digesti- 
bility of  food  and  decrease  its  utilization  in  the 
body. 

The  results  of  many  studies^  do  not  eliminate 
or  minimize  the  favorable  effect  of  cooking  on  the 
subsequent  digestion  in  the  body.  They  do  provide 
cogent  evidence  that  heat  treatment  of . protein, 
such  as  is  ordinarily  practiced,  does  not  interfere 
with  its  usual  influence  on  cell  metabolism  or  pre- 
vent its  utilization  for  such  characteristic  demands 
as  growth  and  reproduction.  While  some  uncooked 
fruits  and  vegetables  are  essential  in  a well  bal- 
anced diet,  men  cannot  subsist  on  such  food  ma- 
terials alone  under  optimal  conditions  of  physio- 
logical economy. 

The  use  of  heat  in  the  preparation  of  the  dietary 
develops  odors  and  flavors  and,  aside  from  this 
esthetic  value,  influences  the  flow  of  digestive 
fluids;  it  is  important  from  the  point  of  view  of 
sterilization  and  favors  the  digestion  of  meat  pro- 
tein, both  by  softening  the  connective  tissue  en- 
velope of  the  protein  and  by  coagulating  the  pro- 
tein. 

COMBINATION  OF  FOODS 

In  considering  the  adequacy  of  any  diet,  thought 
must  be  given  not  only  to  the  food  factors  in  the 
diet,  but  also  to  the  effect  of  a combination  of 
factors  upon  the  utilization  of  the  substances  in- 
gested;^ in  other  words,  the  interrelationship  be- 
tween the  different  food  factors.  They  do  not  work 
separately  but  together. 

We  often  overlook  certain  aspects  of  nutrition 
in  which  the  ratio  of  certain  elements  of  the  diet 
may  influence  the  utilization  of  others.  As  an  exam- 

3.  Editorial,  Raw  and  Cooked  Foods.  J.A.M.A.  96:358, 
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pie,  Sherman^  says  that  vitamin  D acts  as  a mobil- 
izing agent  on  the  absorption  and  utilization  of 
calcium  and  phosphorus  in  the  diet.  It  is  well 
known  that  in  rickets  a low  calcium,  a low  phos- 
phorus, or  a low  calcium  and  phosphorus  diet  will 
produce  an  exacerbation  of  the  disease.  Generally 
carbohydrates  digest  more  rapidly  than  do  other 
classes  of  foodstuffs.  Fats  are  the  slowest  of  diges- 
tion, but  the  type  of  fat  will  influence  its  speed  of 
digestibility.  Such  fat  foods  as  roast  pork  and  suet 
pudding  served  together  require  a long  time  for 
digestion.  On  the  other  hand,  the  meal  should  not 
contain  too  little  fat  or  too  much  liquid  or  it  will 
lack  staying  qualities.  Emulsified  fats  are  very 
much  easier  of  digestion  than  are  the  harder  fats. 
A combination  of  fats  and  proteins  are  slower  of 
digestion  than  either  when  fed  singly.  It  will  be 
seen  that  some  balance  between  foodstuffs  is  de- 
sirable. 

Experiments  show  that  the  residue  from  two 
foods  when  eaten  together  may  be  smaller  than 
either  food  eaten  separately.  It  is  more  surprising 
to  see  that  two  almost  completely  indigestible 
substances,  such  as  raw  egg  and  raw  starch,  are 
well  handled  when  given  together.  In  another 
experiment®  milk  was  fed  in  large  quantities  and 
its  digestibility  studied.  It  was  found  that  when 
it  was  fed  alone  it  passed  through  the  digestive  tract 
very  rapidly  and  left  a rather  large  residue.  When 
bread  was  added  to  the  milk  in  small  quantities, 
the  amount  of  residue  was  decreased  and  it  passed 
through  the  digestive  tract  more  slowly.  This  would 
favor  the  conclusion  that  the  completeness  and 
rapidity  of  digestion  can  be  somewhat  influenced 
by  the  combination  of  foodstuffs. 

Generally,  the  individual  who  has  ideas  about 
certain  foods  disagreeing  with  him  is  purely  fanci- 
ful. The  distress  which  follows  the  eating  of  them  is 
the  result  of  fear  rather  than  the  actual  food  in- 
gested. Persons  who  have  faulty  digestion  because 
of  this  fear  are  apt  to  eliminate  food  after  food 
from  their  diet  until  it  is  inadequate.  After  the 
taking  of  food  we  should  not  center  our  attention 
on  what  is  going  on  in  the  digestive  tract.  This 
accusation  has  often  been  made  against  the  young 
physician,  the  dietitian  and  people  who  are  intro- 
spective. This  sort  of  action  inhibits  digestive 
action  and  prevents  the  complete  absorption  of 
available  material. 

It  has  long  been  claimed  by  certain  food  faddists 
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that  in  prescribing  a diet  for  the  sick  the  essential 
point  is  not  to  eat  certain  classes  of  foods  together. 
For  example,  protein  rich  foods  are  incompatible 
with  carbohydrates.  There  is  not  much  convincing 
evidence,  supported  by  scientific  research,  which 
would  favor  the  theory  or  help  in  the  search  for  the 
proper  combinations.  Many  of  our  common  foods 
are  naturally  composed  of  protein  and  carbohydrate 
as  well  as  other  substances.  Meats,  even  the  lean 
ones,  have  both  fat  and  protein;  cheese,  fat  and 
protein;  bread,  carbohydrate  and  small  amounts 
of  fat  and  protein;  milk,  protein,  fat  and  carbo- 
hydrates. Therefore,  most  all  foods  we  eat  are  a 
combination  of  two  or  more  substances. 

EMOTIONAL  DISTURBANCES 

Emotional  disturbances  also  influence  the  diges- 
tion of  food.  The  conditions  favorable  to  proper 
digestion  are  wholly  lost  when  unpleasant  feelings, 
such  as  vexation  and  worry,  or  great  emotions  as 
fear,  are  allowed  to  prevail.  This  fact  has  been 
known  for  a long  time  and  may  be  illustrated  by 
the  dry  mouth  of  the  anxious  person  called  upon 
to  speak  in  public,  or  the  “ordeal  of  rice”  as  em- 
ployed in  India.  When  several  persons  were  sus- 
pected of  crime,  the  consecrated  rice  was  given  them 
all  to  chew  and  after  a short  time  it  was  spit  out 
upon  the  leaf  of  the  sacred  fig  tree.  If  anyone 
ejected  it  dry  that  was  taken  as  proof  that  fear  of 
being  discovered  had  stopped  the  secretion  of  saliva 
and  consequently  he  was  adjudged  guilty.  What  has 
long  been  recognized  as  true  of  the  secretion  of 
saliva  has  been  proven  true  also  of  the  secretion 
of  gastric  juice,  as  well  as  the  secretion  of  pan- 
creatic juice  and  the  flow  of  bile.  All  have  been 
definitely  diminished  through  emotional  upsets. 

In  some  experiments  on  dogs  it  was  found  that 
anxiety  and  excitement  brought  about  a residue  of 
seventy-seven  per  cent  of  the  amount  of  food  in- 
gested, while  under  favorable  conditions  the  figures 
dropped  to  forty-one  per  cent  in  the  same  dogs. 
Physicians  are  familiar  with  the  purging  effect  of 
fear  and  anxiety.  Many  sensitive  persons  suffer 
from  looseness  of  the  bowels  for  a day  or  so  before 
even  so  mild  a venture  as  a railway  journey.  Some 
persons  who  suffer  from  constipation  know  that 
their  bowels  would  move  normally,  if  they  could 
only  get  the  right  amount  of  stimulation  through 
excitement.  A certain  amount  causes  constipation 
and  too  much  causes  diarrhea.  Constipation  is  fre- 
quently of  nervous  origin.  It  is  often  associated 
with  extreme  tonicity  of  the  anal  sphincters  and 
this  Alvarez^  believes  is  part  of  the  general  tense- 

7.  Alvarez,  W.  C. : Ways  in  Which  Emotion  Can  Effect 
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ness  of  the  muscles  which  is  seen  in  nervous,  hyper- 
sensitive persons. 

Children  should  not  be  scolded  or  disciplined  at 
the  table.  Avoid  at  meal  time  all  family  discord 
or  other  unpleasant  things.  Children  often  suffer 
from  undernutrition  due  to  unhappiness  and  nerv- 
ousness caused  by  an  unfavorable  atmosphere  at 
home.  Emotional  excitement  cause.'=  an  outpour- 
ing of  adrenalin  and  increases  the  expenditure  of 
energy.  Influences  unfavorable  to  digestion  are 
much  stronger  than  favorable  ones.  Digestive 
processes  are  influenced  not  only  by  the  emotional 
state  while  the  food  is  being  eaten,  but  the  period 
before  and  the  period  immediately  after  are  equally 
important. 

MOTILITY 

The  digestive  secretions  and  the  chemical  changes 
wrought  by  them  are  of  little  worth  unless  the  food 
is  carried  onward  through  the  alimentary  canal 
into  fresh  regions  of  digestion.  This  function  is  per- 
formed by  peristalsis.  This  is  a forward  movement 
produced  by  contraction  of  the  muscles  encircling 
the  digestive  tube.  Since  it  has  been  proven  that 
certain  psychic  influences  stimulate  secretion,  so  in 
all  probability  there  is  a psychic  tone  or  psychic 
contraction  of  the  gastrointestinal  muscles  as  a 
result  of  taking  food. 

Here,  again,  we  get  a variation  between  individ- 
uals in  the  rate  of  passage  of  food  material  through 
the  digestive  tract.  The  commonly  accepted  time 
for  the  passage  of  ingested  material  to  the  anal 
opening  is  about  thirty  hours.  This  has  been  de- 
termined by  the  use  of  carmine  or  charcoal  to 
mark  off  the  feces.  Straus,  using  carmine,  reported 
a minimum  of  twelve  hours  and  a maximum  of 
forty-seven  hours  in  human  subjects  for  food  to 
traverse  the  alimentary  tract.  We  know  there  are 
many  instances  where  it  travels  much  more  rapidly 
than  that.  It  may  be  seen  from  reliable  data  that 
individuals  do  not  conform  to  one  pattern  in  re- 
gard to  time  of  passage  of  food  material  through 
the  digestive  canal.  Anything  which  increases  or 
decreases  motility  of  the  digestive  tract  would 
surely  exert  an  unfavorable  influence  on  the  gen- 
eral metabolism  of  the  food.  .A.11  other  conditions 
being  equal,  an  increase  of  motility  would  decrease 
the  amount  of  the  food  made  available;  and  a 
decrease  of  motility  would  make  for  an  increase  in 
the  utilization  of  food. 

When  we  speak  of  food  being  digestible  or  in- 
digestible we  refer  to  the  rapidity  and  ease  with 
which  it  is  digested  rather  than  the  completeness 
of  its  digestion.  On  the  other  hand,  there  are  ref- 
erences to  the  absolute  accomplishment  of  the 


process.  To  furnish  the  greatest  amount  of  com- 
fort from  eating  the  digestion  of  food  must  be 
fairly  rapid.®  The  rapidity  of  digestion  is  increased 
through  the  following  means: 

1.  Having  the  food  finely  divided.  This  fine  divi- 
sion of  food  is  accomplished  through  two  processes; 
first,  the  cooking  of  the  food  should  be  thorough  as 
in  the  case  of  starchy  foods  and  meats  which  con- 
tain a considerable  portion  of  connective  tissue 
should  be  ground  in  order  to  facilitate  digestion; 
second,  mastication  prepares  the  food  for  digestion. 
While  the  digestion  of  starchy  foods  alone  is  actu- 
ally started  chemically  in  the  mouth,  the  other 
foods  which  are  digested  in  the  stomach  and  intes- 
tines are  greatly  hastened  in  digestion  by  sufficient 
mastication.  Therefore,  mastication  greatly  facili- 
tates the  rate  and  thoroughness  of  digestion  of  all 
foods. 

2.  Liquid  foods  are  absorbed  more  rapidly  than 
solid  foods. 

3.  The  rapidity  with  which  the  food  digests  also 
depends  to  a certain  extent  upon  the  amount  and 
kind  of  food  taken  at  a time.  Foods  rich  in  cellu- 
lose digest  more  slowly  than  the  same  foods  free 
from  fiber.  This  does  not  mean  that  cellulose  is  not 
advisable  in  the  diet,  but,  on  the  contrary,  where 
the  need  exists  it  serves  a valuable  purpose  in  stim- 
ulating peristalsis  and  thereby  promotes  good  elim- 
ination. 

Frequent  feeding  also  stimulates  peristalsis,  caus- 
ing the  food  to  pass  through  the  digestive  tract 
more  rapidly,  and  decreases  the  coefficient  of  di- 
gestibility. Therefore,  eating  between  meals  is  un- 
desirable. Our  present  division  of  three  meals  a 
day  has  been  proven  to  be  most  efficient  for  the 
average  well  individual,  in  that  under  this  plan 
the  food  is  better  digested  than  the  same  food  fed 
at  more  frequent  intervals.*’ 

EFFECT  OF  FOOD  ACCESSORIES 

The  addition  of  salts,  spices,  acids  and  alkalies 
to  our  food  hurries  its  progress  through  the  diges- 
tive tract  and  thus  interferes  with  the  complete- 
ness of  digestion  and,  therefore,  absorption. 

There  are  individuals  who  overindulge  in  the  use 
of  common  salt.  To  be  sure,  there  is  a need  for 
sodium  chloride  in  the  diet  but  usually  our  natural 
foods  carry  enough  to  meet  the  body’s  need.  It  is 
a frequent  occurrence  to  see  a person  reach  for  the 
salt  and  shake  it  over  his  food  before  he  even  tastes 
it.  Food  which  is  properly  prepared  should  not  re- 
quire the  addition  of  salt  at  the  table;  and  it  is 

8.  Proudfit,  P.  T. : Nutrition  and  Diet  Therapy.  Sixth 
Edition.  Macmillan  & Co.,  New  York,  Philadelphia,  1934. 

9.  Hosoi,  K.,  et  al. : Intestinal  Absorption;  a Search  for 
Low  Residue  Diet.  Arch  of  Int.  Med.  41:112-126,  Jan.,  1928 
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a good  rule  of  health  to  be  sparing  in  the  use  of 
table  salt.  If  a large  amount  of  salt  is  consumed, 
the  result  will  be  a withdrawal  of  water  from  the 
tissue.  Sherman  says  that  large  amounts  of  sodium 
chloride  increase  the  quantity  of  protein  catabo- 
lized  and,  through  overstimulating  the  digestive 
tract,  may  also  interfere  with  the  absorption  and 
utilization  of  food.  Spices  act  in  a similar  manner. 

Various  writers  have  shown  clearly  that  not  only 
does  the  administration  of  sodium  bicarbonate 
neutralize  the  normal  hydrochloric  acid  of  the  gas- 
tric juice,  but  also  has  the  effect  of  a reduction  in 
the  amount  of  acid  secreted  in  the  stomach.  There 
are  many  persons  who  frequently  indulge  in  the 
use  of  baking  soda  whether  there  is  need  for  it  or 
not.  Any  gastric  distress  is  promptly  treated  by 
this  means  and  often  much  more  harm  is  done  than 
good. 

Organic  acids  act  as  stimulants  in  the  digestive 
tract.  Fruits  and  some  vegetables  contain  a con- 
siderable amount  of  acid  which  serves  to  stimulate 
the  motility  of  the  bowel.  It  has  been  shown  that 
foods  acidified  with  lemon  juice  promote  a greater 
peristaltic  movement;  therefore,  a given  amount  of 
food  will  not  be  so  thoroughly  utilized  as  the  same 
amount  under  different  conditions.  To  be  sure,  for 
a prophylactic  measure,  as  in  the  treatment  of 
atonic  constipation,  orange  juice  in  generous 
amounts  or  lemon  juice  diluted  with  water  may  be 
taken  upon  rising.  It  is  more  effective,  if  taken 
when  the  upper  empty  portion  of  the  intestines  may 
be  most  readily  stimulated.  Buttermilk  with  its  con- 
tent of  lactic  acid  aids  in  the  same  way  as  the 
fruit  acids.  The  acids  formed  in  the  process  of 
fermentation  in  the  intestinal  tract  act  in  a similar 
way. 

EFFECT  OF  VITAMINS  ON  THE  UTILIZATION 
OF  FOOD 

A great  advance  in  the  control  of  appetite  and 
digestion  has  come  through  the  discovery  of  vita- 
min B.  It  increases  the  food  intake  and  also  im- 
proves the  tonus  of  the  alimentary  tract  and  pro- 
motes the  normal  motility  upon  which  good  diges- 
tion very  directly  depends.  A poor  appetite  is  often 
found  in  children  and  it  has  been  attributed  by 
pediatricians  to  lack  of  vitamin  B.  There  is 
much  evidence  that,  where  there  is  a shortage  of 
vitamin  B in  the  diet,  the  colon  lacks  tone  and  it 
can  be  restored  by  the  administration  of  this  factor. 
It  has  also  been  shown  that,  if  vitamin  A is  defi- 
cient in  the  diet,  there  is  an  increased  permeability 
of  the  intestinal  tract  to  bacteria.  At  least  a partial 
destruction  of  vitamin  B and  C are  brought  about 
by  the  use  of  alkalies  in  food  preparation.  A good 


example  is  the  addition  of  baking  soda  in  the  cook- 
ing of  dried  beans,  which  is  sometimes  used  to 
soften  the  fiber.  Soda  is  also  used  to  prevent  the 
curdling  of  milk  as  in  the  making  of  cream  of 
tomato  soup.  Again,  we  must  cite  the  familiar  ex- 
ample of  the  effect  of  vitamin  D on  the  absorption 
and  utilization  of  calcium  and  phosphorus  in  the 
diet. 

PURGATIVES,  LAXATIVES  AND  CATHARTICS 

All  of  these  substances  interfere  with  digestion. 
Overindulgence  does  harm  because  of  the  increased 
movements  of  the  intestines  which  not  only  hasten 
the  food  along  through  the  digestive  tract  but  may 
cause  much  inflammation.  It  is  on  this  basis  that 
some  of  our  fake  reducing  remedies  are  concocted. 
Mineral  oils,  which  are  so  often  given  as  laxatives, 
become  very  objectionable,  if  used  over  a long 
period  of  time,  because  it  has  been  proven  that 
they  prevent  absorption  and  utilization  of  food 
materials.  Bran  promotes  intestinal  peristalsis  by 
drawing  a quantity  of  liquid  from  the  intestinal 
walls,  therefore  acting  as  a laxative.  According  to 
Alvarez,^®  bran  causes  intestinal  inflammation  and 
interferes  with  digestion.  Unless  one  is  sure  that  the 
patient  has  the  “digestion  of  an  ostrich,”  such  harsh 
foods  as  bran  should  not  be  given. 

FOOD  ALLERGIES 

Allergy  is  said  to  represent,  more  or  less,  the  in- 
dividual’s reaction  to  the  food  he  eats  and  in  some 
cases  other  foreign  substances.  Rowe^^  defines  the 
term  food  allergy  as  a “hypersensitiveness  estab- 
lished in  the  body  cells,  due  to  specific  foods.”  This 
condition  develops  in  certain  individuals  from  foods 
which  have  proved  harmless  to  others.  Many  physi- 
cians think  that  idiosyncracies  to  food  are  imag- 
inary. Some  patients  have  only  a slight  reaction 
which  is  difficult  to  recognize;  others  have  marked 
reactions  which  are  apparent  to  all. 

As  early  as  1906  it  was  discovered  that  sensitiza- 
tion could  be  produced  through  the  digestive  tract. 
Often  do  physicians  find  infants  who  are  sensitive 
to  such  foods  as  eggs,  milk  and  wheat.  Food  allergy 
includes  all  of  the  reactions  or  sensitizations  which 
come  from  the  digestion  of  wholesome  and  normally 
well  tolerated  food.  There  are  cases  which  have 
been  reported  in  which  the  reaction  is  induced  by 
the  merest  touch  of  some  offending  food  but,  as  a 
rule,  the  symptoms  develop  upon  actually  taking 
the  food  into  the  body.  The  ingestion  of  the  offend- 
ing food  will  often  bring  such  abdominal  symptoms 
as  nausea,  vomiting,  diarrhea,  etc.  If  the  sensitive 

10.  Alvarez,  W.  C. : Bran;  Dangerous  Food,  lOverv- 
body's  Health.  April.  1931. 

11.  Rowe,  A.  H. : Food  .Allergy:  Manifestation,  Diagnosis 
and  Treatment.  Lea  & Febiger,  Philadelphia,  1931. 
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individual  can  avoid  the  food  or  foods  causing  the 
trouble,  the  condition  is  easier  to  control  but  if 
the  allergen  happens  to  be  a food  which  enters  into 
the  composition  of  many  of  our  common  dishes, 
such  as  the  foods  previously  named,  then  it  is  very 
much  more  difficult  to  determine  the  cause  and 
eliminate  the  offender. 

.\n  allergic  reaction  usually  first  develops  through 
some  irritation  of  the  mucosa  of  the  alimentary 
tract,  so  that  it  is  weakened,  thereby  permitting 
some  undigested  protein  to  pass  through  into  the 
blood,  where  it  acts  as  a foreign  body  and  sensi- 
tizes the  person  to  that  food.  It  is  clear  that  under 
such  conditions  the  utilization  of  the  offending 
food  is  decreased  and  also,  without  doubt,  that  of 
other  foods  given  with  it. 

CONCLUSIONS 

1.  The  final  test  of  the  adequacy  of  a diet  is 
whether  its  nutritive  value  is  sufficient  to  replace 
all  worn  out  materials  and  maintain  the  body  in 
a state  of  good  health.  In  the  case  of  children  it 
should  also  afford  a sufficient  excess  to  permit  nor- 
mal growth.  So  often  in  estimating  the  require- 
ments of  a diet  we  only  think  in  terms  of  energy. 
We  feed  a certain  number  of  calories,  record  a gain 
or  loss  in  weight  but  make  no  allowance  for  the 
possibility  that  our  guess  might  have  been  wrong. 
In  such  cases  it  is  clear  that  less  or  more  energy  is 
dissipated  than  the  guess  predicted. 

2.  A patient’s  reaction  to  a diet  is  highly  im- 
portant both  physiologically  and  psychologically. 
Our  limited  knowledge  of  the  digestibility  of  food 
should  teach  us  that  we  should  have  some  respect 
for  a patient’s  appetite.  There  may  be  adequate 
cause  for  certain  sensitivity. 

3.  In  disease,  texture  must  be  modified  to  suit 
the  condition.  As  an  example,  if  a person  has  hy- 
permotility of  the  digestive  tract,  rough  and  solid 
foods  will  have  to  be  decreased  since  they  aggra- 
vate the  condition. 

4.  The  efficiency  of  the  digestive  process  varies 
with  the  individual.  We  are  not  all  cast  in  the 
same  mould  and,  therefore,  do  not  react  in  the  same 
way. 

5.  Many  factors  effect  the  utilization  of  food. 
The  potential  nutritive  value  is  variable  with  each 
individual. 

6.  If  the  human  organism  is  to  utilize  its  food 
to  the  best  advantage,  favorable  conditions  must 
be  made  for  its  action.  We  must  recognize  that 
there  is  an  interrelationship  between  all  of  the 
various  phases  of  the  chemistry  of  food  and  nutri- 
tion. 


UxMBILICAL  HERNIA  CONTAINING  A 
STRANGULATED  LOBE  OF  THE  LIVER 
Alvin  M.  Osten,  M.D. 

SEATTLE,  WASH. 

Medical  journals  disclose  numerous  reports  of 
cases  of  umbilical  hernia  with  variable  contents, 
but  a study  of  the  literature  does  not  disclose  any 
case  in  which  the  lobe  of  the  liver  has  been  strangu- 
lated in  the  hernia.  For  this  reason  I submit  the 
following  case  history,  believing  that  it  may  be  of 
interest  because  of  its  rarity. 

On  March  7,  1936,  I was  called  to  attend  a woman, 
aged  fifty-eight,  who  complained  of  a severe  pain  in  the 
epigastric  region  of  the  abdomen.  The  patient  gave  a his- 
tory of  having  sustained  a fall  on  February  23,  previous 
to  this  present  attack.  At  that  time  she  had  struck  her 
abdomen  with  considerable  force  just  above  the  location 
of  an  umbilical  hernia  which  she  had  acquired  some  sixteen 
years  before.  She  had  no  particular  pain  immediately  after 
this  accident  but  on  March  2,  she  had  a sudden  attack  of 
severe  epigastric  pain  while  engaged  in  scrubbing  the  floor. 
She  was  forced  to  retire  to  her  bed  due  to  the  pain  but 
was  up  and  about  her  duties  as  usual  the  following  day. 
However,  on  the  evening  of  March  7,  at  6 p.  m.,  she  had 
another  severe  attack  of  pain  just  as  she  sat  down  to  the 
evening  meal.  Three  hours  after  the  onset  of  this  acute  at- 
tack, I was  called  to  attend  the  patient. 

Physical  findings;  temperature  98.6,  pulse  96,  respiration 
24.  Eyes:  Pupils  react  to  light  and  accommodation.  Abdo- 
men: Just  above  the  umbilicus  a funnel-shaped  hernia- 
tion was  found,  protruding  forward  and  downward,  ex- 
tending from  the  umbilicus  upward  for  a distance  of  six 
inches.  On  palpation  this  mass  was  found  to  be  hard  and 
rigid.  It  was  somewhat  triangular  in  shape  and  was  about 
four  inches  in  length.  This  mass  was  fixed  and,  in  spite  of 
considerable  pressure,  I was  unable  to  force  the  strangu- 
lated mass  back  into  the  abdominal  cavity. 

The  patient  was  immediately  hospitalized  and  the  labor- 
atory findings  were  disclosed  as  follows;  Hemoglobin  89, 
red  blood  cells  4,900,000,  leukocytes  12,200,  neutrophiles 
84,  small  lymphocytes  16,  Wassermann  negative,  urine  nega- 
tive. 

Preoperative  diagnosis:  Umbilical  hernia  (acquired)  with 
strangulation  of  the  mesentery. 

Operation:  .A  longitudinal  incision  was  made  just  above 
the  umbilicus  in  the  midline  and  over  the  protruding  mass. 
The  skin  at  this  point  was  very  thin  and  the  hernial  sac 
was  firmly  adherent  to  the  surrounding  tissue.  On  opening 
the  sac,  a thin  hemorrhagic,  serous  fluid  escaped  and  a 
dark  purplish  mass  protruded  through  the  incision.  Several 
attempts  were  made  to  reduce  this  mass  but  this  was 
found  to  be  impossible.  It  was  definitely  a lobe  of  the  liver. 
The  omentum  was  firmly  adherent  to  the  peritoneum 
around  the  border  of  the  hernial  ring.  It  was  necessary  to 
incise  the  hernial  ring  in  order  to  relieve  the  strangulation 
of  the  liver  lobe.  When  this  was  done,  the  liver  lobe 
slipped  back  upward  and  into  the  epigastric  region  in  ap- 
parently normal  position.  This  done,  the  hernia  was  re- 
paired in  the  usual  manner,  imbricating  the  fascia.  A small 
rubber  drain  was  placed  in  the  lower  angle  of  the  incision. 

Postoperative  diagnosis:  Umbilical  hernia  containing  a 
strangulated  lobe  of  the  liver. 

Postoperative  notes:  The  patient  had  an  uneventful  re- 
covery except  for  the  presence  of  a small  amount  of  bile- 
stained  fluid  draining  from  the  wound  for  the  first  four 
days  subsequent  to  the  operation.  Now,  eight  months  later, 
she  is  in  normal  health,  able  to  do  her  work  in  her  usual 
manner. 
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IODINE  IN  THE  PREVENTION  AND 
TREATMENT  OE  GOITER* 

W.  A.  Niethammer,  M.D. 

TACOMA,  WASH. 

Iodine,  as  a therapeutic  agent  in  the  treatment 
of  thyroid  affections,  has  been  known  for  many  cen- 
turies. Rogers,  in  1170,^  prescribed  ashes  of  sponge 
and  seaweed  for  goiter.  In  1752,  Russell  demon- 
strated the  value  of  sea  water  in  relieving  goiter. 
After  the  chemical  isolation  of  iodine  in  1813, 
Coindet,-  in  1820,  showed  the  value  of  sodium 
iodide  in  thyroid  disorders,  reporting  a series  of 
one  hundred  cases.  Chatin,  in  1850,  presented  evi- 
dence that  iodine  would  prevent  endemic  goiter 
and  cretinism. 

Baumann,  in  1895,®  demonstrated  the  presence  of 
iodine  ash  in  the  thyroid  gland  and  showed  the 
amount  of  iodine  present  had  a definite  relationship 
to  the  physiologic  activity  of  the  gland.  He  also 
found  that  iodine  was  confined  to  the  colloid  in 
some  sort  of  organic  combination  which  he  called 
thyroglobulin.  Oswald,  in  1901,  pointed  out  that 
iodine  in  the  tbyroid  was  directly  proportional  to 
the  amount  of  colloid,  and  that  the  percentage  of 
iodine  in  colloid  goiter  was  relatively  far  less  than 
in  the  normal  thyroid  gland. 

Kocher,^  in  1904  and  1911,  noted  the  beneficial 
effects  of  iodine  in  certain  toxic  goiter  cases,  but 
concluded  that  its  action  was  so  uncertain  and  so 
frequently  provoked  harmful  results  that,  as  a re- 
sult of  his  authority,  the  use  of  iodine  in  treatment 
of  thyroid  disorders  fell  into  disrepute. 

In  1914,®  Kendall  isolated  a crystalline  compound 
containing  65  per  cent  iodine  which  he  named  thy- 
roxine and  which  in  1919  he  showed  exhibited  all 
the  physiologic  properties  of  the  thyroid.  Marine® 
at  this  time  established  primarily  that  thyroid  en- 
largements were  the  result  of  iodine  insufficiency 
and  McClendon,^  in  1924,  demonstrated  that  lack 
of  iodine  in  many  soils  gave  the  explanation  of  the 
distribution  of  goiter  in  various  parts  of  the  country. 

*Read  before  a meeting  of  Pierce  County  Medical  So- 
ciety, Tacoma,  Wash.,  Nov.  10,  1936. 

1.  Garrison,  P.  H. : An  Introduction  to  the  History  of 
Medicine,  Third  Ed.,  p.  142.  W.  B.  Saunders  Co.,  Phila- 
delphia and  London,  1921. 

2.  Coindet:  Decouverte  d'um  Nouveau  Remedie  centre 
le  Goitre,  Ann.  de  Chem.  et  de  Phys.,  15:49,  1820. 

3.  Baumann,  E. : Ueber  das  normale  Vaurkommen  von 
lod.  in  Thierkoerper  Ztsch.  f.  Phsiol.  Chem.,  21:319,  1896. 

4.  Kocher,  T. : Ueber  Job  Basedow,  Arch.  f.  Klin.  Chir., 
Berl.  92:1166-1193,  1910. 

5.  Kendall,  E.  C. : A Method  for  the  Decom])osition  of 
the  Proteins  of  the  Thyroid,  with  a Description  of  Certain 
Constituents,  J.  Biol.  Chem.,  20:501-509,  1915. 

6.  Marine,  D.  and  Williams,  W^.  W. : The  Relation  of 
Iodine  to  the  Structure  of  the  Thyroid  Gland.  Arch.  Int. 
Med.,  1:349-384,  1908. 

7.  McClendon,  J.  P.  and  Hathaway,  J.  C. : Inverse  Rela- 
tion between  Iodine  in  Pood  and  Drink  and  Goitre.  Simple 
and  Exophthalmic,  J.A.M.A.,  82:1668-1672,  May  24,  1924. 


Plummer,®'®  however,  first  showed  the  value  of 
iodine  in  the  treatment  of  exophthalmic  goiter.  His 
use  of  iodine  as  a preoperative  measure  greatly  im- 
proved the  condition  of  patients  for  operation, 
avoided  almost  entirely  the  postoperative  thyroid 
crisis,  and  placed  the  use  of  iodine  on  a clinical 
basis.  Since  this  time  numerous  reports  have  ap- 
peared in  the  literature  relative  to  the  use  of  iodine 
both  in  e.xophthalmic  goiters  and  in  toxic  adenomas. 

Harrington,^®  in  1926,  was  able  to  break  down 
the  thyroxin  molecule  and  showed  it  to  be  a tetra- 
iodo  derivative  of  thyronine,  closely  related  chemi- 
cally to  tyrosine,  and  in  1927,  along  with  Barger, 
synthesized  a compound  of  the  suggested  constitu- 
tion which  was  chemically  and  physiologically  in- 
distinguishable from  thyroxine  and  which  was  called 
tetraiodothyroxine. 

ROLE  OF  IODINE  IN  THE  ETIOLOGY 
OF  SIMPLE  GOITER 

Extensive  research  and  experimental  work  has 
been  performed  during  the  past  twenty  years  to 
determine  the  relationship  between  iodine  and  sim- 
ple goiter.  In  1896^^  Halstead  by  extirpating  a large 
proportion  of  the  thyroid  gland  showed  a character- 
istic overgrowth  of  the  residual  portion.  This  over- 
growth was  characterized  by  an  increase  in  the 
amount  of  glandular  epithelium  which  lined  the 
follicles  of  the  gland,  an  effort  on  the  part  of  the 
small  residue  of  gland  to  fulfill  the  function  of  the 
whole  gland. 

Marine,^®  in  studying  the  spontaneous  enlarge- 
ment of  the  thyroid  in  endemic  goiter,  found  that 
all  the  stages  of  the  characteristic  glandular  hyper- 
plasia described  by  Halstead  were  represented. 
Eurther  study  showed  that  in  those  glands  which 
exhibited  more  or  less  epithelial  hyperplasia,  an 
inverse  relationship  existed  between  the  iodine  con- 
centration and  the  total  weight  of  the  gland,  and 
the  more  advanced  the  hyperplasia,  the  less  iodine 
did  the  gland  contain. 

Duplicating  Halstead’s  experiments.  Marine  dem- 
onstrated that  the  same  series  of  changes  could  be 
elicited  not  only  by  partial  extirpation  but  also  by 
restricting  the  iodine  intake  in  the  normal  animal. 
On  the  other  hand,  administration  of  liberal 
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in  Exophthalmic  Goitre,  J.  Iowa  M.  Soc.,  4:66-73,  Feb., 
1924. 

9.  Plummer,  H.  S. : Results  of  Administering  Iodine  to 
Patients  Having  Exophthalmic  Goitre,  J.A.M.A.,  80:1955, 
1923. 

10.  Harrington,  C.  R. : Biochemical  Basis  of  Thyroid 
Function,  Lancet.  1:1199-1204,  May  25,  1935. 

11.  Halstead,  W.  S. : Experimental  Study  of  the  Thyroid 
Gland  in  Dogs  with  Especial  Consideration  of  Hypertrophy 
of  this  Gland,  Johns  Hopkins  Hosp.  Rep.,  1:373,  1896. 

12.  Marine,  D. : Control  of  Compensatory  Hyperplasia  of 
the  Thyroid  of  Guinea  Pigs  by  the  Admiriistration  of 
Iodine,  Arch.  Path.,  2:829-839,  Dec.,  1926. 
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amounts  of  iodine  prevented  the  hyperplasia  of 
the  residuum  of  thyroid  tissue  after  subtotal  thy- 
roidectomy, and  also  brought  about  involution  of 
a hj'perplastic  thyroid.  Such  involution  was  accom- 
panied by  return  to  normal  function  on  the  part 
of  the  gland  but  not  to  normal  structure.  That  is, 
although  the  epithelial  tissue  diminished  in  amount 
and  resumed  its  normal  structure,  the  follicles  were 
distended  with  an  excessive  amount  of  colloid  and 
the  result  was  a colloid  goiter.  Reimposition  of  re- 
strictions of  iodine  caused  such  a colloid  gland  to 
undergo  a series  of  changes  precisely  similar  to 
those  occurring  in  the  normal  gland.  Such  a gland 
can  undergo  hyperplasia  and  involution  many 
times. 

While  involution  or  recovery  is  the  usual  ter- 
mination of  compensatory  hypertrophy,  persistent 
restriction  of  iodine  may  break  the  cycle  by  pre- 
venting involution  of  the  hyperplasia  and  sooner 
or  later  exhaustion,  fibrous  atrophy  and  death  of 
the  epithelial  cells  ensue,  with  the  production  of 
my.xedema. 

This  may  be  represented  diagrammatically; 
Normal — hypertrophy — [exhaustion  atrophy 

hyperplasia  \ (myxedema) 

[colloid  goiter 

Colloid  goiter — hypertrophy — 

hyperplasia  ^exhaustion  atrophy 
(colloid  goiter 

Colloid  goiter — 

Thus  Marine,  as  a result  of  his  experiments,  con- 
cluded that  the  restriction  of  the  supply  of  iodine 
to  the  thyroid,  whether  due  to  environmental  de- 
ficiency of  the  element  or  to  artificially  imposed 
conditions,  produced  the  same  effect  on  the  gland 
as  did  subtotal  extirpation.  Namely,  in  the  case  of 
iodine  starvation,  the  reaction  of  the  gland  is  com- 
pensatory, regardless  of  the  cause.  In  order  that 
the  metabolic  processes  of  the  body  be  maintained 
at  normal  level,  it  is  necessary  that  the  thyroid 
provide  a certain  minimum  amount  of  active  secre- 
tion, for  the  manufacture  of  which  a corresponding 
minimum  amount  of  iodine  must  be  supplied  from 
exogenous  sources. 

Thus  simple  goiter  represents  a work-hyper- 
trophy of  the  thyroid  in  response  to  restriction  of 
the  exogenous  supply  of  iodine  and  can  be  classed 
as  a deficiency  disea.se,  due  to  insufficient  supply  of 
iodine. 

Environmental  deficiency  of  iodine  alone  does 
not  account  for  all  goiter.  An  additional  demand 
for  thyroid  activity  imposed  at  a time  when  the 
iodine  is  just  sufficient  for  normal  requirements 
will  cause  a relative  deficiency  of  iodine.  This  is. 
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likely  to  elicit  a hypertrophic  response  of  the  thy- 
roid. Examples  are; 

1.  A diet  rich  in  fats  may  interfere  with  the 
absorption  of  iodine  taken  in  with  the  food,  and 
thus  prevent  the  thyroid  from  obtaining  its  neces- 
sary minimum  of  iodine. 

2.  Fluctuations  in  size  of  thyroid  occurring  in 
normal  women  at  different  stages  of  the  sexual 
cycle. 

3.  Puberty  or  pregnancy  when  there  is  a heavy 
physiologic  demand  upon  the  thyroid. 

4.  A greater  demand  placed  on  the  normal  thy- 
roid during  infections  such  as  tonsillitis,  focal  in- 
fection, tuberculosis  and  lues. 

In  determining  the  background  of  individual 
forms  of  goiter,  more  recognition  must  be  given  to 
these  factors. 

What  applies  to  etiology  of  simple  goiter  must 
also  apply  to  cretinism,  the  extreme  manifestation 
of  the  results  of  iodine  deficiency. 

SIMPLE  GOITER 

The  final  proof  of  the  hypothesis  of  the  associa- 
tion of  iodine  deficiency  with  endemic  goiter  is 
found  in  the  success  which  in  recent  years  has  at- 
tended prophylactic  iodine  therapy.  The  prevention 
of  goiter  is  intimately  bound  up  with  the  supply  of 
iodine.  Marine,^^  in  1920,  proved  that  the  supply  of 
large  amounts  of  iodine  would  prevent  goitrous  en- 
largements of  the  thyroid  gland;  also  that  the  thy- 
roid would  enlarge,  if  the  iodine  in  the  gland  fell 
below  .1  per  cent.  Kimball  and  Marine,^^  in  a study 
of  school  children  at  Akron,  Ohio,  showed  that  the 
prophylactic  use  of  iodine  would  prevent  goiter. 
The  use  of  iodine  in  salt  and  drinking  water  has 
resulted  in  a striking  reduction  in  the  amount  and 
degree  of  goiter  without  increasing  the  amount  of 
hyperthyroidism.  McClure^-^  reports  a 60  per  cent 
drop  in  goiter  surgery  in  Michigan  hospitals  in  1933 
as  a result  of  its  prophylactic  use.  In  1924  35  per 
cent  of  all  Detroit  school  children  showed  enlarge- 
ment of  the  thyroid,  while  in  1932  only  1 per  cent 
had  enlargement,  following  the  use  of  iodized  salt. 
McClendon^*’’  states  that  the  incidence  of  exoph- 
thalmic goiter  is  proportional  to  the  incidence  of 
endemic  goiter. 

Iodine  is  of  universally  recognized  value  in  pre- 

13.  Marine,  D.  and  Kimball,  O.  P. : Prevention  of  Simple 
Goiter  in  Man,  Arch.  Int.  Med.,  25:661-672,  June,  1920. 

14.  Marine,  D.  and  Kimball,  O.  P. : Goiter  Survey  Work 
in  Ohio  ; Incidence  of  Simple  Goiter  in  School  Children  of 
Cleveland,  Akron,  and  Warren,  Ohio  State  M.  J.,  16:757, 
Oct.,  1920. 

15.  McClure,  R.  D. : Thyroid  Surgery  as  Affected  by  the 
Generalized  Use  of  Iodized  Salt  in  an  Endemic  Goiter  Re- 
gion, Preventive  Surgery,  Ann.  Surg.,  100:924-932,  Nov., 
1934. 

16.  McClendon,  J.  F. : Distribution  of  Iodine  with  Speciai 
Reference  to  Goiter,  Physiol.  Rev.,  7:189-258,  Apr.,  1927. 


GOITER NIETHAMMER 


June,  1937 


GOITER NIETHAMMER 


venting  the  development  of  endemic  goiter  and  is 
of  much  more  value  in  preventing  it  than  in  curing 
it.  For  prophylaxis  only  minute  quantities  are 
necessary,  simply  to  duplicate  what  in  nongoitrous 
areas  is  normally  supplied  in  drinking  water  and 
food.  Iodine  is  preventative,  administered  in  any 
jorm  and  by  any  means.  The  daily  dosage  of  iodine 
will  vary  with  different  districts,  different  age 
groups,  different  physiologic  epochs  of  life  and  dif- 
ferent diets  and  climates.  The  normal  daijy  needs 
of  an  adult  would  probably  be  covered  by  .04  to 
.08  mg.  Iodized  salt  containing  1 mg.  of  sodium 
iodide  per  day  is  a safe  prophylactic  measure.  lodo- 
starin  (10  mg.  tablet)  given  weekly  for  forty  weeks 
is  recommended  during  puberty  as  a prophylactic. 

Iodine  is  also  used  in  the  treatment  of  adolescent 
and  colloidal  goiter,  but  this  is  the  only  type  of 
goiter  in  which  the  therapeutic  administration  oj 
iodine  is  indicated.  Women  with  a history  of  adoles- 
cent goiter  should  always  receive  iodine  during 
pregnancy.  In  evident  colloid  goiter,  10  mg.  of 
iodine  per  day  may  be  administered,  but  to  be  suc- 
cessful, treatment  must  continue  for  a year  or 
more.  One-half  to  one  grain  of  thyroid  extract  daily 
will  hasten  results.  Lugol’s  solution,  one  m.  daily, 
may  also  be  used.  In  every  case  treatment  should 
not  extend  beyond  the  age  of  twenty  or  twenty-one, 
and  should  be  characterized  by  minimum  doses  with 
periods  of  remission.  If  iodine  is  administered  indis- 
criminately to  the  simple  colloid  goiter  over  a con- 
siderable period,  symptoms  of  thyroid  activation 
may  appear  and  finally  hyperplastic  changes  will 
occur  in  the  gland,  resulting  in  toxic  symptoms. 

NONTOXIC  ADENOMATOUS  GOITER 

Adenomatous  goiters  are  restricted  entirely  to 
man  and  are  rarely  seen  in  the  development  stages, 
the  percentage  increasing  with  the  duration  of  the 
goiter.  Fetal  rest  (congenital  adenomas)  may  ac- 
count for  a small  percentage,  but  most  adenomas 
arise  from  previously  differentiated  thyroid  tissue, 
and  in  the  beginning  are  due  to  the  same  physio- 
logic stimulus  that  causes  the  diffuse  goiter.  Preven- 
tion of  thyroid  hyperplasia  completely  prevents  de- 
velopment of  adenomas. 

Up  to  the  age  of  twenty-one,  small  amounts  of 
iodine  (not  to  exceed  10  mg.  per  week)  may  be 
used  to  retard  the  growth  of  the  adenomata,  never 
to  cure;  and  should  never  be  given  after  the  age 
of  twenty-one,  since  even  minute  doses  adminis- 
tered over  a period  of  several  weeks  or  months 
commonly  activates  a nontoxic  adenoma,  and  often 
causes  an  exacerbation  of  symptoms  in  the  toxic 
adenoma. 

There  is  no  convincing  evidence  that  iodine,  even 
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prolonged  use,  has  a beneficial  effect  upon  true 
adenoma,  either  to  cause  its  disappearance  or  halt 
its  advance.  On  the  whole,  the  therapeutic  use  oj 
iodine  in  nontoxic  adenomas  is  contraindicated  and 
as  a preoperative  measure  is  unnecessary. 

HYPERTHYROIDISM 

The  value  of  iodine  in  the  preoperative  treat- 
ment of  hyperthyroidism  is  undisputed.  Iodine  pro- 
duces a rapid  amelioration  of  toxic  symptoms  and 
a fall  in  basal  metabolic  rate.  This  response  is  so 
constant  and  specific  that  when  it  fails  to  occur, 
some  other  explanation  for  the  clinical  picture  must 
be  sought.  Within  forty-eight  to  seventy-two  hours 
after  institution  of  iodine  therapy,  the  nervousness, 
emotional  instability,  tachycardia  and  increased 
basal  metabolism  abate,  and  all  the  phenomena  of 
the  disease  become  less  marked.  The  appetite  is 
improved  and  sleep  is  more  restful.  The  period  of 
improvement  continues  from  eight  to  eighteen  days, 
with  maximum  improvement  occurring  on  an  aver- 
age between  the  ninth  and  fourteenth  days,  as 
measured  by  fall  in  pulse  rate  and  basal  metabolic 
rate.  The  greater  the  initial  basal  metabolic  rate, 
the  greater  the  reduction  in  rate,  the  average  drop, 
however,  being  50  per  cent.  Maximum  improve- 
ment is  usually  reached  sooner  in  cases  having  the 
lowest  initial  basal  metabolic  rate. 

The  remission  obtained  from  iodine  is  not  sus- 
tained. If  iodine  is  discontinued,  the  basal  meta- 
bolic rate  and  pulse  rate  rise  rapidly  after  a variable 
and  unpredictable  interval  (Starn’s  postiodine  re- 
action) and  all  the  phenomena  of  the  disease  re- 
turn. The  iodine  effect  cannot  be  elicited  to  the 
same  extent  a second  time,  even  after  a long  inter- 
val, although  a satisfactory  remission  can  be  ob- 
tained in  many  instances. 

If  iodine  is  continued  past  the  point  of  maximum 
improvement,  there  is  a gradual  recurrence  of  the 
toxic  symptoms,  and  the  basal  metabolic  rate  and 
pulse  climb  again,  despite  continuance  of  iodine  in 
the  same  or  larger  doses.  Recurrence  thus  follows 
after  the  initial  remission,  either  with  or  without 
the  continued  administration  oj  iodine. 

Recurrence  during  prolonged  administration  of 
iodine  has  been  termed  refractiveness  to  iodine, 
which  Means^^  states  is  more  apparent  than  real. 
He  believes  that  the  patient,  though  getting  worse 
on  iodine,  would  get  worse  at  a still  faster  pace  on 
its  omission,  providing  the  drug  was  exerting  some 
influence.  lodinization  should  be  maintained  and  a 
policy  of  watchful  waiting  adopted  until  thyroidec- 
tomy is  performed. 

17.  Means,  J.  H,  and  Lerman.  J.;  Action  of  Iodine  in 
Thyrotoxicosis  with  Special  Reference  to  Refractoriness, 
.I.A..M.A.,  104:969-972,  Mar.  23.  1935. 
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Iodine  has  absolutely  no  effect  on  the  status  of 
hyperthyroidism  in  a small  percentage  of  cases. 
Such  patients  probably  have  received  iodine  or  ex- 
perienced a remission  prior  to  admission  to  hospital 
and  consequently  have  become  fully  iodized. 

Iodine  alters  neither  the  duration  nor  the  direc- 
tion of  progress  of  the  disease,  merely  holding  in 
abeyance  a portion  of  its  symptoms.  A decision 
should  be  made  as  to  whether  the  patient  is  likely 
to  be  ready  for  operation  when  maximum  remission 
is  reached.  Such  decision  should  be  made  before 
iodine  is  administered.  The  ultimate  degree  of  im- 
provement is  greater  at  the  end  of  iodine  remission 
when  a preliminary  period  of  medical  treatment 
precedes  the  administration  of  iodine.  Thus,  it  is 
important  that  iodine  be  given  according  to  plan 
and  operation  be  performed  at  the  most  favorable 
period.  Intermittent  administration  of  iodine  is  a 
technically  bad  and  harmful  procedure,  since  in  ex- 
ophthalmic goiter  there  is  evidence  that  resumption 
of  iodine  medication  after  an  intermission  may  pro- 
duce an  acute  exacerbation  of  symptoms.  The  at- 
tempt to  use  it  for  prolonged  and  unaided  medical 
treatment  means  the  loss  of  an  opportunity  to 
put  the  patient  in  the  most  favorable  condition  for 
operation.  Surgical  treatment  at  present  is  the  only 
effective  means  of  dealing  with  hyperthyroidism 
and  iodine  should  never  be  considered  a rival 
method  of  therapy. 

Numerous  contradictory  reports  are  found  in  the 
literature  regarding  the  use  of  preoperative  iodine 
therapy  in  exophthalmic  goiter  and  adenoma  with 
hyperthyroidism.  Plummer  and  Boothby^®-^®  of  The 
INIayo  Clinic  are  of  the  opinion  that  in  exophthal- 
mic goiter  a dysthyroidism  exists,  due  to  the  pro- 
duction of  an  incompletely  iodized  thyroxin  mole- 
cule, and  that  the  addition  of  iodine  changes  it  with 
an  improvement  of  toxic  symptoms;  while  in  toxic 
adenomas  there  is  an  overproduction  of  the  normal 
thyroxin  molecule,  and  iodine  would  merely  aggra- 
vate the  condition.  Graham,-®  Starr,^^  Youmans  and 
Kampmeier,^-  Harrington^  and  Means^^  believe 
there  is  no  qualitative  difference  between  exoph- 

18.  Plummer,  H.  S. ; Results  of  Administering-  of  Iodine 
to  Patients  Having  Exophthalmic  Goiter,  J.A.M..A.  80: 
1955,  June  30,  1923. 

19.  Plummer,  H.  S.  and  Boothby,  W.  M. : Value  of  Io- 
dine in  Exophthalmic  Goiter,  J.  Iowa  M.  Soc.  14:66-73, 
E’eb.,  1924  ; Illinois  M.  J.  46:401-407,  Dec.,  1924. 

20.  Graham,  A.:  Exophthalmic  Goiter  and  Toxic  Ade- 
noma : Clinical  Variations  of  Single  Disease,  J.A.M.A.  87  : 
628-631,  Aug.  28,  1926. 

21.  Starr.  P. ; The  Course  of  Hyperthyroidism  under 
Iodine  Medication,  Arch.  Int.  Med.  39:520-535,  Apr..  1927. 

22.  Youmans,  J.  B.  and  Kampmeier,  R.  H. : Effect  of 
Iodine  in  Toxic  Adenoma,  Arch.  Int.  Med.  41:66-74, 
Jan.,  1928. 

23.  Harrington,  C.  R. : Biochemical  Basis  of  Thyroid 
Function.  Lancet,  1:1261-1266,  June  1,  1935. 

24.  Means,  J.  H. : Diagnostic  Use  of  Iodine  in  Thyro- 
toxicosis. Ann.  Int.  Med.  7:439-444,  Oct.,  1933. 


thalmic  goiter  and  toxic  adenoma,  and  that  the  two 
are  only  clinical  variations  of  a single  disease — the 
ultimate  picture  depending  on  such  factors  as  age 
of  onset,  .severity,  occurrence  of  natural  remissions 
and  type  of  patient  involved. 

Increasing  literature  indicates  only  one  type  of 
hyperthyroidism  exists,  and  that  typical  remission 
from  iodine,  in  the  majority  of  instances,  can  be  ob- 
tained in  the  nodular  group  as  well  as  in  the  exoph- 
thalmic type.  Blanck,'^®  in  comparing  two  hundred 
cases,  found  that  almost  a parallel  response  was 
noted  in  the  lowering  of  the  basal  metabolic  rate 
and  pulse  rate  and  also  in  the  ascension  of  the 
weight  curves.  He  concluded  that  the  factor  oper- 
ating in  producing  hyperthyroidism  was  the  same 
in  both  types  of  h5p>erplasia.  Benefits  of  preoper- 
ative administration  of  iodine  to  patients  with  toxic 
adenomas,  however,  are  usually  less  pronounced 
than  in  the  exophthalmic  type,  due  probably  to  the 
different  degree  of  toxicity. 

ACTION  OF  IODINE 

In  toxic  goiter,  experimental  studies  have  shown 
that  the  thyroid  gland  is  poor  in  organic  iron, 
colloid  and  thyroxine;  the  blood  abnormally  rich 
in  organic  iron  and  thyroxine;  the  urine,  in  iodine. 
The  fall  of  thyroxine  in  the  gland,  the  blood  rise 
and  the  increased  iodine  in  the  urine  suggest  a more 
rapid  departure  of  the  hormone  from  the  gland,  as 
does  also  the  disappearance  of  the'  colloid.  This 
leakage  of  hormone  (thyroid  diarrhea)  produces 
hyperplasia  and  hyperf unction.  It  is  thought  iodine 
produces  its  action  by  raising  concentration  of 
iodine  in  the  blood.  This  dams  the  leak  and  sets  up 
a temporary  obstacle  to  its  outflow,  thus  checking 
the  leakage  of  thyroxine  from  the  gland. 

ADMINISTR.ATION  OF  IODINE 

Plummer  and  Boothby,  in  advocating  Lugol’s 
solution,  felt  that,  since  the  compound  solution 
of  iodine  contains  free  iodine,  a greater  amount  is 
available  for  absorption  than  would  be  if  potassium 
iodide  were  used  alone.  Cohn,-’®  demonstrating  that 
free  iodine  in  the  gastro-intestinal  tract  is  converted 
into  an  iodide,  concluded  that  the  administration  of 
potassium  iodide  should  be  of  the  same  therapieutic 
value  as  Lugol’s  solution.  Neisser,^"  Loewy  and  Zon- 
dak,^®  Lerman  and  Means'-®  demonstrated  that  po- 

25.  Blanck,  E.  E. : Pre-Operative  Iodine  Therapy  in 
Hvperthvroidism,  Surg.,  Gyn.  and  Ob.,  62:213,  Feb.,  1936. 

'26.  Cohn,  B.  N. : Absorption  of  Compound  Solution  of 
Iodine  from  the  Gastro-intestinal  Tract;  with  Special 
Reference  to  Absorption  of  Free  Iodine.  Arch.  Int.  Med. 
49:950-956,  June,  1932. 

27.  Neisser,  E. ; Ueber  Jobbehandlung  bei  Thyreotoxi- 
kose,  Berl.  klin.  Wchnschr.  57:461-463,  1920. 

28.  Loewy,  A.  and  Zondak,  H. : Morbus  Basedowei  und 
lodtherapie,  Deutsche  Med.  Wchnschr.  47:1387,  1921. 

29.  Lerman,  J.  and  Means,  J.  H. : Iodine  in  Exoph- 
thalmic Goiter  ; Comparison  of  the  Effect  of  Ethyl  lodid 
and  Potassium  Iodide  with  that  of  Lugol’s  Solution.  Am. 
J.  M.  Sc.  181:745-755,  June,  1931. 
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tassium  iodide  is  as  efficacious  as  Lugol’s  solution  in 
controlling  the  basal  rate. 

Thompson  and  Cohen^’’^^  in  their  experimental 
work  showed  a maximum  reduction  in  basal  metab- 
olic rate  was  produced  by  administering  6 mg.  of 
iodine  (Im.  Lugol’s)  daily,  and  the  smallest  dos- 
age to  produce  any  effect  was  0.75  mg.  per  day. 
Within  this  range  of  dosage  the  reduction  in  basal 
rate  was  roughly  proportional  to  the  amount  of 
iodine  available  for  the  storage  of  colloid.  The  dos- 
age of  5 m.  daily  of  Lugol’s  is  probably  as  effective 
as  any  larger  dose  in  all  patients  with  toxic  goiter. 
To  provide  a wide  margin  of  safety,  recommend- 
ed doses  are  Lugol’s  5-10  drops  daily  (30  to  60 
mg.  iodine)  and  potassium  iodide  3 to  6 gr.  daily, 
j No  harm  can  result  from  excessive  doses,  however, 

j and  it  is  better  to  err  on  the  side  of  excess  rather 

j than  too  little. 

POSTOPERATIVE  IODINE  THERAPY 

The  administration  of  iodine  during  the  post- 
I operative  period  is  generally  advocated  with  the 
j idea  that  postoperative  reaction  is  thereby  con- 
I trolled  and  the  severity  of  a h3rperthyroid  crisis 
I lessened.  Use  of  iodine  is  continued  by  some  for 
I several  weeks  or  even  months,  to  prevent  recurrence 
i of  hyperthyroidism.  There  is  no  proof  whatever 
that  postoperative  administration  of  iodine  prevents 
• the  recurrence  of  thyroid  hyperplasia  and  relapse 
into  a future  period  of  hyperthyroidism. 

Plummer^'^  and  Jackson^®  have  found  that  in  a 
considerable  proportion  of  recurrent  cases  of  exoph- 
thalmic goiter,  the  disease  could  be  controlled  by 
prolonged  administration  of  iodine.  Haines,^^  in 
: a study  of  488  cases  of  recurrent  or  persistent  ex- 

! ophthalmic  goiter  in  The  Mayo  Clinic  from  1928 

to  1932,  found  that  in  25.2  per  cent  the  disease 
I was  satisfactorily  controlled  by  the  use  of  iodine 

; alone.  Many  of  these  patients  were  well  after  the 

administration  of  iodine  had  been  stopped,  and 
many  were  well  for  long  periods  while  continuing 
I on  iodine.  The  effect  of  iodine,  however,  was  not 

30.  Thompson,  W.  O.,  Brailey,  A.  G.,  Thompson,  P.  K. 
1 and  Thorp,  E.  G. : Range  of  Effective  Iodine  Dosage  in 
Exophthalmic  Goiter ; Effect  on  Basal  Metabolism  of 
Rest  and  of  Daily  Administration  of  One  Drop  of  Com- 
pound Solution  of  Iodine.  Arch.  Int.  Med.  45:261-281, 
Feb.,  1930. 

^ 31.  Thompson,  W.  O.,  Thompson,  P.  K.  and  Cohen,  A. 

1 C. : Range  of  Effective  Iodine  Dosage  in  Exophthalmic 
Goiter  ; Effect  on  Basal  Metabolism  of  Daily  Administra- 
tion of  about  0.75  mg.  of  Iodine.  Arch.  Int.  Med.  49:199- 
214,  Feb.,  1932. 

32.  Plummer,  H.  S. : The  Function  of  the  Thyroid  Gland, 
Beaumont  Lecture.  C.  V.  Mosby  Co.,  St.  Louis,  1926. 

33.  Jackson,  A.  S. : Prevention  of  Persistent  and  Recur- 
rent Hyperthyroidism  Based  on  a Study  of  769  Cases  of 
Exophthalmic  Goiter.  Tr.  Am.  Assn.  Study  of  Goiter,  14- 
23,  1933. 

34.  Haines,  S.  F. : Use  of  Iodine  in  Recurrent  Exoph- 
thalmic Goiter.  Western  J.  Surg.,  42:  449-455,  Aug.,  1934 


curative  but  only  controlled  the  manifestations  of 
the  disease.  Those  patients  whose  symptoms  were 
easily  controlled  had  little  or  no  regeneration  of 
thyroid  tissue  after  operation.  The  prolonged  ad- 
ministration of  iodine  in  these  patients  produced 
no  undesirable  disturbance  but,  on  the  contrary, 
cessation  of  iodine  frequently  resulted  in  exacerba- 
tion of  the  disease. 

CONCLUSIONS 

In  conclusion,  simple  goiter  is  a work  of  hyper- 
trophy of  the  thyroid  in  response  to  iodine  restric- 
tion, either  real  or  relative.  Considered  as  an  iodine 
deficiency  disease,  endemic  goiter  can  be  entirely 
prevented,  and  simple  colloid  goiter  is  susceptible 
of  improvement  under  minimal  quantities  of  the 
drug.  Therapeutic  use  of  iodine  in  nontoxic  adeno- 
mas is  not  only  contraindicated  but  is  harmful, 
since  it  may  convert  a hypothyroid  or  a quiescent 
state  into  an  active  hyperthyroid  condition. 

As  a preoperative  method  of  treatment  in  hyper- 
thyroidism, the  use  of  iodine  is  unquestioned.  It 
produces  rapid  amelioration  of  the  toxic  symp- 
toms, the  maximum  response  occurring  between 
the  ninth  and  fourteenth  day.  In  these  cases'  iodine 
should  be  regarded  as  a temporary  measure,  since 
it  alters  neither  the  duration  nor  the  direction  of 
progress  of  the  disease.  Its  purpose  is  to  bring  the 
patient  into  a safe  condition  for  partial  thyroidec- 
tomy, and  to  tide  him  safely  over  the  postoperative 
period.  Iodine  should  only  be  given  when  operative 
treatment  is  under  consideration,  and  then  given 
with  strict  relationship  to  the  probable  date  of  op- 
eration. Intermittent  or  prolonged  use  is  only  to 
to  be  condemned,  since  it  robs  the  patient  of  the 
protection  during  and  after  operation  which  may 
be  expected  if  the  drug  is  properly  given.  Iodine 
should  never  be  considered  a rival  method  of 
therapy,  and  can  never  take  the  place  of  rest,  high 
caloric  diet  and  surgical  treatment. 

Dissecting  Aneurysm  of  Aorta.  The  three  cases  of  dis- 
secting aorta  that  T.  E.  McGeachy  and  J.  E.  Paullin,  At- 
lanta, Ga.  {Journal  A.  M.  A.,  May  IS,  1937),  report,  in 
which  a correct  diagnosis  was  made  before  death,  bring  the 
total  number  to  twelve,  which  is  far  short  of  those  in  which 
a diagnosis  could  have  been  made  during  life.  The  records  of 
three  others  are  also  given  in  which  the  diagnosis  was  not 
made,  in  one  of  which  no  history  was  obtainable.  This  pre- 
sentation is  made  in  an  endeavor  to  stimulate  interest  and 
thereby  raise  the  number  of  correct  diagnoses  to  a respectable 
percentage  of  the  whole.  Di.ssecting  aneurysm  of  the  aorta  is 
an  incomplete  rupture  of  the  arterial  wall  to  a variable  ex- 
tent. There  is  usually  a terminal  rupture  at  some  distant 
point,  either  externally  or  into  the  original  blood  channel. 
Rarely,  spontaneous  fibrosis  and  healing  occur  without  a 
second  rupture. 
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THE  EDITOR  ENJOYS  A VACATION 

The  editor  of  this  journal  has  applied  himself 
so  assiduously  to  his  tasks  that  he  has  seldom 
found  time  for  vacation  or  travel.  Rare  indeed  have 
been  the  times  that  he  has  been  away  at  time  of 
going  to  press. 

This  year,  however.  Dr.  Smith  has  allowed  him- 
self the  luxury  of  an  automobile  trip  which  will 
keep  him  from  the  office  until  mid  July.  He  ex- 
pects to  visit  many  scenes  of  activity  of  his  under- 
graduate days  and  renew  many  old  acquaintances. 
While  in  the  East  he  will  attend  the  convention 
of  the  American  Medical  Association  and  report  it 
for  the  July  issue. 

The  highlight  of  his  trip,  however,  will  be  his 
attendance  at  the  commencement  services  at  Yale. 
This  year  marks  the  fifty-fifth  anniversary  of  his 
graduation  from  that  institution  and  he  has  long 
anticipated  the  celebration  of  the  event. 

During  his  absence  the  journal  will  be  prepared 
by  his  assistants,  who  keenly  miss  his  sound  judg- 
ment and  invaluable  experience. 

AMERICAN  BOARD  OF  SURGERY 

Certification  of  specialists  has  grown  in  favor  in 
recent  years.  There  are  in  existence  boards  for  cer- 
tification of  competence  of  specialists  in  ophthal- 
mology, otolaryngology,  obstetrics  and  gynecology, 
genito-urinary  surgery  and  orthopedics.  Since  there 
is  no  national  organization  whose  certificate  is  in- 
dicative of  competence  in  general  surgery,  there 
has  been  widespread  demand  for  creation  of  a board 
whose  approval  would  be  limited  to  those  genuine- 
ly able  to  do  good  surgery. 

This  demand  has  resulted  in  formation  of  the 
American  Board  of  Surgery.  It  has  the  full  coopera- 
tion and  support  of  American  Surgical  Association, 
American  College  of  Surgeons,  Surgical  Section  of 
the  American  Medical  Association,  New  England 
Surgical  Society,  Western  Surgical  Association, 
Southern  Surgical  Association  and  Pacific  Coast 
Surgical  Association.  Officers  are:  Chairman,  Evarts 


A.  Graham;  Vice-chairman,  Allen  O.  Whipple;  Sec- 
retary-Treasurer, J.  Stewart  Rodman. 

Certified  surgeons  will  be  chosen  by  examination 
only  after  January  9,  1939.  Prior  to  that  time  ap- 
plications will  be  accepted  from  those  desiring  ex- 
amination and  also  from  those  already  in  practice 
who  will  constitute  the  Founders  Group  and  will 
be  admitted  without  examination. 

The  Founders  Group  will  be  chosen  from  pro- 
fessors and  associate  professors  of  surgery  in  ap- 
proved medical  schools  in  the  United  States  and 
Canada,  those  who  for  fifteen  years  have  limited 
their  practice  to  surgery  and  members  of  American 
Surgical  Association,  Southern  Surgical  Associa- 
tion, Western  Surgical  Association,  Pacific  Coast 
Surgical  Association  and  New  England  Surgical 
Society. 

Requirements  for  those  to  be  qualified  by  ex- 
amination are  sufficiently  rigid  to  exclude  all  ex- 
cept those  carefully  trained  and  of  proven  ability. 
Details  in  regard  to  the  organization  and  applica- 
tion blanks  may  be  obtained  from  J.  Stewart  Rod- 
man,  M.D.,  225  South  15th  Street,  Philadelphia, 
Pennsylvania. 

This  is  a splendid  move  which  should  do  much 
to  improve  the  quality  of  American  surgery.  Re- 
quirements, if  maintained  at  the  present  high 
level,  will  be  sufficient  guarantee  that  accepted 
candidates  of  this  board  are  thoroughly  trained, 
conscientious  and  competent  surgeons.  Such  certifi- 
cation has  long  been  needed. 

ST.  LOUIS  MEETING  OF  AMERICAN 
COLLEGE  OF  PHYSICIANS 

During  the  latter  part  of  April  three  thousand 
physicians  limiting  themselves  to  the  specialty  of 
internal  medicine  gathered  in  St.  Louis.  Their  pres- 
ence marked  the  twenty-first  annual  session  of  the 
American  College  of  Physicians.  With  its  two  large 
medical  schools  and  its  numerous  general  and  spe- 
cial hospitals,  St.  Louis  offered  admirable  facilities 
for  the  meeting.  Many  of  the  scientific  discussions 
and  clinics  were  contributed  by  members  of  its 
medical  profession. 

Long  ago  the  site  of  St.  Louis  was  peopled  by 
Mound  Builders,  a prehistoric  race  which  inhabited 
the  Mississippi  Valley.  Founding  of  the  present 
city  took  place  in  1764  by  Chonteau  and  a band  of 
French  pioneers.  St.  Louis  became  the  gateway  of 
the  westward  stream  of  migration. 

The  St.  Louis  Medical  Society  was  founded  in 
1836.  Eleven  years  ago  it  moved  into  its  beautiful 
new  $400,000  home.  On  the  walls  of  its  first  floor 
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lobby  is  the  tablet  of  William  Beaumont,  pioneer 
American  physiologist,  who  was  president  of  the 
Society  in  1841.  The  School  of  Medicine  of  St. 
Louis  University  was  established  in  1837.  Its  clini- 
cal teaching  facilities  are  embraced  in  a group  of 
three  hospitals.  One  of  these  is  the  Firmin  Desloge 
built  in  ultra-modern  medical  style.  Washington 
University  School  of  Medicine  made  its  appearance 
in  1899  following  union  of  two  old  medical  colleges. 
Its  buildings  form  a part  of  the  internationally 
known  Barnes  Hospital  group. 

Featured  at  the  General  Sessions  which  were 
scheduled  from  early  in  the  afternoon  until  late 
in  the  evening  were  formal  papers  presented  by 
many  of  the  leading  investigators  and  clinicians 
in  the  field  of  internal  medicine.  Supplementing 
these  were  programs  of  Morning  Lectures  and 
Round  Table  Discussions.  A few  were  arranged 
in  the  form  of  .symposia.  Some  subjects  were  dis- 
cussed intensively.  These  included  diabetes  and 
use  of  long-acting  insulins,  endocrine  disturbances 
and  cardiovascular  diseases  with  especial  reference 
to  arterial  hypertension.  Infectious  diseases  were 
given  a prominent  place  with  special  emphasis  on 
methods  of  treatment  of  streptococcal  infections. 

In  addition  the  programs  offered  presentations  on 
medical  history,  neurology,  gastroenterology,  dis- 
eases of  the  bone  marrow,  Hodgkin’s  disease  and 
hypertrophic  arthritis.  Nutritional  disturbances  as 
they  affect  the  heart  and  thyroid  were  considered. 
Syphilis  was  discussed  from  its  public  health  aspect. 

The  award  of  the  John  Phillips  Memorial  Medal 
for  1937  by  the  College  was  made  to  Richard  E. 
Shope  of  the  Rockefeller  Institute  for  Medical  Re- 
search. He  received  this  high  honor  in  recognition 
of  his  researches  with  filterable  viruses.  Among 
these  are  production  of  evidence  to  focus  attention 
on  the  possibility  that  the  swine  virus  has  at  some 
time  in  the  past  been  the  agent  in  human  influenza. 

Not  all  of  the  meeting  was  purely  of  a scientific 
nature.  An  entertaining  smoker  and  a delightful 
banquet  were  held.  Fraternal  crowds  trumped  up 
their  luncheons.  To  be  sure  newly  formed  and  old, 
longstanding  friendships  garnished  their  voluble 
exchanges  over  the  tinkle  of  beverage  glasses  in 
grill  rooms  and  hotel  suites. 

GREAT  FALLS  MEETING  OF  THE  PACIFIC 
NORTHWEST  ASSOCIATION 

Attention  is  called  to  the  annual  meeting  of  the 
Pacific  Northwest  Medical  Association  at  Great 
Falls,  Montana,  July  15-17.  An  interesting  program 
has  been  prepared  and  lectures  will  be  given  by 


A.  J.  Carlson,  Professor  of  Physiology,  University 
of  Chicago;  F.  C.  Rodda,  Clinical  Professor  of 
Pediatrics,  University  of  Minnesota;  L.  H.  New- 
burgh, Assistant  Professor  of  Internal  Medicine, 
University  of  Michigan;  Virgil  S.  Counsellor  of 
the  Mayo  Clinic;  H.  E.  Robertson  of  the  Mayo 
Clinic  and  Norman  F.  Miller,  Professor  of  Ob- 
stetrics and  Gynecology,  University  of  Michigan. 
This  annual  gathering  is  always  for  the  purpose  of 
postgraduate  education,  and  the  program  this  year 
assures  benefit  to  all  in  attendance. 


THE  SEATTLE  MEETING 

Forty-eighth  annual  meeting  of  the  Washington 
State  Medical  Association  is  to  be  held  in  Seattle, 
July  19-22.  Time  of  the  meeting  has  been  set  ahead 
this  year  so  that  its  date  might  coincide  with  that 
of  the  course  of  lectures  presented  each  year  by 
the  University  of  Washington.  It  was  felt  by  the 
committee  in  charge  that  many  would  wish  to  at- 
tend both  meetings  but  would  not  be  able  to  spend 
so  much  time  away  from  practice.  Since  both  meet- 
ings were  to  be  held  in  the  same  city  this  year  it 
was,  therefore,  decided  to  schedule  them  for  the 
same  time.  Programs  have  been  arranged  so  that 
there  will  be  no  conflicts  but  those  attending  either 
one  of  the  meetings  will  not  be  obliged  to  attend 
the  other. 

Lecturers  at  the  University  course  will  be,  A.  J. 
Carlson,  Professor  of  Physiology,  University  of 
Chicago;  Hans  Lisser,  Clinical  Professor  of  Medi- 
cine, University  of  California  Medical  School;  Wil- 
liam S.  Middleton,  Professor  of  Medicine,  Univer- 
sity of  Wisconsin;  Waltman  Walters,  of  the  Mayo 
Clinic  and  Professor  of  Surgery,  Graduate  School, 
University  of  Minnesota.  Topics  to  be  presented 
by  these  speakers  appear  in  the  special  announce- 
ment elsewhere  in  this  issue. 

Drs.  Lisser  and  Walters,  beside  speaking  at  the 
University,  are  also  to  address  the  afternoon  meet- 
ing of  the  Association  on  Tuesday. 

PROGRAM  OF  WASHINGTON  ST.ATE  MEDICAL 
ASSOCIATION 
Sunday,  July  18 
Registration,  Olympic  Hotel. 

7:00  p.  m.  No-host  Dinner,  Olympic  Hotel. 

Monday,  July  19 
Registration,  Olympic  Hotel. 

8:00  a.  m.  Washington  State  Medical  Golf  Association 

Annual  Tournament,  Broadmoor  Golf  Club. 

Scientific  and  Commercial  Exhibits,  Olympic  Hotel. 

6:30  p.  m.  Annual  Golf  Dinner  and  Awarding  of  Prizes. 

Broadmoor  Golf  Club. 

Tuesday,  July  20 

Scientific  and  Commercial  Exhibits,  Olympic  Hotel. 

8:00  a.  m.  Meeting  of  Trustees — no-host  breakfast — Olympic 

Hotel. 
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9:00  a.  m.  Meeting  of  House  of  Delegates,  Olympic  Hotel. 

2:30  p.  m.  President’s  Address,  Arthur  Crookall,  Seattle. 

3:00  p.  m.  Hans  Lisser,  San  Francisco,  “The  Recognition  and 
Treatment  of  Childhood  and  Adult  Myxedema.’’ 

4:00  p.  m.  Waltman  Walters,  Rochester,  Minn.,  “Operative 
Treatment  of  Lesions  of  Suprarenal  Gland  and  Pancreas.” 

6:30  p.  m.  No-host  Dinner,  Olympic  Hotel. 

Wednesday,  July  21 

Scientific  and  Commercial  Exhibits,  Olympic  Hotel. 

9:00  a.  m.  Meeting  of  House  of  Delegates  — completion  of 
business  and  election  of  officers,  Olympic  Hotel. 

12:00  noon — Public  Health  League,  Annual  Luncheon  Meet- 
ing, Olympic  Hotel. 

2:30  p.  m.  S.  F.  Herrmann,  Tacoma,  “Carcinoma  of  the 
Pancreas.” 

3:00  p.  m.  H.  S.  Atwood,  Yakima,  “Spinal  Anaesthesia  with 
Special  Reference  to  Dosage.” 

3:30  p.  m.  D.  M.  Dayton,  Tacoma,  “Progress  in  Pediatrics.” 

4:00  p.  m.  Leslie  L.  Nunn,  Vancouver,  “Cancer  of  the 
Breast  in  the  Young.” 

4:30  p.  m.  Alfred  O.  Adams,  Spokane,  “Technic  of  Trans- 
planting Full-thickness  and  Split-thickness  Skin  Grafts.” 

5:00  p.  m.  Installation  of  President. 

6:30  p.  m.  .Annual  Dinner  and  Dance,  Olympic  Hotel. 

Thursday,  July  22 

7:30  p.  m.  Public  Health  Meeting,  Olympic  Hotel. 


WOM.AN’S  AUXILIARY 
to 

Washington  State  Medical  .Association 
Sunday,  July  18 
Registration,  Olympic  Hotel. 

Monday,  July  19 
Registration,  Olympic  Hotel. 

8:45  a.  m.  Golf  Tournament,  University  Golf  Course. 

1:15  p.  m.  Golf  Luncheon,  Edmund  Meany  Hotel. 

2:45  p.  m.  Preconvention  Board  Meeting,  Olympic  Hotel. 
6:00  p.  m.  Buffet  Supper,  Presentation  of  Golf  Trophies 
residence  of  Mrs.  D.  H.  Nickson. 

Tuesday,  July  20 

9:30  a.  m.  General  Meeting,  Olympic  Hotel. 

12:30  p.  m.  Luncheon,  Inglewood  Country  Club. 

2:30  p.  m.  Garden  Tour,  Tea. 

Wednesday,  July  21 

9:30  a.  m.  General  Meeting,  Olympic  Hotel. 

12:30  p.  m.  -Annual  Luncheon,  Washington  Athletic  Club, 
Post  Convention  Board  Meeting. 

6:30  p.  m.  -Annual  Dinner  and  Dance,  Washington  State 
Medical  Association,  Olympic  Hotel. 

PROGRAM  OF  GR-ADU.ATE  COURSE 
UNIVERSITY  OF  WASHINGTON 
Tuesday,  July  20 

9:00  a.  m. — Hans  Lisser,  “Treatment  of  -Acromegaly,  Dia- 
betes Insipidus,  Simmond’s  Disease  and  Malnutrition.” 
10:00  a.  m. — -A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  Endocrine  Glands.” 

11:00  a.  m. — Wm.  S.  Middleton,  “Some  Familiar  and  Un- 
familiar Drugs.” 

12:00  noon — 50  cent  Plate  Luncheon,  University  Commons. 
1:00  p.  m. — Waltman  Walters,  “Recent  Advances  in  Surgi- 
cal Treatment  of  Ulcer  of  the  Stomach  and  Duodenum.” 
2:30 — p.  m. — Hans  Lisser,  “The  Recognition  and  Treat- 
ment of  Childhood  and  Adult  Myxedema.” 

3:30  p.  m. — Waltman  Walters,  “Operative  Treatment  of 
Lesions  of  the  Suprarenal  Gland  and  the  Pancreas.” 

6:30  p.  m. — Banquet,  Olympic  Hotel. 

Dr.  L.  P.  Sieg,  President  of  the  University;  -A.  J.  Carlson, 
“Medical  Education  and  Practice  of  Public  Health  Prob- 
lems in  Russia  and  China”;  Wm.  S.  Middleton,  “Chronic 
Nonsuppurative  -Arthritis.” 

Wednesday,  July  21 

9:00  a.  m. — Hans  Lisser,  “A  Consideration  of  Cushing’s 
Disease,  the  Adreno-Cortical  Syndrome,  Arrhenoblastoma 
of  the  Ovary,  and  Oat-Cell  Tumor  of  the  Thymus.” 

10:00  a.  m. — A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  Endocrine  Glands.” 
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11:00  a.  m. — Wm  S Middleton,  “Surgery  of  Pulmonary 
Tuberculosis  froni  a Medical  Standpoint.” 

12:00  noon — 50  cent  Plate  Luncheon,  University  Commons. 
1:00  p.  m. — Waltman  Walters,  “Developments  in  Treat- 
ment of  Lesions  of  the  Biliary  Tract.” 

2:30  p.  m. — Surgical  Clinics,  Operative  and  Dry,  in  all  De- 
partments, King  County  Hospital. 

4:30  p.  m. — Waltman  Walters,  Clinic,  King  County  Hos- 
pital. 

Thursday,  July  22 

9:00  a.  m. — Hans  Lisser,  “The  Precocity  Syndrome  in  Boys 
and  Girls.” 

10:00  a.  m. — A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  Endocrine  Glands.” 

11:00  a.  m. — Wm.  S.  Middleton,  “Lobar  Pneumonia.” 
12:00  noon — 50  cent  Plate  Luncheon,  University  Commons. 
1:00  p.  m. — Waltman  Walters,  “Methods  of  Advancing  the 
Operability  and  Curability  of  Carcinoma  of  the  Stomach.” 
3:30  p.  m. — Clinic,  King  County  Hospital,  Hospital  Staff. 
6:30  p.  m. — No-host  Dinner,  Olympic  Hotel. 

8:00  p.  m. — Waltman  Walters,  “Conservative  Operations  on 
the  Kidney.” 

Friday,  July  23 

9:00  a.  m. — Hans  Lisser,  “Hypophyseal  Infantilism  and 
Preadolescent  Eunuchoidism  with  Observations  on  the 
Stimulation  and  Arrest  of  Growth.” 

10:00  a.  m. — A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  -Alimentary  Tract.”  • 

11:00  a.  m. — Wm.  S.  Middleton,  “Cardiac  Decompensation.” 
12:00  noon — 50  cent  Plate  Luncheon,  University  Commons. 
1:00  p.  m. — Waltman  Walters,  Pathologic  Physiologic  Ob- 
structions of  the  Biliary  Tract  and  Intraductal  Pressure.” 
3:30  p.  m. — Wm.  S.  Middleton,  Clinic,  King  County  Hos- 
pital. 

6:30  p.  m. — No-host  Dinner,  Olympic  Hotel. 

8:00  p.  m. — .A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  .Alimentary  Tract.” 

Saturday,  July  24 

9:00  a.  m. — Hans  Lisser,  “The  Clinical  Management  of 
Tetany,  and  Addison’s  Disease.” 

10:00  a.  m. — .A.  J.  Carlson,  “Normal  and  Pathologic  Phys- 
iology of  the  Alimentary  Tract.” 

11:00  a.  m. — Wm.  S.  Middleton,  “.A  Clinical  Discussion  of 
Nephritis.” 

12:00  noon — 50  cent  Plate  Luncheon,  University  Commons. 


MEDICAL  NOTES 


The  Western  Branch  Society  of  the  -American  Uro- 
logical Association  will  hold  its  annual  meeting  at  Para- 
dise Inn,  Mt.  Rainier,  July  12-14.  Among  the  guest  speakers 
will  be  David  W.  McKenzie,  Montreal,  president-elect  of 
the  -American  Urological  Association,  R.  B.  Henline  of  New 
York  City  and  Charles  Higgins  of  Cleveland.  In  addition 
to  the  program  there  will  be  a smoker,  dinner  dance,  annual 
golf  tournament  and  other  interesting  features.  The  morn- 
ings will  be  devoted  to  scientific  sessions  and  the  afternoons 
and  evenings  to  social  and  other  events. 


OREGON 

July  Basic  Science  Examination.  Examination  in  basic 
sciences  will  be  held  in  Room  329  of  -Agriculture  Hall,  Ore- 
gon State  College,  Corvallis,  on  Saturday,  July  17,  starting 
at  8:30  a.  m.  Full  information  may  be  obtained  from  Mr. 
Charles  D.  Byrne,  Secretary  State  Board  of  Higher  Educa- 
tion, Eugene,  Oregon.  Applications  must  be  filed  before 
June  30. 

New  Clinic  Building:  Klamath  Falls  has  a new  building 
of  strictly  modern  design  to  house  the  Klamath  Medical 
Clinic.  The  building  is  fully  equipped  with  laboratory,  and 
provision  is  made  for  minor  surgery. 
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Hospital  Re-opens:  A public  reception  was  held  in  the 
newly  re-equipped  and  re-opened  Wesley  Ho'spital  at  Marsh- 
field, April  24. 

Sanatorium  Burns:  The  Portland  Open-Air  Sanatorium 
was  burned  to  the  ground  with  a $20,000  loss,  April  29. 
There  were  no  serious  injuries. 

Nurses’  Home  Completed:  A new  home  for  nurses  at 
the  Good  Samaritan  Hospital  at  Portland  has  been  completed 
and  work,  has  started  on  the  remodeling  of  the  old  home. 
Approximately  $180,000  has  been  set  aside  for  the  two 
projects. 

New  Physician  at  Wallowa:  The  practice  of  John  B. 
Gregory  of  Wallowa  has  been  taken  over  by  Ralph  W. 
Isaac,  Dr.  Gregory  goes  to  La  Grande,  after  an  eastern  trip. 


WASHINGTON 

Spokane  County  Rejects  Indigent  Care  Plan.  Com- 
missioners of  Spokane  County  have  decided  to  re-employ 
a regular  county  physician  rather  than  turn  the  work  over 
to  those  in  private  practice  as  proposed  by  the  medical 
society. 

Health  Unit  Formed.  Whitman  County  has  authorized 
establishment  of  a full-time  health  unit,  effective  July  1. 
Personnel  will  comprise  a health  officer,  sanitary  inspector, 
a clerk,  a nurse  and  her  as'sistant. 

Health  Officer  Resigns:  J.  W.  Adams  of  Wenatchee  has 
resigned  as  health  officer  of  Douglas  County,  after  a quar- 
ter of  a century  of  service. 

Vaccination  Campaign:  The  Kitsap  County  Medical  So- 
ciety sponsored  a smallpox  vaccination  and  diphtheria  im- 
munization campaign  during  May.  An  attempt  was  made 
to  treat  all  school  and  pre-school  children. 

Radium  Regained:  A radium  tube  which  had  been  lost 
by  L.  L.  Stephens  of  Seattle  was  found  after  nearly  two 
months,  in  a trash  dump  near  Sumner.  A highly  sensitive 
I electroscofie  was  used. 

Cushman  Head  Retires.  John  N.  Alley,  with  the  In- 
dian Service  for  twenty-four  years  and  for  the  past  eight 

I years  superintendent  of  the  Cushman  Hospital  at  Tacoma, 
has  retired.  After  a short  vacation  he  is  returning  to  accept 
a post  with  the  State  Department  of  Health,  in  Eastern 
Washington. 

Physician  Threatened:  A man,  apparently  deranged, 
went  to  the  L.  W.  Whitlow  home.  May  1,  and  after  forcing 
his  way  through  the  partially-opened  door,  brandished  a 
I revolver  and  said  that  he  had  come  to  shoot  Dr.  Whitlow. 

I He  was  persuaded  to  leave  the  house  and  was  not  seen 

I again. 

Hospital  Receives  Ambulance:  Mrs.  S.  G.  Simpson  of 
Seattle  has  presented  a Lincoln  chassis  to  the  Shelton  Gen- 
jj  eral  Hospital  and  will  provide  funds  for  construction  of  an 
( ambulance  body. 

|l  New  Physician  at  Vashon:  W.  L.  Ellis,  who  has  practiced 
' for  the  past  thirteen  years  in  San  Diego,  has  opened  an 
I office  in  Vashon. 

! Practice  Sold.  A.  C.  Boyce  of  Oaksdale  has  sold  his 
practice  to  F.  X.  Emmerson,  formerly  of  Colfax. 

Weddings:  Miss  Lois  Braden  and  Paul  B.  Nutter  of  Spo- 
kane were  married  May  1. 


IDAHO 

Medical  Board  Passes  Sixteen:  Sixteen  candidates  who 
took  the  spring  examinations  of  the  medical  examining  board 
were  granted  licenses.  May  1.  There  were  no  failures. 

Physician  on  Hospital  Board:  James  O.  Cromwell  was 
recently  elected  chairman  of  the  board  of  trustees  of  the 
Gooding  Hospital. 

Fire  Destroys  Physician’s  Office:  The  office  building 
owned  and  occupied  by  F.  S.  Wright  of  Salmon  was  de- 
stroyed by  fire  April  IS. 

Hospital  Day  at  Bonners  Ferry.  May  12,  national  Hos- 
pital Day  was  observed  at  the  Bonners  Ferry  Hospital, 
where  a large  crowd  gathered  to  inspect  the  hospital  and 
learn  something  of  its  history.  The  feature  of  the  afternoon 
program  was  presentation  to  the  hospital  of  a portrait  of 
the  late  Dr.  E.  E.  Fry,  who  founded  the  institution  in  1909. 

State  Hospital  Head  Appointed.  Charles  R.  Lowe,  long 
connected  with  the  Idaho  State  Hospital  at  Blackfoot,  has 
been  appointed  medical  superintendent  of  that  institution. 

City  Physician  Appointed:  W.  C.  Nolte  has  been  ap- 
pointed city  physician  at  Nampa. 


OBITUARIES 

Dr.  Everett  Mingus  of  Marshfield,  Oregon,  died  April 
22,  aged  70  years.  He  had  been  ill  for  several  months.  He 
was  born  at  Dixon,  California,  and  came  to  Oregon  at  an 
early  age.  He  commenced  the  study  of  civil  engineering  in 
1887,  but  changed  to  a medical  course,  which  he  followed 
at  the  University  of  Pennsylvania  School  of  Medicine.  He 
received  his  medical  degree  in  1892.  Shortly  after  returning 
to  Oregon  he  was  instructor  in  the  Willamette  University 
College  of  Medicine.  He  moved  to  Marshfield  in  1898  and 
was  city  health  officer  and  coroner  for  many  years.  He  was 
interested  in  the  First  National  Bank  of  Coos  Bay  and  was 
a member  of  the  Port  of  Coos  Bay  Commission.  During  the 
World  War  he  entered  the  army  medical  corps  and  was  dis- 
charged as  a major.  He  was  a past  president  of  the  Coos- 
Curry  Counties’  Medical  Society  and  was  a fellow  of  the 
American  College  of  Surgeons. 

Dr.  Michael  W.  Conway  of  Elma,  Washington,  died 
May  18,  aged  S3.  His  death  was  due  to  coronary  throm- 
bosis. He  was  born  in  Youngstown,  Ohio,  November  21, 
1883.  He  had  been  self-supporting  from  boyhood  and  had 
worked  his  way  through  a pharmaceutical  college  in  Iowa. 
For  'several  years  after  graduation  he  clerked  in  drug  stores 
in  Nevada  and  Utah.  Later  he  became  owner  of  several 
stores.  In  1913  he  entered  the  College  of  Physicians  and 
Surgeons  at  Los  Angeles  and  received  his  medical  degree 
four  years  later.  He  practiced  in  California  for  a time  and 
moved  to  Elma  in  1921.  He  was  a past  president  of  the 
Grays  Harbor  Medical  Society  and  during  the  world  war 
served  with  the  Medical  Department  of  the  U.  S.  Navy. 

Dr.  Rinaldo  E.  Baker  of  Boise,  Idaho,  died  May  1,  aged 
62.  At  the  time  of  his  death  he  was  chief  medical  officer  of 
the  Veterans’  Administration  Hospital.  He  was  born  in  Sigel, 
Illinois,  and  graduated  from  the  Southwest  School  of  Medi- 
cine and  Hospital  at  Kansas  City  in  1912.  He  practiced  in 
Kansas  City  until  1917,  at  which  time  he  entered  the  army 
medical  corps.  Following  the  world  war  he  transferred  to  the 
United  States  public  health  service  where  he  has  served  since. 
He  had  been  chief  of  staff  of  the  hospital  at  Boise  for  the 
past  three  years. 
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Dr.  Joseph  Malcolm  Short  of  Portland,  Oregon,  died 
•\pril  30,  aged  66.  He  was  born  in  Canada  and  received  his 
medical  degree  from  Wayne  University  College  of  Medicine 
at  Detroit  in  1896.  He  came  to  the  United  States  nearly  forty 
years  ago  and  has  lived  in  Portland  for  the  past  twenty-five 
years.  He  was  formerly  president  of  the  Multnomah  County 
Medical  Society  and  was  a member  of  .American  College  of 
Surgeons. 

Dr.  James  Erman  Brh)Gwater  of  .\lbany,  Oregon,  died 
.\pril  28,  aged  S3.  He  was  born  at  Caldwell,  Kansas,  October 
5,  1883,  and  graduated  from  the  St.  Louis  University  School 
of  Medicine  in  1910.  He  served  an  interneship  in  St.  Fran- 
cis Hospital,  Colorado  Springs,  and  later  obtained  a fellow- 
ship at  the  Mayo  Clinic.  In  1912  he  located  at  Creswell, 
Oregon,  moving  to  Albany  a few  years  later. 

Dr.  Isadore  Henry  Cramer  of  Portland,  Oregon,  died 
May  2,  aged  51.  He  was  born  at  Saginaw,  Michigan,  and 
received  his  medical  education  at  Denver  and  Gross  College 
of  Medicine  of  Denver,  Colorado,  in  1909.  He  had  practiced 
in  Portland  for  twenty-seven  years.  During  the  World  War 
he  was  with  the  army  medical  corps  at  Fort  Lewis,  holding 
the  rank  of  captain. 

Dr.  Christian  E.  Yearout  of  Coeur  d’Alene  died  .April 
21  in  Hahnemann  Hospital  at  Portland.  He  was  80  years  of 
age.  He  was  graduated  from  The  American  Health  Univer- 
sity of  Chicago  in  1896  and  had  practiced  in  Coeur  d’.Alene 
for  the  past  eighteen  years. 

Dr.  Joseph  Newton  McCoy  of  Spokane,  Washington, 
died  -April  19,  aged  78.  He  graduated  from  the  College  of 
Physicians  and  Surgeons  at  Keokuk,  Iowa,  in  1882,  and  prac- 
ticed for  a number  of  years  in  Iowa.  He  came  to  Spokane 
fourteen  years  ago. 

Dr.  Osmar  K.  Wolf  of  Marshfield,  Oregon,  died  May 
9,  aged  61.  He  was  born  in  Saxony  in  1876  and  had  prac- 
ticed in  Marshfield  for  the  past  eleven  years.  His  medical 
degree  was  given  by  Willamette  University  Medical  De- 
partment in  1907. 

Dr.  a.  C.  a.  Gaul  of  Olympia,  Washington,  died  -April  26 
of  pneumonia,  aged  77.  He  was  born  in  Bavaria,  July  23, 
1860.  He  received  his  medical  degree  from  Rush  Medical 
College,  Chicago,  in  1900,  and  came  to  Olympia  in  1924. 


REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

SOUTHERN  OREGON  MEDICAL  SOCIETY 
Pres.,  E.  B.  Stewart;  Secty.,  E.  .A.  Woods 

The  46th  annual  meeting  of  the  Southern  Oregon  Medical 
Society  was  held  in  the  Country  Club,  Roseburg,  May  11. 

The  first  paper  of  the  day  was  read  by  James  M.  Hilton, 
Klamath  Falls,  “X-Ray  in  the  Treatment  of  Non-Malig- 
nant  Conditions.”  Henry  H.  Dixon,  Portland,  gave  a talk 
on  “The  Treatment  of  Psychoneuroses.”  G.  C.  Bellinger, 
Salem,  gave  a talk  on  “Early  Diagnosis  and  Symptoms  of 
Pulmonary  Tuberculosis,”  illustrated  with  X-ray  films. 

Luncheon  was  served  in  the  Country  Club  with  the 
Roseburg  doctors  as  hosts. 

At  business  session  the  following  officers  were  elected: 
president,  B.  G.  Bailey,  Grants  Pass;  vice-president,  Walter 
Kresse,  Medford;  secretary-treasurer,  E.  A.  Woods,  Ash- 
land; board  of  censors,  B.  R.  Shoemaker,  Roseburg;  dele- 
gate to  state  convention,  E.  B.  Stewart,  Rosebprg.  .Alter- 


nate delegate  to  state  convention,  B.  G.  Bailey,  Grants 
Pass.  Invitation  to  hold  the  next  annual  meeting  in  Grants 
Pass,  May,  1938,  was  accepted. 

The  scientific  program  was  continued  by  a paper  en- 
titled “The  Rationale  of  the  Tannic  .Acid-Silver  Nitrate 
Treatment,”  by  A.  G.  Bettman,  Portland.  The  last  paper 
of  the  day  was  given  by  A.  Gurney  Kimberley,  Portland, 
entitled  “Low  Back  Pain,  Its  Etiology,  Diagnosis  and 
Treatment,”  with  lantern  slides. 

The  Council  of  the  State  Medical  Society  held  a meeting 
at  the  close  of  the  Southern  Oregon  meeting. 


CENTRAL  WILLAMETTE  MEDIC.AL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 

Central  Willamette  Medical  Society  held  its  monthly 
meeting  at  Eugene  May  6,  following  a dinner  at  the  Os- 
burn  Hotel. 

The  paper  of  the  evening  was  presented  by  Dr.  Banner 
R.  Brooke,  proctologist  of  Portland,  entitled  “Rectal  Neo- 
plasms.” 

WASHINGTON 

COWLITZ  COUNTA^  MEDIC.AL  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 

Cowlitz  County  Medical  Society  held  a meeting  May  12 
with  a dinner  at  Hotel  Monticello,  Longview,  President 
P.  H.  Henderson  presiding. 

Visitors  were:  Mr.  James  Fogarty,  County  Commis- 
sioner, Kalama;  Miss  Helen  Clair,  head  of  the  W.E.R.A., 
Longview;  Dr.  M.  .A.  Kinney,  Rainier,  Oregon. 

Dr.  D.  G.  Evans  of  Seattle,  State  Health  Officer,  spoke 
about  the  physician’s  part  in  the  public  health  program. 
The  Society  as  a whole  is  very  much  in  favor  of  a full  time 
health  officer  for  this  district,  and  is  working  in  cooperation 
with  the  various  State  Health  Departments  to  make  this 
appointment  possible. 

.At  the  same  time  the  .Auxiliary  to  the  County  Medical 
Society  met  at  a dinner  meeting  at  Hotel  Monticello,  guests 
being  Mrs.  H.  D.  Fritz  and  Mrs.  L.  S.  Roach.  They  had 
election  of  officers  and  a book  review  was  given  by  Mrs. 
J.  F.  Christenson.  Officers  elected  for  the  following  year 
are  as  follows:  President,  Mrs.  C.  J.  Sells;  President-elect, 
Mrs.  H.  D.  Fritz;  Vice-President,  Mrs.  A.  B.  Shaw;  Secre- 
tary, Mrs.  R.  E.  Freeman;  Treasurer,  Mrs.  J.  S.  McCarthy. 


KING  COUNTY  MEDICAL  SOCIETA" 

Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  a meeting  May  3,  at 
8:15  p.m..  in  the  auditorium  of  the  Medical-Dental  Build- 
ing, Seattle,  President  V.  W.  Spickard  presiding. 

The  following  were  elected  to  membership:  John  W. 
Geehan,  William  Godefroy,  Richard  T.  Haverstock  and 
Eugene  B.  Potter.  The  application  of  H.  Franklin  Cleaves 
was  presented. 

Donald  Evans  of  the  State  Department  of  Health  dis- 
cussed control  of  rabies,  urging  the  members  to  acquaint 
themselves  with  the  details  of  its  treatment.  Speakers  will 
be  provided  for  public  meetings  where  this  subject  may  be 
discussed.  .A  moving  picture  film  was  shown  describing  the 
disease,  both  in  man  and  dogs. 

Robert  L.  King  presented  a paper  on  “Treatment  of 
-Auricular  Fibrillation.”  He  described  the  accidental  dis- 
covery of  quinine  as  a control  of  this  condition,  and  the 
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subsequent  development  of  quinidine  for  this  purpose. 
Rea'sons  were  given  for  preference  of  this  drug  over  digi- 
talis for  regulating  the  heart  action.  Reasons  against  the 
use  of  quinidine  were  also  presented.  The  method  for  admin- 
istration of  quinidine  was  described.  The  results  of  this  treat- 
ment include  improvement  of  subjective  symptoms,  in- 
fluence on  the  extension  of  life  and  elimination  of  the 
neces'sity  of  digitalization.  The  paper  was  discussed  by  C. 
E.  Watts  and  J.  M.  Blackford. 

Ralph  O.  Loe  presented  a paper,  “Gastroscopy  as  an  Aid 
to  Stomach  Diagnosis.”  A description  was  given  of  efforts 
in  the  past  for  production  of  apparatus  to  examine  the 
interior  of  the  stomach.  The  modern  gastroscope  is  a flex- 
ible instrument  fitted  with  a system  of  lenses  which  give  a 
clear  picture  of  the  interior  of  the  stomach,  enabling  the 
greater  portion  of  this  organ  to  be  inspected.  The  appear- 
ance of  the  stomach  lining  was  described  in  health  and 
disease.  A new  era  of  gastric  diagnosis  has  been  made  pos- 
sible by  this  Schindler-Wolfe  gastroscope.  The  paper  was 
discussed  by  Julius  Weber  and  J.  M.  Blackford. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  W.  Howe;  Secty.,  W.  B.  Penney 
Pierce  County  Medical  Society  held  a regular  meeting  in 
the  library  of  Medical  Arts  Building,  Tacoma,  May  11. 
The  following  officers  were  elected  for  the  ensuing  year; 
president,  A.  H.  Buis;  vice-president,  A.  E.  Hillis;  secre- 
tary-treasurer, W.  B.  Penney;  trustees,  T.  K.  Bowles,  V. 

C.  Crowe  (holdovers,  S.  F.  Herrmann,  W.  H.  Ludwig,  C.  R 
McCreery) ; delegate  to  annual  meeting  of  State  Medical 
.Association,  S.  M.  MacLean  (holdovers,  J.  R.  Turner,  W. 

D.  Read)  ; alternate,  W.  B.  Penney  (holdover,  W.  W. 
Pascoe) . 

SKAGIT  COUNTY  MEDICAL  SOCIETY 
Pres.,  S.  W.  Holton;  Secty.,  W.  V.  King 
Skagit  County  Medical  Society  held  its  regular  April 
meeting  at  the  Hotel  President  in  Mount  Vernon,  April  26. 
The  meeting  was  addressed  by  Frank  Douglass  and  G.  R. 
Ridlon  of  Seattle.  The  -Auxiliary  joined  the  medical  society 
at  dinner,  later  adjourning  to  the  home  of  Julian  Coleman. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  -A.  B.  Murphy;  Secty.,  W.  J.  Wagner 
The  regular  meeting  of  the  Snohomish  County  Medical 
Society  was  held  in  the  Medical  and  Dental  Building, 
Everett,  Thursday  evening.  May  6.  Social  security  was  the 
topic  of  discussion. 


CORRECTION 

In  the  May  issue  there  appeared  a report  of  meeting  of 
the  Grays  Harbor  County  Medical  Society  for  April  20. 
This  meeting  was  held  by  the  Grays  Harbor  Medical  and 
Surgical  Association,  not  the  county  society. 


IDAHO 

SOUTH  SIDE  MEDICAL  SOCIETY 
Pres.,  F.  E.  Barrett;  Secty.,  C.  D.  Beymer 
.Annual  spring  meeting  of  the  South  Side  Medical  Society 
was  held  at  Twin  Falls,  May  IS.  The  afternoon  program, 
held  in  the  American  Legion  hall,  was  addressed  by  Fred- 
erick C.  Bost  of  the  University  of  California  on  “Treat- 
ment of  Fractures  of  the  Femur”  and  Robert  G.  Craig  of 
the  same  faculty  on  “Common  Gynecological  Problems.” 
The  evening  meeting  was  featured  by  the  annual  banquet 
at  the  Park  Hotel  and  was  addressed  by  Clark  Johnson, 
also  of  the  University  of  California,  on  “Urinary  Infections 
and  Obstructions.”  This  was  followed  by  a paper  on  “In- 
juries of  Chest”  and  “.Abdomen  Diagnosis  and  Treatment” 
by  Edmund  W.  Butler. 


SOUTHWEST  IDAHO  MEDICAL  SOCIETY 
Pres.,  O.  F.  Swindell;  Secty.,  W.  F.  West 
The  Southwest  Idaho  Medical  Society  held  a two-day 
session  at  Boise,  .April  24  and  25.  Floyd  H.  Jergesen  of 
Nampa  was  elected  president  for  the  ensuing  year.  Speak- 
ers at  the  meeting  included:  Goodrich  C.  .Schauffler  of 
Portland,  Don  C.  Sutton  and  Sumner  L.  Koch  of  North- 
western University,  and  Professor  J.  .A.  Kostalek  of  the 
University  of  Idaho. 


STATE  DEPARTMENTS 

OREGON 


The  May  meeting  of  the  Council  of  the  Oregon  State 
Medical  Society  was  held  in  Roseburg,  May  11,  at  the  coun- 
try club,  following  the  annual  meeting  of  the  Southern  Ore- 
gon Medical  Society.  The  Society,  as  usual,  presented  a very 
excellent  program  and  the  well  known  Southern  Oregon  type 
of  hospitality,  both  of  which  were  enjoyed  by  seventy-five 
members.  Councilors  from  all  over  the  state  attended  the 
meeting,  including  a large  number  from  Portland. 

The  Council  voted  that  the  next  annual  meeting  of  the 
Oregon  State  Medical  Society  will  be  held  in  Salem,  Sep- 
tember 16,  17  and  18.  It  was  voted  to  hold  the  June  meeting 
of  the  Council  at  Bend.  It  was  voted  to  attend  the  meeting 
of  the  Central  Willamette  Medical  Society  at  Lebanon  on 
June  17,  where  a discussion  on  contract  practice  w'ill  be 
held. 

Resolutions  on  the  death  of  Dr.  Thomas  Wynne  Watts, 
President  of  the  Society  and  Dr.  Harold  B.  Myers  were 
read  and  adopted  at  the  meeting. 


■A  letter  was  read  from  the  State  Industrial  Accident  Com- 
mission to  the  effect  that  in  certain  localities  on  the  expira- 
tion of  present  hospital  association  contracts  they  are  going 
to  have  the  work  cared  for  under  the  free  choice  of  physi- 
cian plan. The  experience  of  the  Commission  during  the  next 
several  months  in  these  localities  will  determine  their  future 
policy.  The  points  upon  which  judgment  will  be  based  will 
be  the  efficiency  of  the  care  and  the  cost,  as  compared  with 
the  present  method. 

Correspondence  was  submitted  from  the  American  Medical 
.Association  regarding  the  action  of  the  American  Bar  .Asso- 
ciation investigating  medical  defense  plans  in  the  various 
states.  A further  report  of  the  action  taken  will  be  made 
when  it  is  available. 

It  is  hoped  that  as  many  physicians  as  possible  w'ill  attend 
the  Bend  and  Lebanon  meeting^.  Plan  to  attend  the  annual 
meeting  in  September  at  Salem. 

.Ad.at.bert  G.  Bettman,  Editor. 
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The  Operations  of  Surgery.  By  R.  P.  Rowlands,  M.S., 
Lond.,  F.R.C.S.,  Eng.  Late  Surgeon  to  Guy’s  Hospital,  etc., 
and  Philip  Turner,  B.Sc.,  M.S.,  Lond.,  F.R.C.S.,  Eng. 
Consulting  Surgeon  to  Guv’s  Hospital,  etc.  Eighth  Edition, 
Vol.  II.  The  Abdomen.  998  pp.  $10.00.  Wm.  Wood  & Co., 
Baltimore,  1937. 

The  second  volume  of  this  e.xcellent  work  recounts  prac- 
tically all  the  operations  that  are  used  on  the  abdomen, 
including  stomach,  intestines,  large  bowel,  anus,  pancreas, 
spleen,  gallbladder  and  genitourinary  system  of  both  men 
and  women.  There  is  also  a chapter  on  operations  on  the 
lumbar  and  sacral  sympathetics  with  the  ligature  of  vessels 
and  surgical  treatment  of  abdominal  aneurysm. 

While  this  book  is  English  in  background,  it  is  the 
opinion  of  the  reviewer  that  it  is  much  more  valuable  to 
the  American  than  the  English  surgeon  as  the  former  re- 
ceives many  fresh  and  novel  view  points.  .As  an  example  of 
this,  the  reader  is  referred  to  the  chapter  on  inguinal  hernia, 
in  which  is  stated  that  Bassini’s  operation  is  unsound  and  a 
potent  cause  of  recurrence.  If  one  feels  that  Bassini’s  oper- 
ation is  satisfactory  and  the  statement  is  illogical,  it  is 
suggested  that  he  read  the  chapter  on  hernia  which  will  be 
found  very  interesting. 

There  is  a final  chapter  on  recent  developments  which  is 
a melting  pot  of  various  new  technics,  among  which  are 
such  articles  as  skin  grafting,  skin  as  a substitute  for  fascial 
grafts,  a new  treatment  of  osteomyelitis  and  cervical  rib. 
This  book  is  heartily  recommended  as  both  sound  and 
stimulating.  Metheny. 


Trauma  and  Disease.  Edited  by  Leopold  Brahdy,  B.S., 
M.D.,  Physician  in  charge  of  Industrial  Disease  and  Acci- 
dents in  the  office  of  Corporation  Council  of  the  City  of 
New  York,  and  Samuel  Kahn,  B.S.,  M.D.,  Medical  Ex- 
aminer in  the  Bureau  of  Workmen’s  Compensation  of  the 
Department  of  Labor,  State  of  New  York.  Illustrated,  613 
pp.  $7.50.  Lea  & Febiger,  Philadelphia,  1937. 

For  many  years  physicians  have  known  there  is  a direct 
relationship  between  trauma  and  disease,  and  that  with 
the  rapidly  growing  social  and  legal  implications  a wider 
and  more  accurate  knowledge  of  this  condition  was  needed. 
The  authors,  both  experienced  in  the  field  of  industrial 
medicine,  have  realized  that  such  a book  was  needed,  and 
have  brought  this  volume  to  the  medical  profession.  They 
have  selected  well  known  authorities  in  their  fields  of  medi- 
cine as  contributors  and  each  deals  only  with  trauma  and 
its  relation  to  his  specific  specialty.  No  attempt  is  made  to 
discuss  treatment,  as  the  object  of  the  book  is  to  point  out 
the  effect  of  a single  trauma,  either  physical  or  psychic,  in 
producing  disease  or  influencing  its  course.  The  chapters  in 
this  book  are  clear,  concise  and  well  written.  It  would  be 
well  worthwhile  for  every  doctor,  whether  a specialist  or 
general  practitioner,  to  have  access  to  this  book.  Rose. 

Cancer  and  Diet.  With  Facts  and  Observations  on  Re- 
lated Subjects.  By  Frederick  L.  Hoffman,  Ll.D.  The  Bio- 
chemical Research.  Foundation  of  the  Franklin  Institute, 
Philadelphia.  The  Williams  and  Wilkins  Co.,  Baltimore, 
1937. 

Tribute  should  be  paid  to  the  man  who,  with  beautiful 
consistency,  graceful  technic  and  scientific  accuracy  has 
carried  on  an  investigation  in  a field  foreign  to  his  own, 
which  might  well  serve  as  a guide  to  those  in  this  field. 
On  the  other  hand,  those  who  have  fought  in  the  first  line 
against  the  cancer  problem  with  the  available  implements 
of  attack  say  with  Shakespeare,  “if  to  do  were  as  easy  as 
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to  know  what  were  good  to  do,  chapels  had  been  churches 
and  poor  men’s  cottages  princes’  palaces.” 

Not  all  folks  can  do  surgery,  but  for  those  who  cannot, 
and  yet  wish  a “gross  orbeit”  with  which  to  occupy  them- 
selves, here  it  is.  A host  of  well-trained  nutrition  workers 
is  seeking  a means  of  application,  but  are  they  capable  of 
the  patient  analyses  set  forth  in  this  volume?  We  hope  so, 
and  we  hope  for  that  assistance  which  will  permit  us  to 
further  the  approaches  made  herein. 

Those  who  have  watched  the  influence  of  carbohydrate, 
protein  and  fat,  minerals  and  vitamins,  water  and  rough- 
age  on  the  tissues  of  individuals  in  such  problems  as  dia- 
betes, nephritis,  irritable  colon,  peptic  ulcer  and  the  allergic 
phenomena,  can  readily  realize  the  import  and  practicability 
of  the  suggestions  made.  It  remains  for  some  one  with  a 
grasp  of  the  details  and  a willingness  and  freedom  and 
ability  to  apply  themselves  in  this  fascinating,  unexplored 
wilderness  to  launch  out  with  control  and  afflicted  groups. 

Hofrichter. 


Preoperative  and  Postoperative  Treatment.  By  Robert 
L.  Mason,  A.B.,  M.D.,  F.A.C.S.,  Assistant  in  Surgery  at  the 
Massachusetts  General  Hospital.  495  pages  with  123  illus- 
trations. Philadelphia  and  London:  W.  B.  Saunders  Com- 
pany, 1937.  Cloth,  $6.00  net. 

“Surgery  has  been  made  safe  for  the  patient;  we  must 
now  make  the  patient  safe  for  surgery.”  This  quotation 
from  Lord  Moynihan  signifies  the  author’s  intent  in  pre- 
paring this  book.  That  modern  surgical  practice  attempts 
to  restore  physiologic  function  as  well  as  to  remove  dis- 
eased tissue  is  a viewpoint  stressed  in  this  work. 

.A  wealth  of  detail  relating  to  all  phases  of  preoperative 
and  postoperative  care  is  presented.  So  frequently  these 
important  phases  of  surgery  are  discussed  in  generalities; 
here  there  are  to  be  found  specific  detailed  accounts  of  such 
subjects  as  diets,  preoperative  drugs  and  anesthesia.  There 
are  splendid  sections  dealing  with  such  topics  as  the  evalua- 
tion of  operative  risk,  management  of  patients  with  heart 
disease,  diabetes  and  nephritis.  The  book  is  well  organized 
and  covers  the  fundamental  subjects  relative  to  all  types  of 
surgery.  Kellogg. 


A Manual  of  Radiological  Diagnosis  for  Students  and 
General  Practitioners.  By  Ivan  C.  C.  Tchaperoff,  M..A., 
M.D.,  D.M.R.E.  (Camb.).  Assistant  Radiologist  and  Ra- 
dium Registrar,  St.  Thomas  Hospital,  London.  256  pp.  $6.00. 
Wm.  Wood  & Co.,  Baltimore,  1937. 

One  is  impressed  by  the  nonglare  paper  used  in  this 
book  which  facilitates  easy  reading.  The  second  favorable 
impression  is  that  the  reproductions  of  the  radiographs  are 
all  printed  as  positives  so  that  one  has  the  impression  of 
looking  directly  at  a radiograph  rather  than  the  commonly 
used  negatives  which  appear  in  many  publications  and 
which  require  a mental  reversal  in  black  and  white.  Another 
favorable  impression  is  that  the  reproductions  are  excep- 
tionally well  done  and  are  large  enough  so  that  details  can 
be  seen  in  the  pictures  quite  clearly. 

The  chapter  on  X-Ray  Physics  is  refreshingly  short  and 
concise,  but  inclusive.  The  subject  matter  is  treated  under 
two  headings:  first,  the  various  systems  have  been  reviewed 
and  the  characteristic  responses  of  these  to  the  various  dis- 
eases have  been  presented  from  the  radiologic  aspect;  sec- 
ond, the  normal  roentgen  appearance  of  the  various  regions 
has  been  presented,  together  with  a description  of  the 
pathologic  processes  and  the  differential  diagnoses  of  dis- 
eases presenting  somewhat  similar  pathology. 
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THE  UNIVERSITY  OF  WASHINGTON 

PRESENTS 

The  21st  Annual  Course  oi  Medical  Lectures  and  Clinics  July  19-23. 
Guggenheim  Building  and  Washington  Athletic  Club. 

FACULTY 


A.  I.  Carison,  Professor  of  Physiology,  University  of 
Chicago. 

Topics: 

1.  Normal  and  Pathological  Physiology  of  the  En- 
docrine Glands  (three  lectures). 

2.  Normal  and  Pathological  Physiology  of  fhe  Ali- 
mentary Tract  (three  lectures). 

Hans  Lisser,  Clinical  Professor  of  Medicine,  University 
of  California  Medical  School. 

Topics: 

1.  The  Treatment  of  Acromegaly,  Diabetes  Insipidus, 
Simmond's  Disease  and  Malnutrition. 

2.  A Consideration  of  Cushing's  Disease  (so  called 
Pituitary  Basophilism),  the  Adreno-Cortical  Syn- 
drome (Virilism),  Arrhenoblastoma  of  the  Ovary, 
and  Oat-CeU  Tumor  of  the  Thymus 

3.  The  Precocity  Syndromes  in  Boys  and  Girls. 

4.  Hypophyseal  Infantilism  and  Preadolescent  Eun- 
ochoidism,  with  Observations  on  the  Stimulation 
and  Arrest  of  Growth. 

5.  The  Clinical  Management  of  Tetany,  and  Addi- 
son's Disease. 

6.  The  Recognition  and  Treatment  of  Childhood  and 
Adult  Myxedema. 


Wm.  S.  Middleton,  Professor  of  Medicine,  University 
of  Wisconsin. 

Topics: 

1.  Some  Familiar  and  Unfamiliar  Drugs. 

2.  Surgery  of  Pulmonary  Tuberculosis  from  a Medi- 
cal Standpoint. 

3.  Lobar  Pneumonia. 

4.  Cardiac  Decompensation. 

5.  A Clinical  Discussion  of  Nephritis. 

6.  Chronic  Nonsuppurative  Arthritis. 

Woltmon  Walters,  Head  of  Section  in  Surgery,  Mayo 
Clinic  and  Professor  of  Surgery,  Graduate  School, 
University  of  Minnesota. 

Topics: 

1.  Recent  Advances  in  the  Surgical  Treatment  of 
Ulcer  of  the  Stomach  and  Duodenum  (Lantern 
Slides). 

2.  Development  in  the  Treatment  of  Lesions  of  the 
Biliary  Tract  (Lantern  Slides). 

3.  Methods  of  Advancing  the  Operability  and  Cur- 
ability of  Carcinoma  of  the  Stomach  (Movies). 

4.  Pathological  Physiological  Obstruction  of  the  Bil- 
iary Tract  and  Intraductal  Pressure  (Movies). 

5.  Conservative  Operations  on  the  Kidney  (Lantern 
Slides). 

6.  Operative  Treatment  of  Lesions  of  the  Suprarenal 
Gland  and  the  Pancreas  (Movies  and  Slides). 


The  course,  ,as  to  hours,  meeting  place  and  fee,  will  be  the  same  as  in  past  years.  $10  is  the  admission 
charge.  The  evening  meetings  will  be  held  at  Washington  Athletic  (ZTub. 

We  would  appreciate  it  if  you  will  secure  your  ticket  by  mail  in  advance.  In  case  of  recall,  full  fees  will 
be  refunded  up  to  July  19.  Address  Extension  Service,  University  of  Washington,  Seattle. 

To  be  sure  of  accommodations  at  Washington  Athletic  Club  you  should  act  immediately. 


PRCIFIC  nORTHUJEST  RIEDICRIi  RSSOCIRTIOR 

SIXTEENTH  ANNUAL  MEETING 

• • • 

GUEST  SPEAKERS 

• 

DR.  A.  J.  CARLSON 

Professor  of  Physiology,  University  of  Chicago 

F.  C.  RODDA,  M.D. 

Clinical  Professor  of  Pediatrics,  University  of  Minnesota 

L.  H.  NEWBURGH,  M.D. 

Assistant  Professor  of  Internal  Medicine,  University  of  Michigan 

VIRGIL  S.  COUNSELLOR,  M.D. 

Head  of  Section  of  General  Surgery,  Mayo  Clinic 
Associate  Professor  of  Surgery,  University  of  Minnesota 

H.  E.  ROBERTSON,  M.D. 

Head  of  Section  of  Pathological  Anatomy,  Mayo  Clinic 
Professor  of  Pathology,  Mayo  Foundation 

NORMAN  F.  MILLER,  M.D. 

Professor  of  Obstetrics  and  Gynecology,  University  of  Michigan 
For  Additional  Information  Write 

C.  W.  COUNTRYMAN,  M.D.,  Secretary-Treasurer 

262  Paulsen  Medical  and  Dental  Building,  Spokane,  Washington 
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The  findings  are  accurate  and  concise  and  this  makes 
one  of  the  most  desirable  reference  books  for  roentgen  diag- 
nosis which  has  yet  been  published.  The  author  states  that 
this  book  is  for  students  and  general  practitioners,  but  it 
can  also  fill  a very  valuable  place  in  the  library  of  the 
specialist.  H.  E.  Nichols. 

Sexual  Power.  By  Chester  Tilton  Stone,  M.D.,  Clinical 
.Assistant  Surgeon  in  the  Urological  Department,  Bellevue 
Hospital,  New  York  City,  etc.  Illustrated,  172  pp.  D.  .^pple- 
ton-Century  Company,  Inc.,  New  York,  London,  1937. 

The  author  states  that  the  reading  public  are  constantly 
searching  for  books  telling  how  to  maintain  physical  and 
mental  efficiency.  The  se.xual  life  becomes  one  of  the  leading 
factors  in  social  life  as  it  enters  into  human  emotion, 
thought  and  activity.  Impotence,  therefore,  is  a matter  of 
great  social  importance.  The  subject  of  impotence  is  con- 
sidered from  the  psychic,  physical  and  functional  bases. 
Interesting  illustrations  are  presented  of  individuals  who 
have  lost  potency  from  such  influences,  and  methods  used 
to  restore  them  are  included.  The  chapter  on  the  psychic 
basis  of  sexual  difficulties  contains  much  of  interest  and 
suggestions.  The  book  is  a sensible  discussion  of  difficulties 
frequently  encountered. 

Taylor’s  Practice  of  Medicine,  Fifteenth  Edition.  By 
E.  P.  Poulton,  M.A.,  D.M.  Oxon.,  F.R.C.P.  Lond.,  with  the 
•Assistance  of  C.  P.  Symonds.  M.A.,  D.M.  Oxon.,  F.R.C.P. 
Lond.,  H.  W.  Barber,  M.A.,  M.B.  Camb.,  F.R.C.P.  Lond., 
R.D.  Gillespie,  M.D.  Glas.,  F.R.C.P.  Lond.,  D.P.M.  Lond., 
N.  Hamilton  Fairley,  O.B.E.,  M.D.,  D.Sc.  Melb.,  F.R.C.P. 
Lond.,  W.  M.  Mollison,  C.B.E.,  M.Ch.  Camb.,  F.R.C.S. 
Eng.  With  71  plates  (16  colored)  and  104  Text-Figures. 
1136  pp.,  $8.50.  William  Wood  & Company,  Baltimore,  1936. 

The  fifteenth  edition  since  1890,  the  last  being  issued  in 
1930,  indicates  the  popularity  of  this  volume.  Since  the  last 
edition  many  changes  have  been  necessary.  The  most  strik- 
ing in  this  volume  is  a section  on  disease  of  the  tropics, 
almost  a volume  in  itself,  containing  the  latest  data  concern- 
ing these  diseases.  A great  many  subjects  have  been  altered 
and  enlarged,  covering  the  most  recent  progress  in  medical 
science,  including  special  articles  on  skin  diseases.  The  con- 
tents are  arranged  under  diseases  of  various  organs  and 
systems  of  the  body,  each  of  these  dealing  with  the  particu- 
lar diseases  of  its  group.  There  are  the  usual  headings  of 
etiology,  pathology,  symptoms,  diagnosis,  prognosis  and 
treatment,  with  necessary  deviations  to  fit  the  particular 
subject.  Following  each  group  appears  an  extensive  bibliog- 
raphy which  may  be  used  to  elaborate  the  text.  For  a one 
volume  work  on  medical  practice  this  is  comprehensive  and 
presents  the  essential  facts  which  one  would  seek  in  the 
study  of  the  diseases  which  he  is  likely  to  encounter. 

•An  Introduction  to  General  Practice.  By  E.  Kaye 
Le  Fleming,  M..A.,  M.D.,  Chairman  of  Council,  British 
Medical  Association,  etc.  150  pp.  $2.00.  William  Wood 
& Company,  Baltimore,  1936. 

This  book  is  presented  primarily  for  the  newly  quali- 
fied who  contemplate  becoming  general  practitioners.  .Ad- 
vice is  offered  on  many  phases  of  medical  practice.  The 
practitioner’s  relation  to  the  state,  the  public,  national 
health  insurance  and  contract  practice  is  reviewed  as  to 
general  principles.  There  are  discussions  as  to  the  doctor’s 
relations  with  his  colleagues,  his  patients,  hospitals  and 
clinics.  In  conclusion,  the  author  says  the  object  of  the 
book  is  to  present  in  general  terms  the  scope  of  work  of 
the  general  practitioner,  and  the  principles  on  which  it 
should  be  based.  That  purpose  is  clearly  presented. 


Lectures  on  Embolism  and  Other  Surgical  Subjects. 
By  Gunnar  Nystrom,  M.D.,  Professor  of  Surgery,  Univer- 
sity of  Uppsala,  Sweden,  etc.  213  pp.  $3.00.  The  Williams 
& Wilkins  Company,  Baltimore,  1936. 

These  lectures  were  delivered  under  the  Abraham  Flex- 
ner  Lectureship  of  the  School  of  Medicine  of  Vanderbilt 
University.  In  order  to  contribute  to  the  maintenance  of 
ideals  and  standards  of  scholarship  this  lectureship  pro- 
vides for  an  eminent  physician  or  scientist  remaining  in 
residence  for  two  months  while  he  is  engaged  in  teaching 
and  clinical  work.  The  five  lectures  herein  recorded  deal 
with  embolism  of  the  arteries,  pulmonary  embolism  and 
its  surgical  treatment,  Swedish  experiences  in  combating 
appendicitis,  cytology  of  joint  exudates  as  an  aid  to 
diagnosis,  treatment  of  medical  fractures  of  the  collum 
femoris.  These  are  interesting  subjects  for  consideration. 


Nostrums  and  Quackery  and  Pseudo-Medicine.  By  Ar- 
thur J.  Cramp,  M.D.,  formerly  Director  of  the  Bureau  of 
Investigation  (1906-1936)  of  the  American  Medical  Asso- 
ciation. With  a Foreword  by  George  H.  Simmons,  M.D., 
LL.D.,  Editor  and  General  Manager  Emeritus,  American 
Medical  Association.  Volume  III.  232  pp.  $1.50.  American 
Medical  Association,  Chicago,  1936. 

The  first  volume  of  this  work  was  published  in  1911,  the 
second  in  1921,  each  consisting  of  an  expose  of  a list  of 
quackery  and  unethical  products  following  the  sensational 
series  published  in  Collier’s  and  The  Ladies  Home  Journal. 
A number  of  nonmedical  organizations  continued  the  fight 
to  expose  these  fraudulent  products  foisted  on  the  unin- 
formed public.  The  present  volume  is  a continuation  of  this 
work  during  the  past  fifteen  years.  It  contains  no  duplicate 
material  of  the  previous  volumes. 

This  volume  differs  from  the  previous  ones  in  not  attempt- 
ing to  reproduce  in  full  the  articles  which  have  already  ap- 
peared in  The  Journal  oj  the  American  Medical  Association. 
Under  headings  such  as  cancer  cures,  consumption  cures, 
diabetes  cures,  etc.,  a certain  number  of  the  most  offensive 
products  are  chosen,  the  descriptions  of  which  are  given. 
Each  chapter  is  followed  by  an  alphabetical  list  of  other 
products  in  the  group  with  references  to  which  one  may 
refer  for  further  information.  This  volume  is  invaluable  for 
one  seeking  the  facts  concerning  remedies  advertised  in  the 
newspapers,  postoffice  circularization  and  the  radio.  At  the 
present  time  it  is  well  known  that  radio  publicity  spreads 
more  misinformation  on  quack  remedies  than  any  method 
hitherto  offered  the  public.  Patients  often  inquire  of  their 
physicians  concerning  these  widely  advertised  preparations 
and  they  are  often  unable  to  provide  intelligent  explanation. 
In  this  volume  will  be  found  adequate  answers  to  such  ques- 
tions. 


Medical  Urology.  By  Irvin  S.  Koll,  B.S.,  M.D.,  F..A.C.S., 
Attending  Urologist  Michael  Reese  Hospital.  With  92  text 
illustrations  and  6 color  plates.  431  pp.  $5.00.  The  C.  V. 
Mosby  Company,  St.  Louis.  1937. 

The  author  states  that  his  purpose  is  to  present  a book  of 
practical  value  to  the  general  physician,  and  an  aid  to  the 
medical  student.  Most  of  the  subject  matter  represents  his 
personal  experiences.  The  different  parts  consider  diseases 
of  the  urethra  and  genitalia,  kidneys  and  ureters,  urinary 
bladder,  venereal  ulcerative  lesions  of  the  external  genitalia 
and  adnexa,  sexual  impotence  and  sterility.  Chapters  in  each 
of  these  parts  dismiss  the  various  diseases  included  in  each. 
Concisely  are  described  pathology,  prognosis,  symptoms  and 
treatment.  An  abundance  of  illustrations  amplify  the  text. 
■At  the  end  of  each  chapter  is  presented  a voluminous  bibli- 
ography which  may  suggest  further  study  to  the  reader. 
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RELATIONSHIP  BETWEEN  FIBROIDS  AND 
CARCINOMA  OF  THE  UTERUS* 

Frederick  H.  Falls,  M.D. 

Professor  and  Head  of  Department  of  Obstetrics  and 
Gynecology,  College  of  Medicine 
University  of  Illinois 
CHICAGO,  ILL. 

Fibroids  of  the  uterus  have  been  considered  be- 
nign tumors  since  they  were  first  described.  Very 
little  emphasis  has  been  laid  on  the  fact  that  they 
undergo  malignant  sarcomatous  change  in  2 to  4 
per  cent  of  the  cases.  Scant  reference  is  made  in 
the  gynecologic  text-books  of  the  fact  that  carci- 
noma and  fibroids  not  infrequently  occur  in  the 
same  uterus  at  the  same  time,  and  also  that  a car- 
cinoma may  occur  in  the  cervical  stump  of  a uterus 
after  the  body  has  been  removed  for  fibroids. 

I have  had  occasion  to  observe  a sufficient  num- 
ber of  these  symbiotic  tumor  growths  to  impress 
me  with  their  relative  frequency.  Also,  when  car- 
cinoma is  present,  its  demonstration  is  usually 
easy  when  looked  for.  I have  been  still  more  im- 
pressed by  how  frequently  carcinomata  are  over- 
looked even  by  experienced  surgeons,  and  by  the 
seriousness  of  the  consequences  in  some  cases  when 
the  malignant  changes  are  not  recognized.  It  is  be- 
cause of  this  personal  experience  that  I wish  to 
bring  the  subject  before  you  for  discussion  and 
thereby  to  promote  a carcinoma-conscious  attitude 
in  your  minds  when  dealing  with  uterine  fibroids. 

The  reason  for  the  failure  to  recognize  the  coin- 
cidence of  these  new  growths  is  that  the  clinical 

• Read  before  the  Forty-seventh  annual  meeting  of 
Washington  State  Medical  Association,  Yakima,  W’ash., 
Sept.  1-2,  1936. 


picture  of  one  tumor  usually  so  overshadows  the 
other  that  the  lesser  developed  of  the  two  or  the 
clinically  less  important  is  lost  sight  of  in  con- 
templation of  the  more  developed  or  clinically  more 
important  one.  Thus  not  infrequently  it  occurs 
that  a large  fibroid  uterus  with  multiple  subserous 
intramural  and  submucous  fibroids  may  present  a 
carcinomatous  change  in  the  glandular  portion  of 
the  endometrium,  which,  unless  carefully  looked 
for  by  the  surgeon  and  pathologist,  would  escape 
notice  completely.  Such  a case  goes  down  in  the 
hospital  records  as  one  of  fibroid  uterus.  Let  us 
suppose  that  such  a patient  leaves  the  hospital  at 
the  end  of  two  weeks  after  a supracervical  hysterec- 
tomy. If  she  comes  back  at  the  end  of  two  years 
with  a diagnosis  of  carcinoma  of  the  cervical  stump, 
she  then  enters  the  hospital  as  a case  of  carcinoma 
of  the  uterus,  and  the  fact  that  the  uterus  was  at 
one  time  a fibroid  uterus  is  often  completely  over- 
looked. 

Let  us  assume  that  another  patient  presents 
herself  with  a carcinoma  of  the  uterine  cervix.  At 
operation  a few  small  fibroids  are  found  inciden- 
tally in  the  body  of  the  uterus.  Such  a case  would 
naturally  be  classified  as  a carcinoma  of  the  uterus 
and  the  fact  that  the  uterine  fibroids  were  present 
would  be  completely  ignored.  Again,  a patient  is 
admitted  to  a clinic  with  a diagnosis  of  metror- 
rhagia. The  uterus  is  found  on  bimanual  examina- 
tion to  be  slightly  larger  than  normal  and  of  uneven 
contour.  A curettage  is  done  and  carcinomatous 
endometrium  removed  from  a uterine  cavity  dis- 
torted by  fibroids.  The  presence  of  the  cancer  so 
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overshadows  that  of  the  fibroids  that  the  latter  are 
completely  disregarded. 

The  similarity  of  the  clinical  picture  of  the  two 
conditions  may  be  very  great.  This  is  especially 
true  of  a submucous  degenerating  fibroid  and  a 
carcinoma.  There  may  be  metrorrhagia,  intermen- 
strual,  foul  smelling  leucorrhea  and  severe  progres- 
sive secondary  anemia  in  both.  The  difference  lies 
in  the  relatively  rapid  progressive  nature  of  a car- 
cinoma, while  the  fibroid  is  much  slower  in  de- 
velopment and  general  symptoms,  aside  from  the 
anemia  are  frequently  absent.  Metrorrhagia  in  a 
carcinoma  of  the  endometrium  is  usually  constant 
and  progressively  more  severe,  while  that  of  a 
fibroid  is  usually  slower  in  development,  less  in 
amount  and  often  is  intermittent  in  type.  The  foul 
smelling  leucorrhea  frequently  is  preceded  by  years 
of  menorrhagia  and  metrorrhagia.  In  carcinoma 
only  a few  months  intervene  as  a rule  between  the 
onset  of  the  abnormal  bleeding  symptoms  and  the 
appearance  of  the  foul  discharge  which  indicates 
the  necrosis  of  the  superficial  portions  of  the  car- 
cinoma. While  these  diagnostic  points  have  a cer- 
tain value  in  making  a clinical  diagnosis,  it  is 
usually  advisable  in  the  presence  of  these  symp- 
toms to  do  a preliminary  curettage  to  make  cer- 
tain of  the  diagnosis. 

Much  can  be  told  from  gross  inspection  of  the 
curettage  material.  Frequently  with  fibroids  a hy- 
perplastic endometritis  is  found.  The  endometrium 
comes  off  in  abundant  strips.  When  caught  on 
gauze  and  pressed  out  these  strips  flatten  out  as 
thin  ribbons.  Carcinomatous  tissue,  on  the  other 
hand,  tends  to  come  away  as  more  granular  bits 
of  tissue  which  stand  up  off  the  gauze  and  show 
angular  facets  on  their  surfaces. 

Our  interest  in  this  subject  dates  back  to  1925, 
when,  in  going  over  a series  of  128  fibroids  of  the 
uterus  and  including  in  the  group  of  fibroids  those 
cases  that  entered  the  clinic  at  the  University  of 
Iowa  with  carcinoma  of  the  cervical  stump  which 
had  developed  after  the  removal  of  a fibroid  uterus, 
we  found  that  we  had  an  incidence  of  2 per  cent 
sarcomatous  degeneration  of  fibroids,  and  11.5  per 
cent  carcinomatous  changes  in  the  remaining  fibroid 
uteri,  a total  of  13.5  per  cent  malignancy. 

In  the  past  six  years,  at  the  Research  and  Edu- 
cational Hospital  of  the  University  of  Illinois,  we 
have  had  286  cases  admitted  as  fibroids  of  the 
uterus.  Of  this  number  in  the  ordinary  routine  of 
clinical  examination  and  laboratory  examinations 
of  removed  specimens  twenty-six  or  9.9  per  cent 
have  been  associated  with  carcinoma.  During  the 


same  time  there  were  admitted  to  the  clinic  155 
patients  with  a diagnosis  of  carcinoma  of  the  uterus. 
It  is  seen,  therefore,  how  misleading  the  statistics 
would  be  if  we  only  considered  one  group  of  figures 
in  forming  our  opinion  of  the  frequency  of  inci- 
dence of  uterine  fibroids  and  carcinoma. 

The  true  incidence  is  only  arrived  at  if  we  add 
those  carcinomata  that  at  operation  showed  de- 
monstrable fibroids  and  those  of  the  cervical  stump, 
entered  for  treatment  after  having  had  a previous 
operation  in  which  a fibroid  uterus  was  removed. 
Obviously,  by  including  the  latter  two  groups,  the 
percentage  of  carcinoma  associated  with  fibroids  is 
much  greater.  Obviously,  also,  there  is  probably  a 
considerable  number  of  small  fibroids  associated 
with  the  carcinomata  that  were  not  operated  upon, 
but  which  were  treated  by  radium  and  roentgen 
ray. 

Of  the  145  cases  admitted  as  carcinoma  of  the 
cervix,  ninety  were  not  operated  upon.  These  were 
patients  in  groups  II  and  IV  of  the  Schmitz  classi- 
fication and  for  various  reasons  had  cautery,  ra- 
dium and  roentgen  ray  as  the  treatment  of  choice. 
In  these  groups  there  was  no  record  of  fibroids  pal- 
pated on  bimanual  examination. 

Sixty  cases  of  carcinoma  of  the  uterus  were  oper- 
ated upon  and  of  this  group  twenty-one  had  asso- 
ciated fibroids  of  the  uterus.  It  is  obvious  that 
practically  all  of  these  twenty-one  carcinomata 
developed  in  fibroid  uteri.  Therefore,  it  would  seem 
logical  to  diagnose  them  fibroid  uterus  with  a com- 
plicating carcinoma  rather  than  to  classify  them 
as  carcinoma  of  the  uterus  with  incidental  finding 
of  fibroids. 

With  this  conception  it  will  be  seen  that  of  the 
total  fibroid  uteri  seen  in  the  clinic,  twenty-six 
or  9.9  per  cent  had  an  associated  carcinoma  which 
arose  in  the  uterus  secondary  to  the  fibroids,  and 
possibly  in  response  to  a similar  stimulus  or  to  a 
lack  of  resistance  of  the  individual  to  tumor  changes 
in  the  body. 

Also,  it  may  be  fairly  assumed  that  carcinoma 
would  have  eventually  appeared  in  a considerable 
number  of  the  patients  with  fibroid  uteri  which 
did  not  show  carcinomatous  change  at  operation, 
if  they  had  been  allowed  to  continue  to  develop 
without  treatment  or  operation. 

Indeed,  we  have  some  evidence  to  support  such 
a contention.  We  have  under  observation  at  the 
present  time  twenty-five  cases  which  through 
biopsy,  colposcopic  examination  and  Schiller  reac- 
tion we  have  classified  as  precancerous.  Of  these, 
eight  have  had  no  operation  and  are  being  kept 
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under  observation;  seventeen  have  been  operated 
upon  and  in  four  of  these  fibroids  have  been  found 
or  23  per  cent.  Almost  surely,  if  these  total  hys- 
terectomies had  not  been  done,  a fully  developed 
cervical  carcinoma  would  have  developed,  and  pos- 
sibly even  to  the  inoperable  stage  before  de- 
tection, due  to  the  fact  that  in  many  of  these  cases 
the  symptoms  are  ascribed  to  the  fibroid  and  not 
the  carcinoma;  or,  if  a supracervical  hysterectomy 
had  been  done,  a carcinoma  of  the  cervical  stump 
would  have  resulted  often  months  or  years  after 
the  primary  operation. 

In  one  case  which  occurred  in  our  clinic  a car- 
cinoma of  the  cervix  in  a young  colored  woman 
was  overlooked  by  one  of  the  younger  men  in  the 
department  when  doing  a supracervical  hysterec- 
tomy for  a large  fibroid,  and  a fatal  streptococcic 
peritonitis  ensued.  At  autopsy  a fungating  necrotic 
carcinoma  of  the  cervix  was  disclosed.  Another 
one  of  my  associates  operated  upon  a fibroid 
uterus  doing  a supracervical  hysterectomy.  The 
pathologist  found  a carcinoma  involving  the  body 
of  the  uterus  which  extended  down  into  the  cervical 
stump. 

These  mistakes  were  made  by  men  who  had  been 
trained  in  gynecologic  diagnosis  for  several  years. 
They  were  not  due  in  any  sense  to  the  inability  of 
the  men  to  make  the  diagnosis  but  rather  to  their 
failure  to  appreciate  the  possibility  of  the  coinci- 
dence of  carcinoma  and  fibroids,  and  to  the  failure 
to  make  a careful  and  complete  preoperative  ex- 
amination to  rule  out  the  presence  of  carcinoma  in 
what  was  evidently  a fibroid  uterus.  It  is  seen, 
therefore,  the  two  conditions  coexist  sufficiently  fre- 
quently that,  especially  in  the  case  of  the  fibroid 
uterus,  the  possible  coexistence  of  the  more  malig- 
nant tumor  should  be  seriously  considered. 

Biologically  it  appears  evident  that  a tumor 
growth,  such  as  a fibroid,  represents  a deviation 
from  the  normal  to  such  an  extent  in  the  mesothe- 
lial  elements  that  degeneration  into  sarcoma  is  al- 
most to  be  expected  in  many  of  the  tumors  unless 
they  are  removed,  or  some  other  form  of  degenera- 
tion occurs  to  prevent  it.  Furthermore,  the  dividing 
line  between  benign  fibroid,  fibrosarcoma  and  sar- 
coma is  by  no  means  sharp.  Thus  Frankel,  in  going 
over  his  collection  of  fibroid  slides,  classified  2 per 
cent  as  sarcomatous  on  the  first  inspection.  Going 
over  the  same  slides  after  ten  years,  he  classified 
10  per  cent  of  the  tumors  as  malignant. 

With  such  changes  in  the  mesodermal  elements 
of  the  uterus,  it  should  not  be  surprising  if  the 
epithelial  elements  of  the  same  uterus  displayed 


more  of  a tendency  to  malignant  transformation 
than  those  in  a normal  uterus.  Evidence  is  not  lack- 
ing that  the  old  Cohnheim  theory  of  malignancy 
has  much  in  its  favor.  This  states  that  in  normal 
individuals  there  is  a certain  resistance  which  pre- 
vents the  invasion  of  one  type  of  cell  beyond  its 
natural  limits,  and  that  in  people  with  malignant 
tumors  this  restraining  influence  is  lacking  and, 
therefore,  the  tumor  growth  is  possible. 

Taussig,  in  a recent  paper  on  carcinoma  of  the 
vulva,  points  out  that  in  following  his  cases  post- 
operatively  it  is  striking  what  a high  percentage 
show  malignant  tumors  of  other  parts  of  the  body. 
Maud  Slye  has  demonstrated  that  cancer  strains  in 
mice  show  degenerative  changes  in  both  the  meso- 
dermal and  epithelial  elements,  thus  giving  rise  to 
sarcoma  as  well  as  carcinoma  in  the  same  family 
and  in  the  same  individual. 

Having  in  mind  the  possible  coexistence  of  the 
two  tumors  in  a given  case,  what  should  be  done 
about  it  clinically?  When  the  primary  diagnosis 
is  carcinoma,  there  is  little  to  be  considered  except 
the  total  removal  of  the  uterus  and  adnexa  if  the 
case  is  operable.  If  not  operable,  the  management 
becomes  somewhat  complicated. 

Radium  and  roentgen  ray  are  contraindicated  as 
a method  of  treatment,  if  (a)  the  fibroid  uterus  is 
larger  than  a three  month  pregnancy;  (b)  if  the 
fibroids  are  subserous  or  submucous;  (c)  if  the 
fibroid  uterus  is  associated  with  evidence  of  acute 
or  subacute  pelvic  inflammation;  (d)  if  the  fibroids 
show  evidence  of  other  forms  of  degeneration. 
Under  such  circumstances  more  harm  than  good 
is  produced  by  the  use  of  those  agents. 

Under  such  circumstances  one  may  be  forced  to 
operate,  when  normally  he  would  use  radiation 
therapy.  In  such  cases  I have  several  times  com- 
promised by  operating  vaginally  under  local  anes- 
thesia and  have  preceded  the  operation  by  a thor- 
ough cautery  of  the  cervix  and  body  of  the  uterus, 
using  the  Percy  cautery  and  destroying  the  car- 
cinomatous cells  that  can  be  reached  by  the  pene- 
tration of  the  heat,  and  also  the  contaminating 
organisms  which  so  frequently  are  present  under 
such  circumstances  and  add  so  much  to  the  danger 
of  operation  in  these  patients.  The  uterus  may 
then  be  morcellated,  if  this  is  found  to  be  necessary, 
as  the  operation  proceeds.  When  operation  is  not 
contraindicated,  no  attention  is  paid  to  the  fibroids 
and  a supravaginal  panhysterectomy  is  done. 

When,  on  the  other  hand,  the  patient  presents 
herself  with  a fibroid  uterus,  with  or  without  symp- 
toms that  might  be  interpreted  as  being  due  to 
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carcinoma,  a careful  examination  should  be  made 
to  determine  whether  or  not  concomitant  carcinoma 
exists.  The  cervix  should  be  inspected  carefully. 
If  any  leukoplakic  spots  or  solid  tumor  projections 
can  be  made  out  either  with  the  naked  eye  or  with 
the  colposcope,  Lugol’s  solution  is  painted  on  the 
cervix.  If  these  areas  fail  to  take  on  the  deep  ma- 
hogany brown  characteristic  of  normal  vaginal 
epithelium,  a total  hysterectomy  instead  of  a sub- 
total or  supracervical  operation  is  done. 

If  there  is  no  evidence  of  carcinoma  or  pre- 
cancerous  changes  in  the  cervix,  and  no  history  of 
metrorrhagia,  it  is  assumed  that  the  endometrium 
is  not  malignant.  If  there  is  a history  of  metror- 
rhagia, a curettage  is  advised  before  laparotomy. 
If  endometrial  scrapings  grossly  resemble  those  of 
a malignant  endometrium,  a total  panhysterectomy 
is  done. 

Radium  should  never  be  used  in  the  treatment  of 
fibroid  uterus  without  first  excluding  the  possibility 
of  carcinoma  being  present.  The  dosage  used  to 
cure  fibroids  is  obviously  inadequate  to  cure  any 
but  the  earliest  type  of  carcinoma. 

When  the  patient  is  a young  woman  and  the 
fibroids  are  of  such  a nature  that  myomectomy  in- 
stead of  hysterectomy  is  the  operation  of  choice  in 
order  to  preserve  the  possibility  of  reproduction 
as  well  as  the  function  of  menstruation,  a prelim- 
inary curettage  is  done  and  the  endometrial  strips 
are  sent  to  the  laboratory  for  microscopic  confirma- 
tion of  the  clinical  impression  before  the  type  of 
operative  procedure  is  decided  upon.  The  same 
holds  for  those  cases  in  which  the  gross  appearance 
of  the  curettage  specimen  is  not  sufficiently  charac- 
teristic to  make  a definite  diagnosis. 

When  a fibroid  has  been  removed  by  supracervi- 
cal amputation  and  a carcinoma  found  postopera- 
tively,  the  cervical  stump  and  the  adnexa  should 
be  removed  secondarily  and  radium  or  deep  roent- 
genization  or  both  should  be  used  postoperatively 
prophylactically. 

In  all  cases  where  supracervical  hysterectomy  is 
done  for  fibroids  of  the  uterus  in  our  clinic,  the 
specimen  is  sent  immediately  to  the  laboratory, 
opened  by  the  pathologist  and  a report  returned 
to  the  surgeon  as  to  the  gross  appearance  of  the 
endometrium.  If  doubtful  areas  are  encountered,  a 
frozen  section  is  made.  If  the  findings  are  suffi- 
ciently suspicious,  total  hysterectomy  with  or  with- 
out removal  of  the  adnexa  is  undertaken  to  prevent 
recurrence.  If  competent  pathologic  assistance  is  not 
available,  the  specimen  should  be  opened  by  the 
surgeon  himself  at  the  operating  table.  In  all  cases 


in  which  the  cervical  stump  is  left,  the  epithelium 
of  the  cervical  glands  and  the  junction  between 
the  squamous  and  gland  bearing  epithelium  is  de- 
stroyed by  cautery. 

Recently,  there  has  appeared  in  the  literature 
papers  that  indicate  there  is  a strong  possibility 
that  fibroid  tumors  of  the  uterus  are  due  to  cystic 
degenerative  changes  in  the  ovary  which  result  in 
imbalance  of  the  estrogenic  hormone.  This,  it  is 
claimed,  stimulates  hyperplastic  changes  in  the 
myometrium  producing  fibroids.  It  is  also  definitely 
proven  that  the  hyperplastic  changes  in  the  epi- 
thelial elements  of  the  endometrium  are  governed 
almost  entirely  by  the  amount  of  estrogenic  hor- 
mone present.  Le  Voisier  has  recently  shown  that 
carcinomatous  changes  can  be  induced  in  the 
breasts  of  male  and  female  white  rats  by  the  injec- 
tion of  estrogenic  hormone. 

We  have  studied  fifty  cases  of  uterine  fibroids 
with  the  idea  of  correlating  the  changes  in  the 
ovaries  with  those  in  the  endometrium.  We  have 
been  unable  to  find  evidence  of  cystic  change  in 
the  ovaries  in  all  cases  of  fibroids  of  the  uterus. 
Furthermore,  many  cases  showing  cystic  changes 
in  the  ovary  failed  to  show  corresponding  hyper- 
plastic changes  in  the  endometrium  which  would 
indicate  excessive  production  of  estrin.  Ranter  has 
recently  reported  failure  to  find  evidence  of  hyper- 
estrin  production  in  a series  of  fibroids  studied. 

While  it  may  be  possible  that  the  endocrine  sys- 
tem holds  the  key  to  the  solution  of  the  etiology 
of  these  tumors,  both  benign  and  malignant,  there 
is  no  convincing  evidence  at  this  time  to  prove 
that  such  is  the  case.  The  evidence,  such  as  it  is, 
however,  is  sufficient  to  arouse  interest  in  such 
clinical  observations  as  we  have  set  forth  in  this 
paper. 

We  have  endeavored  to  point  out  that,  whether 
or  not  there  is  an  etiologic  relationship  between 
fibroids  of  the  uterus  and  carcinoma,  there  is  un- 
doubtedly a frequent  association  of  the  two  tumors 
in  the  same  uterus,  and  this  fact  is  worthy  of  our 
serious  attention  to  the  end  that  preventable  deaths 
from  malignancy  of  this  t3q>e  will  no  longer  occur. 

CONCLUSIONS 

1.  Fibroids  and  carcinoma  may  occur  in  the 
same  uterus  at  the  same  time. 

2.  The  carcinomatous  change  may  involve  the 
uterine  endometrium  or  the  cervix  of  the  uterus 
or  both. 

3.  When  present  in  a fibroid  uterus  a carcinoma 
is  more  frequently  overlooked  than  when  arising 
in  a nonfibroid  uterus. 
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4.  All  fibroid  uteri  removed  by  supracervical 
hysterectomy  should  be  carefully  examined  for  car- 
cinomatous endometrial  changes  and  when  found 
the  cervical  stump  and  adnexa  should  be  removed 
prophylactically  and  followed  by  deep  roentgen 
treatments. 

5.  All  fibroid  uteri  should  be  carefully  studied 
preoperatively  for  evidence  of  carcinoma  or  pre- 
carcinomatous lesions  of  the  cervix.  When  either 
are  present,  a total  hysterectomy  should  be  done. 
In  the  presence  of  carcinoma  the  tubes  and  ovaries 
should  be  included  in  the  operation. 

6.  Those  patients  having  fibroids  of  the  uterus, 
in  which  roentgen  or  radium  treatments  are  con- 
templated, should  be  especially  observed  for  the 
presence  of  carcinoma  before  applying  the  radia- 
tion therapy. 

7.  The  presence  or  absence  of  fibroids  of  the 
uterus  should  be  noted  in  all  patients  operated  on 
for  carcinoma  of  the  uterus,  so  that  a true  evalua- 
tion of  the  frequency  of  the  coincidence  of  the  two 
tumors  may  be  more  fully  appreciated. 


ROENTGEN  RAY  IN  THE  TREATMENT 
OF  NONMALIGNANT  CONDITIONS* 
James  M.  Hilton,  M.D. 

KLAMATH  FALLS,  ORE. 

It  has  been  estimated  that  fifteen  years  ago  fully 
seventy  per  cent  of  cases  referred  to  the  roentgen 
ray  therapist  were  afflicted  with  cancer,  while  but 
thirty  per  cent  had  a benign  condition  more  or  less 
amenable  to  roentgen  ray  treatment.  Today,  the 
percentage  of  cases  is  just  about  reversed. 

This  does  not  mean  that  there  are  fewer  cases 
of  cancer  being  treated  with  roentgen  ray.  To  the 
contrary,  there  is  a far  greater  number  in  which 
irradiation  is  being  used,  either  in  the  hope  of  cure 
or  appreciable  palliation.  The  great  increase  in  the 
number  of  benign  conditions  being  treated  by  ir- 
radiation is  due  to  rapidly  increasing  knowledge  of 
its  effects  on  inflammatory  disease. 

With  the  discovery  that  roentgen  rays  had  some 
effect  on  tissues  of  the  body  it  was  but  natural  that 
practically  every  disease  was  subjected  to  irradia- 
tion, in  the  hope  that  at  last  a panacea  for  all  ills 
had  been  found.  Unfortunately,  this  was  not  the 
case  and  in  a short  time  only  the  destructive  effect 
of  large  doses  was  recognized  as  having  any  par- 
ticular value.  This  attitude  caused  its  use  to  be 
limited  principally  to  malignant  conditions. 

During  this  period,  however,  observers  noticed 

'Delivered  before  the  annual  meeting  of  Southern  Ore- 
gon Medical  Society,  Roseburg,  Oregon,  May  11,  1937. 


that  in  cancer  cases  with  associated  inflammation, 
or  in  inflammatory  disease  mistaken  for  cancer, 
irradiation  often  cleared  up  the  inflammation 
promptly.  This  appeared  somewhat  irrational  at 
first  because  of  the  known  destructive  effect  of 
therapeutic  doses  of  roentgen  ray.  This  led  to  be- 
lief that  possibly  small  doses  of  roentgen  ray  had 
a stimulating  effect.  This  idea  is  still  held  by  some 
workers  but  the  mass  of  evidence  points  to  one 
conclusion  at  present;  that  is,  therapeutic  doses  of 
roentgen  ray  are  destructive,  either  primarily  or 
secondarily,  but  there  is  a selective  action  of  roent- 
gen rays  by  reason  of  varying  radiosensitivity  of 
different  tissues.  This  distinguishes  the  action  of 
roentgen  rays  from  all  other  destructive  agents.  The 
actual  cautery  destroys  all  tissues  with  which  it  is 
brought  in  contact  but  this  is  not  the  case  with 
roentgen  rays.  The  dose  may  be  so  regulated  that 
a sensitive  tissue  may  be  completely  destroyed 
without  any  permanent  effect  on  surrounding,  less 
sensitive,  tissues.  Herein  lies  its  great  usefulness 
when  the  relative  sensitivity  of  tissues  and  patho- 
logic processes  is  known. 

Explanation  for  the  beneficial  effect  of  roentgen 
rays  on  many  inflammatory  conditions  is  not 
known.  That  roentgen  rays  in  therapeutic  doses  do 
not  have  a germicidal  action,  except  in  certain  types 
of  spore  bearing  fungi,  has  been  definitely  proven 
by  many  investigators.  Even  with  doses  far  ex- 
ceeding those  permissible  in  human  therapy,  the 
only  effect  is  temporary  inhibition  of  bacterial 
growth.  It  is  evident  that  the  explanation  must  be 
sought  for  in  the  defense  mechanism  and  the  tissue 
reaction  called  forth  by  the  infecting  organism. 
Lymphoid  tissue  and  cells  of  the  lymphoid  series 
are  most  radiosensitive  of  all  body  tissues,  which 
fact  has  given  rise  to  the  most  plausible  theory  in 
explanation  of  the  action  of  roentgen  rays  on  in- 
flammatory processes.  Possibly  the  lymphocytes 
are  destroyed  in  such  number  and  with  such  rapid- 
ity that  the  supposed  protective  ferment  which 
they  contain  is  liberated  in  quantities  sufficient  to 
produce  the  very  prompt  effect  so  often  seen  when 
treating  inflammations. 

The  initial  action  of  the  roentgen  rays  must 
occur  very  promptly,  for  pain  is  often  relieved 
within  the  first  hour  or  two  following  irradiation. 
Also  prompt  occurrence  of  suppuration  in  some 
cases  of  adenitis  and  furunculosis  indicates  the 
rapidity  with  which  this  effect  takes  place.  If  pain 
that  accompanies  inflammation  is  due  to  conges- 
tion and  swelling  about  the  nerve  endings  and  if 
congestion  and  swelling  is  due  principally  to  tre- 
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mendous  local  increase  in  the  number  of  lympho- 
cytes and  leucocytes,  then  the  promptness  of  roent- 
gen ray  effect  indicates  some  direct  action  on  these 
cells. 

Statement  of  rules  for  selection  of  cases  in  which 
a fair  degree  of  success  can  be  expected  is  somewhat 
difficult.  The  therapeutic  axiom  of  starting  treat- 
ment early  in  the  course  of  disease  is  equally  ap- 
plicable in  this  group.  Greatest  cellular  activity 
takes  place  early  and  for  this  reason  the  greatest 
roentgen  ray  effect  would  be  expected  to  occur  at 
that  time.  Initial  response  of  the  highly  malignant 
tumors  indicates  that  radiosensitivity  is  directly 
proportional  to  tissue  activity.  However,  some  very 
pleasing  results  are  obtained  in  inflammations  that 
have  passed  the  acute  stage.  If,  from  the  known 
pathologic  process,  one  can  assume  an  active  in- 
flammation with  congestion  and  swelling  due  to 
great  local  increase  in  the  defense  cells,  one  can 
postulate  some  degree  at  least  of  radiosensitivity. 

If  the  more  time  honored  remedies  can  be  relied 
upon  to  produce  prompt  and  lasting  results,  then 
there  is  little  excuse  for  using  roentgen  ray  treat- 
ments. But,  if  usual  forms  of  treatment  are  known 
to  be  slow  or  unreliable,  irradiation  should  be  used 
even  though  the  result  cannot  be  foretold  with 
certainty.  At  least  one  has  the  assurance  that  no 
harm  will  result,  for  the  dosage  used  does  not  ex- 
ceed forty  per  cent  of  a full  erythema  dose  and  one 
such  treatment  is  all  that  is  required  in  most  cases. 
There  actually  seems  to  be  a better  response  to  a 
small  dose  than  to  a large  one,  the  reason  for  this 
being  without  explanation  at  present. 

Furuncles  and  carbuncles  treated  within  the  first 
forty-eight  hours  show  a marked  response.  Pain 
subsides  very  promptly  after  two  or  three  hours 
and  does  not  return.  If  treated  early  there  will  be 
a rapid  resolution  of  the  process  without  suppura- 
tion. If  treatment  is  instituted  a little  later  in  the 
course  of  the  process,  a small  central  area  will 
suppurate  and  discharge  spontaneously  while  sur- 
rounding tumefaction  will  resolve  rapidly.  In  any 
case  the  process  is  definitely  shortened,  incisions 
and  messy  fomentations  avoided.  It  is  therefore 
particularly  indicated  in  lesions  about  the  head  and 
neck,  where  it  has  often  proved  a life  saving  meas- 
ure. Some  of  my  colleagues  refer  all  of  these  cases 
for  roentgen  ray  treatment  at  the  initial  visit  of 
the  patient,  having  been  convinced  of  the  superior- 
ity of  this  method  of  treatment. 

I have  treated  only  a few  cases  of  acute  mastitis 
following  childbirth  and  these  responded  beauti- 
fully, pain  subsiding  very  promptly  with  rapid 


resolution  of  the  inflammation  without  suppura- 
tion. Reports  of  larger  series  are  encouraging  and 
warrant  more  extensive  use  in  this  group.  There 
need  be  no  fear  of  deleterious  effect  on  the  glandu- 
lar structure  of  the  breast  because  that  tissue  is 
radioresistant  and  the  dose  required  is  small. 

The  neuralgias  offer  a limited  field  for  the  appli- 
cation of  irradiation  to  those  cases  which  fail  to 
reveal  a cause  after  careful  clinical  investigation. 
An  appreciable  number  fall  under  this  heading. 
Great  stress  must  be  laid  on  a careful  examination 
to  rule  out  a focus  of  infection  both  proximal  and 
remote.  But  in  those  cases  which  show  no  cause, 
the  patient  is  just  as  insistent  that  relief  be  given 
and  here  irradiation  has  a good  deal  to  offer.  Pain 
is  the  outstanding  complaint  and  relief  from  pain  is 
usually  prompt,  complete  and  lasting.  Particularly 
is  this  true  in  the  herpetic  group  and  there  is  just 
as  prompt  healing  of  the  skin  lesions  which  are  so 
troublesome.  Irradiation  should  certainly  be  tried 
before  injection  of  the  nerve  trunk  or  section  of 
the  sensory  root. 

Adenitis,  particularly  that  of  tuberculosis  origin, 
shows  satisfactory  response  to  irradiation.  Several 
weeks  of  interrupted  treatment  are  necessary  but 
results  are  superior  to  those  following  excision. 
Queer  as  it  may  seem,  the  broken  down  glands  with 
fistulous  tracts  respond  best.  This  is  particularly 
gratifying  in  view  of  the  difficulty  in  handling 
these  cases  surgically  and  the  extensive  scarring 
that  results.  Tuberculous  adenitis  has  decreased 
greatly  in  the  last  decade,  due  principally  to 
pasteurization  of  milk  and  elimination  of  tubercu- 
lous cows.  It  is  noteworthy  that  at  present  the 
incidence  of  tuberculous  adenitis  and  bone  and 
joint  tuberculosis  is  higher  in  the  rural  districts  than 
in  cities  because  of  use  of  raw  milk  in  the  country. 

Adenitis  of  infectious  origin  can  usually  be  cured 
by  treating  the  primary  infection  but  in  some  cases 
glandular  infection  and  enlargement  will  persist 
long  after  the  focus  has  been  eliminated.  One  is 
justified  in  using  irradiation  in  these  cases  when 
other  methods  fail. 

The  initial  reaction  is  often  an  increase  in  the 
swelling,  the  gland  becomes  tender  and  frequently 
a small,  central  area  suppurates.  This  indicates  that 
an  area  of  indolent  infection  was  present  in  the 
gland  which  prevented  resolution.  Destructive 
action  of  the  roentgen  rays  on  the  lymphocytes 
produces  the  suppuration  which  when  drained  elim- 
inates the  focus  in  the  gland  allowing  resolution  to 
take  place. 

Of  late  years  roentgen  ray  therapy  is  being  used 
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in  infections  of  the  nasal  accessory  sinuses.  Results 
to  date  have  been  gratifying  in  carefully  selected 
cases  but  this  method  must  be  considered  only  as 
an  adjunct  in  the  handling  of  these  cases.  Proper 
selection  of  cases  is  therefore  the  all-important 
problem.  Cases  of  chronic  sinusitis  with  hyper- 
plastic membrane  and  polyps  respond  well  as  a 
rule.  The  group  of  cases  in  which  polyps  form 
almost  immediately  after  removal,  although  the 
evidence  of  infection  is  slight,  respond  particularly 
well.  Such  treatment  is  much  to  be  preferred  to 
radical  surgery  in  this  group. 

Of  particular  interest  are  those  pitiful  cases  where 
radical  surgery  has  failed  to  give  relief  from  puru- 
lent discharge,  pain  and  lung  complications.  Here 
irradiation  is  a last  resort  and  fortunately  the  re- 
sults are  excellent.  A rather  violent  reaction  can  be 
expected  at  times,  consisting  of  pain  similar  to  that 
of  acute  sinusitis  with  general  symptoms  such  as 
malaise,  fever  and  nausea.  There  is  usually  in- 
creased drainage  for  about  two  days  after  which 
symptoms  are  relieved,  while  drainage  gradually 
diminishes.  Some  of  these  cases  do  not  have  a 
severe  reaction  but  notice  only  a change  in  the 
discharge,  usually  more  profuse  at  first,  gradually 
becoming  more  serous  and  less  in  amount.  Local 
pain  may  vanish  suddenly  in  some  cases  or  more 
gradually  in  the  majority  of  instances. 

A few  other  benign  conditions,  not  of  inflamma- 
tory origin,  which  are  amenable  to  irradiation  will 
be  discussed  briefly. 

Benign  uterine  bleeding  with  accompanying  fi- 
broids, in  properly  selected  cases,  can  be  handled 
very  satisfactorily  with  roentgen  ray.  Selection  of 
cases  is  very  important  but  not  difficult.  A pre- 
liminary curettage  is  almost  always  indicated  to 
rule  out  pregnancy  or  malignancy. 

Of  course  curettage  will  terminate  an  unsuspected 
pregnancy  but  that  is  preferable  to  irradiating  a 
pregnant  uterus.  If  abortion  does  not  occur  the 
foetus  in  a high  percentage  of  cases  will  be  abnor- 
mal. Cancer  of  the  body  of  the  uterus  is  best  treated 
by  immediate  hysterectomy,  hence  the  necessity  of 
curettage  so  that  valuable  time  will  not  be  lost 
in  using  roentgen  ray  for  a supposed  benign  condi- 
tion. 

Control  of  bleeding  from  the  uterus  by  irradia- 
tion is  due  primarily  to  its  effect  on  the  ovaries. 
In  other  words,  an  artificial  menopause  is  produced, 
which  in  most  instances  will  be  permanent.  It  is 
impossible  in  a given  case  to  so  regulate  the  dose 
that  bleeding  is  controlled  and  but  temporary 
amenorrhea  is  produced.  Ovarian  tissue  is  so  radio- 


sensitive and  individual  variation  of  ovarian  func- 
tion is  so  great  that  even  with  the  intra-uterine 
application  of  radium,  the  above  result  cannot  be 
accurately  accomplished.  In  a few  cases  one  ovary 
has  been  treated  thus  correcting  a severe  menor- 
rhagia without  producing  amenorrhea  but  the  pa- 
tients were  warned  that  amenorrhea  might  result. 
Therefore  in  most  instances  the  patient  should  be 
past  the  age  of  forty  and  she  should  understand 
thoroughly  just  what  is  to  be  accomplished. 

Very  large  fibroids,  particularly  those  giving 
pressure  symptoms,  are  best  treated  surgically.  The 
same  is  true  of  calcified  tumors  and  pedunculated 
or  submucous  fibroids.  Bleeding  from  an  atrophic 
endometrium,  usually  associated  with  extensive 
fibrosis  of  the  myometrium,  does  not  respond  as 
promptly  to  roentgen  ray  treatment  as  bleeding 
from  a hyperplastic  endometrium. 

There  are  several  advantages  of  irradiation  in 
benign  uterine  hemorrhage.  Results  are  sure  and 
the  effect  is  permanent.  The  patient  is  saved  a 
major  operation  and  resulting  hospital  confinement, 
thus  reducing  the  cost  considerably.  The  period 
of  operative  convalescence  is  avoided.  There  is  no 
mortality  and  no  danger  of  late  sequelae.  Of 
course  if  there  is  associated  adnexal  disease  which 
may  require  surgery  later  it  is  better  to  handle  the 
whole  thing  surgically. 

During  the  past  fifteen  years  many  thousands  of 
cases  of  hyperthyroidism  have  been  treated  with 
roentgen  ray  and  such  treatment  now  takes  its 
place  along  with  surgery  in  relief  of  this  condition. 
Pioneers  in  this  work  were  subjected  to  much 
criticism  and  it  probably  did  seem  far-fetched  to 
think  that  roentgen  ray  would  have  a beneficial 
effect  on  a toxic  thyroid.  That  was  before  selective 
action  of  roentgen  rays  for  abnormally  active  tissue 
was  appreciated.  In  the  light  of  our  present  knowl- 
edge it  is  reasonable  enough.  All  types  of  hyper- 
active goitres  have  been  successfully  treated  with 
roentgen  ray  but  it  is  my  impression  that  the  best 
type  for  irradiation  is  the  diffuse  hyperplastic  type, 
the  so-called  exophthalmic  goitre,  not  meaning  that 
exophthalmos  must  necessarily  be  present.  Patients 
are  usually  between  the  ages  of  twenty  and  forty 
years,  symptoms  are  marked  and  the  metabolic  rate 
high.  The  more  toxic  the  patient  the  better  irradia- 
tion will  work  because  abnormal  cells  are  in  a more 
active  state.  Fortunately,  roentgen  rays  have  no 
effect  on  normal  cells  of  the  thyroid  so  there  is  no 
danger  of  producing  myxedema  from  over  treat- 
ment. This  has  been  proven  conclusively.  Recent 
work  seems  to  show  that  the  thymus  plays  a part 
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in  hyperthyroidism,  for  a persistent  thymus  has 
been  found  in  many  adults  dying  from  thyrotoxi- 
cosis. This  may  explain  some  of  the  surgical  fail- 
ures and  account  for  some  of  those  cured  by  irra- 
diation after  surgery  has  failed.  It  is  now  a general 
practice  with  radiologists  to  include  the  thymic 
area  in  the  fields  irradiated.  It  is  also  becoming 
the  practice  to  give  the  pituitary  a small  dose.  It 
is  my  practice  to  advise  against  irradiation  for 
toxic  adenomatous  goitres,  toxic  colloid  goitres  and 
those  goitres  with  mild  symptoms  and  but  slightly 
elevated  metabolic  rates.  This  is  probably  an  overly 
conserv^ative  attitude  but  the  results  in  such  cases 
to  me  have  been  disappointing.  But,  in  the  extreme- 
ly active,  hyperplastic  type,  results  from  irradiation 
are  equally  as  good  as  the  best  surgery,  minus  the 
surgical  morbidity  and  mortality.  In  more  toxic 
cases,  Lugol’s  solution  should  be  used  the  same 
as  in  preoperative  treatment  and  the  initial  roent- 
gen ray  dosage  should  be  reduced  because  a severe 
reaction  may  occur  if  these  precautions  are  not 
observed.  In  the  majority  of  cases  the  patient  is 
permitted  to  go  about  his  usual  duties,  being  ad- 
vised to  avoid  all  unnecessary  activity  both  physical 
and  mental.  About  four  months  are  required  to 
control  toxicity  although  the  patient  is  usually  not 
entirely  symptom  free  for  some  time  following  this. 
Exophthalmos  and  tachycardia  on  exertion  are  apt 
to  be  the  last  to  disappear.  The  above  is  just  as 
true  in  surgically  treated  cases.  Most  of  the  cases 
I have  treated  show  a metabolic  rate  of  around 
minus  ten  a year  after  treatment  and  continue  to 
maintain  that  level  thereafter. 

Time  does  not  permit  a discussion  of  all  benign 
conditions  amenable  to  irradiation  or  the  host  of 
skin  conditions  in  which  roentgen  ray  is  used  with 
such  good  effect.  As  our  experience  broadens,  many 
other  benign  conditions  will  be  found  whose  re- 
sponse to  irradiation  will  justify  its  use.  A con- 
servative but  open-minded  attitude  is  best  for  our 
patients  and  for  this  valuable  adjunct  to  medical 
treatment. 


Diabetes  Mellitus  Report  of  Case  Resistant  to  In- 
sulin But  Responsive  to  Change  In  Type  of  Carbohy- 
drate Fed.  In  their  case  of  glycosuria  resistant  to  insulin 
Howard  H.  Mason  and  Grace  E.  Sly,  New  York  (.Journal 
A.M.A.,  June  12,  1937),  could  almost  stop  the  glycosuria  by 
the  substitution  of  levulose  or  galactose  for  dextrose  in  the 
diet.  There  is  evidence  to  show  that  the  patient  was  able  to 
burn  dextrose  freely  without  the  help  of  injected  insulin. 
They  suggest  that  the  difficulty  is  due  to  a marked  lessen- 
ing of  the  liver’s  ability  to  convert  dextrose  to  glycogen  or 
an  intermediary  product  in  thb  conversion. 


CHRONIC,  UNDERMINING,  BURROWING 
ULCER  OF  THE  ABDOMINAL  WALL 

A CASE  REPORT 

Bernard  Parker  Mullen,  M.D. 

SEATTLE,  WASH. 

This  is  a case  of  chronic,  undermining,  burrowing 
ulcer  of  the  abdominal  wall  treated  with  zinc  perox- 
ide as  described  by  Meleney^’  ^ of  Presbyterian  Hos- 
pital, New  York  City. 

Case;  Male,  age  46.  Complaints  on  admission  to  the  hos- 
pital were  chill  and  pain  in  the  right  lower  quadrant. 

Two  days  before  admission  he  had  his  first  chill,  which  was 
followed  shortly  by  pain  in  the  right  lower  quadrant.  The 
patient  thought  this  was  due  to  a truss  he  was  wearing  for 
hernia  on  that  side.  There  was  no  nausea,  no  vomiting  and 
the  bowels  were  normal. 

Past  history;  Patient  was  in  the  hospital  one  year  before 
because  of  diabetes.  His  physician  had  been  able  to  control 
this  condition  until  the  present  attack,  which  was  accom- 
panied by  a marked  glycosuria. 

Examination  on  admission  showed  a thin  male  of  forty- 
six  years  who  did  not  appear  to  be  acutely  ill.  However,  a 
mass  was  found  in  the  right  lower  quadrant  which  was  diag- 
nosed as  an  appendiceal  abscess. 

Operation  was  immediately  undertaken  through  a Mc- 
Burney  incision,  and  the  appendix  was  found  to  be  gan- 
grenous from  tip  to  base,  but  not  perforated.  The  omentum 
was  plastered  around  it  and  greatly  thickened.  The  caecum 
and  base  of  the  appendix  could  not  be  delivered  into  the 
wound  because  of  adhesions,  so  the  appendix  was  removed 
backwards  without  any  apparent  contamination  of  the 
wound.  The  peritoneum  was  closed  without  drainage  and  the 
muscles  were  approximated  with  number  one  chromic  cat- 
gun.  A drain  made  of  twisted  silkworm  gut  was  placed 
beneath  the  skin  and  the  subcutaneous  fat  and  the  skin  was 
closed  with  waxed  silk. 

The  postoperative  convalescence  for  the  first  four  days 
showed  the  usual  very  moderate  rise  in  temperature.  At  the 
end  of  the  fourth  day,  instead  of  dropping,  it  rose  abruptly. 
At  this  time  the  silkworm  gut  drain  and  silk  stitches  were 
removed,  the  skin  incision  spread  wide  open  and  the  sutures 
approximating  the  muscles  cut.  The  wound  was  then  packed 
with  gauze  impregnated  with  zinc  peroxide.  The  wound,  at 
this  time,  had  a dusky  appearance,  contained  a small  amount 
of  dark  serous  fluid  and  its  odor  resembled  that  of  decayed 
meat.  It  appeared  to  be  most  certainly  an  anaerobic  in- 
fection. 

The  skin  around  the  incision  then  became  smooth  and 
shining  and  appeared  to  have  a raised  margin.  diagnosis 
of  surgical  erysipelas  was  made  at  this  time  by  his  physician 
and  the  writer. 

The  family  asked  for  consultation.  The  first  consultant  felt 
that  he  could  elicit  crepitus,  made  a diagnosis  of  gas  bacillus 
infection  and  gave  a fatal  prognosis. 

Because  of  the  difference  of  opinion,  a second  consultant 
was  called  in.  He  could  not  find  the  crepitus  and  gave  a more 
favorable  prognosis. 

A smear  and  culture  of  the  wound  was  made;  the  smear 
showed  no  thick,  short  gram  positive  rods.  This  negative 
finding,  plus  the  fact  that  the  muscles  were  not  involved, 
practically  ruled  out  a gas  bacillus  infection. 

The  case  was  treated  as  an  erysipelas  with  roentgen-ray, 

1.  Meleney,  F.  L. : Zinc  Peroxide  in  the  Treatment  of 
Microaerophilic  and  Anaerobic  Infections  With  Special  Ref- 
erence to  a Group  of  Chronic  Ulcerative  Burrowing  Non- 
gangrenous  Lesions  of  the  Abdominal  Wall,  Ann.  Surg. 
101 : 997-1011,  April,  1935. 

2.  Meleney,  P.  L. : Zinc  Peroxide  in  Surgical  Infections, 
S.  C,  in  North  America  16:  691-711,  June,  1936. 


July,  1937 


CHRONIC  ULCER MULLEN 


233 


heat,  vaccine  and  prontosil  until  the  twelfth  day  at  which 
time  an  area  of  skin  on  the  left  side  of  the  abdomen  became 
dark  in  color.  This  area  was  surrounded  by  a bright  red 
ring. 

The  patient  was  taken  to  the  surgery  at  this  time  and 
with  the  cautery  multiple  incisions  in  the  abdominal  wall 
were  made,  multiple  penrose  drains  as  well  as  Dakin  tubes 
were  inserted,  and  intensive  use  of  Dakin’s  solution  started. 

-•\fter  eight  days  of  this  treatment,  the  infection  was  still 
advancing  to  the  left,  and  had  e.vtended  around  to  the  back. 
It  was  decided  then  to  institute  Meleney’s  treatment  with  zinc 
peroxide  and  as  a preliminary  measure  what  has  been  called 
a quarantine  of  the  area.  This  was  established  by  cauteriz- 
ing beyond  the  infected  margin  through  the  normal  skin  and 
fat  down  to  the  deep  fascia  the  patient  being  anesthetized.  A 
line  of  this  sort  in  advance  of  the  infection,  extending  in  a 
curve  from  below'  the  costal  margin  on  the  left  side  down 
the  back  and  over  the  left  buttock  around  on  the  front  of  the 
left  leg,  was  made.  Most  of  the  overhanging  edges  of  the  skin 
were  cut  away  and  the  entire  wound  was  then  filled  with 
line  meshed  gauze  impregnated  with  a freshly  mixed  creamy 
mixture  of  zinc  peroxide  and  distilled  water.  Great  care 
was  taken  to  get  close  and  accurate  approximation  of  the 
gauze  to  the  wound,  particularly  at  the  advancing  margin  of 
the  infection.  This,  in  turn,  was  sealed  in  with  wide  strips  of 
vaseline  gauze. 

The  theory  of  this  treatment  is  that  the  zinc  peroxide 
slowly  liberates  oxygen  for  twenty-four  to  forty-eight  hours 
and  the  vaseline  gauze  seal  prevents  the  oxygen  from  escap- 
ing from  the  wound.  The  wound  was  irrigated  with  a saline 
solution  before  each  re-application. 

The  patient  gradually  became  w’eaker  and  more  toxic  and 
was  transfused  on  the  twenty-first  day  and  again  on  the 
twenty-seventh. 

He  was  very  susceptible  to  insulin  shock,  and  for  this 
reason,  it  was  impossible  to  keep  him  entirely  sugar-free.  He 
lost  sugar  almost  continually,  the  urine  containing  .2  Gm. 
to  1.8  Gm.  per  hundred  cc.  His  physician  gave  constant  at- 
tention to  the  diabetes  during  this  period. 

The  white  count,  which  w’as  taken  frequently,  gradually 
climbed  from  20,900  to  43,700;  the  differential  averaging 
polys,  ninety-six,  lymphocytes,  four. 

.\s  the  infection  advanced,  the  skin  seemed  to  lose  its 
normal  sensitiveness  and  it  was  possible,  without  hurting 
him,  to  trim  aw'ay  the  overhanging  skin  from  day  to  day, 
keeping  the  pockets  open,  and  at  times  removing  consid- 
erable skin  and  fat.  .•\lmost  the  entire  anterior  rectus  sheath 
was  also  removed  piecemeal.  This  probably  was  made  pos- 
sible by  cutting  of  many  cutaneous  nerves  when  the  area 
was  quarantined.  The  wound  had  a very  intense  pungent 
odor  and  dressing  required  one  and  a quarter  to  one  and  a 
half  hours  daily.  .\s  the  infection  advanced  to  the  quaran- 
tine line  it  was  stopped.  It  broke  through  only  in  one  place 
on  the  anterior  surface  of  the  left  thigh  where,  after  doing 
the  quarantine,  it  was  felt  that  it  had  not  been  low  enough. 

A red,  flushed  area  rapidly  extended  from  the  cauterized 
area  on  the  anterior  surface  of  the  thigh  down  nearly  to  the 
foot.  This  area  w'as  treated  with  ultra-violet  light  while  pre- 
paring the  patient  for  another  operation.  His  last  transfu- 
sion had  been  given  the  day  before,  and  this  new  area  of  in- 
vasion was  to  be  opened  the  follow'ing  morning,  when  he 
suddenly  developed  a severe  hemorrhage  from  multiple 
petechincal  points  in  the  wound,  suggesting  the  onset  of  a 
toxic  purpura  hemorrhage. 

The  patient  died  that  morning  while  preparations  were 
being  made  to  give  another  transfusion. 

The  laboratory  was  unable  to  isolate  the  organism  in  two 
or  three  attempts,  because  of  lack  of  facilities  for  anaerobic 
culture.  A specimen  was  taken  to  the  King  County  Hospital 
laboratory  where  a hemolytic  anaerobic  streptococcus  was 
found  by  using  a brain,  veal  medium. 
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The  upper  drawing  shows  the  point  of  origin  of  the  ulcer 
in  the  appendectomy  incision  and  its  spread  across  the 
entire  abdomen  to  the  back  on  the  opposite  side.  The  rectus 
muscles  can  be  seen  exposed,  the  anterior  rectus  sheath 
removed  because  the  Infection  had  burrowed  beneath  it. 
The  shaded  area  on  the  upper  and  inner  surface  of  the  left 
thigh  indicates  an  extension  of  the  infection  from  the  mar- 
gin of  the  ulcer  in  the  left  groin  to  the  inside  of  the  left 
heel.  If  the  patient  had  lived,  this  area  would  eventually 
have  been  included  in  the  ulcer.  Under  the  left  costal 
margin  can  be  seen  the  quarantine  incision  just  beyond  the 
advancing  ulcer.  The  lower  picture  shows  a second  island 
of  tissue.  It  also  gives  an  idea  of  the  extension  to  the  back 
and  buttocks.  Note  the  rolled  in  edges  of  the  skin  and  the 
undermining. 


DISCUSSION 

This  has  to  be  differentiated  from  postoperative 
progressive  synergistic  gangrene'^  which  is  caused  by 
the  synergistic  action  of  a nonhemolytic  micro- 
aerophylic  streptococcus  and  a staphylococcus 
aureus.  It  is  associated  with  a gangrenous  zone  al- 
ways present  around  all,  or  most,  of  the  ulcer  mar- 
gin. That  lesion  is  superficial,  there  is  no  undermin- 
ing of  the  skin  and  no  sinus  formation.  In  contrast, 
the  present  case  is  caused  by  a hemolytic  microaero- 
phylic  streptococcus,  and  any  other  organisms  pres- 
ent are  secondary  invaders.  The  skin  is  undermined, 
there  is  sinus  formation,  the  skin  edges  turn  under, 
and  daughter  ulcers  are  formed.  Holman^  did  not 
distinguish  between  these  conditions,  designating 
both  by  the  general  term  phagodenic  ulceration. 

3.  Meleney,  F.  L. : Bacterial  Synergism  in  Disease  Proc- 
esses With  Confirmation  of  the  Synergistic  Bacterial  Eti- 
ology of  a Certain  Type  of  Progressive  (langrene  of  tlie 
Abdominal  W’all,  Ann.  Surg.  94:  961-981,  Dec.,  1931. 

4.  Holman.  K. : Phagedenic  Ulceration — Its  Kecognition 
and  'I'reatment,  .''Urg..  (Ivnec.  & Obst.  60 ; 3H4-3 1 7,  Feb, 
1935. 
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The  present  case  is  typical  of  the  conditions  as 
described  by  ^leleney  ’ and  Brewer  and  iNIeleney*'  in 
that  a large  percentage  of  them  have  followed  ap- 
pendectomy, appendiceal  abscess,  colostomy,  or 
perforated  peptic  ulcer.  The  characteristic  hemo- 
lytic microaerophylic  streptococcus  and  most  of 
the  secondary  invaders  have  their  origin  in  the 
bowel.  The  secondary  invader  in  this  case  was  the 
colon  bacillus.  Cases  have  been  reported  in  which 
the  amoeba  histolytica  has  been  the  secondary  in- 
vader. Some  have  thought  the  amoeba  primary  in 
these  cases.  Against  this  is  the  experience  of  bac- 
teriologists who  find  they  are  unable  to  culture  the 
amoeba  without  the  presence  of  other  organisms.  In 
those  cases  where  the  amoeba  was  thought  to  be 
primary  adequate  anaerobic  studies  were  not  made. 
Meleney  has  the  largest  collection  of  cases  of  this 
type  and  has  always  been  able  to  isolate  the  typi- 
cal streptococcus.  He  believes  that  secondary  invad- 
ers are  of  little  significance. 

This  case  is  also  typical  in  that  burrowing  and 
sinus  formation  were  extensive.  It,  however,  differed 
from  those  reported  by  iMeleney  in  that  it  ran  a 
fulminating  course.  It  had  extended  from  the  ap- 
pendectomy incision  clear  across  the  abdomen, 
around  to  the  back  on  the  opposite  side  and  down 
the  leg  to  the  foot  in  a period  of  only  four  weeks. 
The  cases  of  ^leleney's  had  lasted  from  several 
months  to  a few  years.  The  presence  of  diabetes 
in  this  case  undoubtedly  added  to  its  severity  and 
rapid  course. 

The  treatment  in  these  cases  has  been  character- 
ized by  the  great  variety  of  ingredients  used.  Ap- 
parently every  type  of  antiseptic  has  been  used, 
most  of  them  without  effect.  Maggots"  have  been 
employed  with  some  success. 

Meleney®  has  been  writing  about  this  and  allied 
conditions  for  many  years  and  has  hit  upon  a 
method  of  treatment  for  which  he  claims  a great 
deal  of  success.  He  obtained  zinc  peroxide  from  the 
E.  I.  du  Pont  de  Nemours  company  and  used  it  as 
described,  mixing  the  powder  with  distilled  water, 
making  a creamy  solution  that  easily  penetrates  all 
crevices.  He  then  packed  the  wound  with  fine- 
meshed  gauze  saturated  with  the  solution.  The 

5.  Meleney,  F.  L. : A Differential  Diagnosis  Between 
Certain  Types  of  Infectious  Gangrene  of  the  Skin,  Surg. 
Gynec.  & Obst.  56:  847-867.  May,  1933. 

6.  Brewer,  G.  K.,  and  Meleney,  F.  I>. : Progressive  Gan- 
grenous Infection  of  the  Skin  and  Subcutaneous  Tissues, 
Following  Operation  for  Acute  Perforative  Appendicitis ; 
A Study  in  Symbiosis,  Ann.  Surg.  84:  438-450,  Sept.,  1926. 

7.  Ayers,  S.,  Jr.,  Anderson,  N.  P.  and  Taylor,  G.  M. : 
Maggot  Therapy  in  Dermatologic  Practice,  .\rch.  Dermat. 
& Snth.  33:21-30,  Jan.,  1936. 

8.  Meleney,  F.  L.,  and  Johnson,  G.  A. : Further  I>abora- 
tory  and  Clinical  Experiences  in  the  Treatment  of  Chronic. 
Undermining,  Burrowing  Ulcers  with  Zinc  I’eroxide.  Sur- 
gery 1:  169-221,  Feb.  1937. 


gauze  was  accurately  applied  to  the  wound  sur- 
face, particularly  at  the  advancing  margin  and 
the  whole  then  sealed  in  with  vaseline  gauze  to 
prevent  oxygen  from  escaping.  He  states  that  in  a 
few  days  clear  red  granulation  tissue  appears  if  the 
batch  of  powder  is  potent.  For  some  time  he  had 
difficulty  getting  stable  or  reliable  batches  of 
powder.  Some  of  these,  supposedly  made  in  the 
same  manner  as  the  others,  were  ineffective  in  stop- 
ping the  advance  of  the  infection.  He  finally  com- 
pared the  properties  of  the  effective  and  ineffective 
powder  and  found  that  to  be  potent  it  must  have 
certain  characteristics.  They  are  as  follows: 

It  must  be  finely  divided;  of  the  consistency  of 
talcum.  It  must  be  white.  It  must  be  heated  at  130” 
to  140°  C for  one  to  four  hours  to  sterilize  it,  and 
to  mobilize  the  oxygen.  When  suspended  in  ten  parts 
by  weight  of  distilled  water,  it  should  sediment 
quickly,  leaving  a clear  supernatant  fluid.  In  the 
course  of  an  hour,  bubbles  of  oxygen  begin  to  form 
in  the  sediment  which  in  twenty-four  hours  becomes 
flocculent  and  curdy.  There  is  evolution  of  consid- 
erable oxygen,  five  grams  of  powder  yielding  ten  to 
twenty  cc.  of  oxygen  in  twenty-four  hours. 

CONCLUSION 

It  is  most  important  to  obtain  first  an  anaerobic 
culture  and  identify  the  typical  organism.  This  is 
not  easy  since  most  hospitals  are  not  equipped  to 
do  it. 

Once  having  made  a diagnosis  the  entire  infected 
area,  as  far  as  it  has  burrowed,  must  be  excised 
no  matter  how  mutilating  the  procedure  may  be. 

The  treatment  as  described  should  be  started  at 
once  and  dressings  changed  daily  by  the  doctor 
himself,  following  Meleney’s  instructions  in  every 

detail.  

MANAGEMENT  OF  POSTOPERATIVE 
DISTENTION 

AN  EVALUATION  OF  THE  NASAL  CATHETER 
SUCTION  SIPHON  DRAINAGE* 

Barnard  Davis,  M.D. 

SEATTLE,  WASH. 

Of  a large  series  of  cases  upon  which  major 
abdominal  operations  were  performed  we  have 
been  rather  fortunate  at  Columbus  Hospital  not 
to  have  many  cases  of  postoperative  distention 
and  ileus.  This  has  been  our  observation  of  the 
last  six  months.  Several  cases,  however,  did  occur 
within  the  same  period  of  hospitalization,  conse- 
quently it  has  been  considered  not  untimely  to 
report  the  results  of  our  management  and  append 
our  recommendations. 

' E’rom  Department  of  Suiftery,  Columbus  Hospital. 
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Paralytic  obstruction  is  nearly  always  a disorder 
of  function  associated  with  abdominal  operations, 
in  which  the  viscera  are  handled  or  traumatized. 
As  is  well  known,  the  typical  case  is  ushered  in 
with  a feeling  of  nausea  and  vomiting,  severe  ab- 
dominal discomfort  which  is  due  mainly  to  the 
distended  coils  of  intestine,  absence  of  pain,  dif- 
fuse tenderness  of  abdomen,  elevation  of  tempera- 
ture, rapid  pulse  and  respiration,  and  a general 
state  of  apathy.  The  leukocyte  count  may  rise  to 
above  normal  and  may  also  run  a subnormal  course. 
V^omiting  is  the  most  characteristic  symptom,  and 
is  ushered  in  when  the  ileus  occurs.  At  first  it  may 
be  merely  of  stomach  contents,  but  later  it  is  com- 
posed of  unchanged  bile,  pancreatic  and  intestinal 
secretions.  As  the  disease  progresses  the  vomitus 
becomes  dark,  almost  black,  foul  in  odor.  Then, 
as  the  stomach  fills  up,  the  vomiting  may  be  vio- 
lent and  forceful,  but  in  late  stages  it  acts  as  a 
paretic  stomach  from  which  vomitus  is  the  over- 
flow with  an  occasional  “heaving”  of  a stomach 
full  of  contents,  such  as  a stinking  acrid  black 
fluid.  In  one  of  our  cases  such  was  the  picture. 
The  question  of  constipation  does  not  help  very 
much  in  the  early  stage,  for  there  may  be  some 
peristalsis  below  and  thus  the  bowel  movements 
occur,  but  as  the  ileus  progresses  obstipation  be- 
comes more  complete. 

The  anxious  and  suffering  expression  on  the 
face  of  the  patient,  the  apathy,  prostration,  fever, 
rapid  pulse  and  muscular  weakness  are  generally 
the  result  of  a toxic  absorption.  Invariably  one  will 
see  this  as  part  of  the  picture,  not  only  of  paralytic 
but  also  of  dynamic  ileus.  With  the  advancement 
of  the  disease  prostration  becomes  more  extreme 
and  the  patient  may  lapse  into  a state  of  coma  and 
death.  But  fortunately,  in  the  absence  of  peritoni- 
tis and  with  proper  handling,  the  average  case  has 
the  tendency  to  recover. 

The  objective  in  the  management  of  the  average 
case  is  toward  relieving  the  overdistended  bowel 
1 and  promoting  peristaltic  activity.  It  will  be  stat- 

‘‘  ed,  then,  that  only  that  regime  will  be  outlined 

which  has  given  us  prompt  results  with  the  restora- 
tion of  a happier  convalescing  patient. 

DRUGS 

The  use  of  drugs,  aside  from  the  hypnotics  and 
I sedatives,  are  limited  to  those  which  stimulate 

||  peristalsis.  Mention  is  made  of  the  use  of  strych- 

nine (Bastedo),  pituitrin,  pitressin,  prostigmin  (La 
I Roche),  physostigmine,  eserine,  peristaltine,  pilo- 
carpine, and  acetyl-choline,  but  according  to  recent 
investigations  reported  in  Journal  of  Surgery,  Gyne- 


cology and  Obstetrics,  the  product  of  the  posterior 
pituitary  body,  namely  pituitrin  or  pitressin,  gave 
the  best  results  in  peristaltic  activity  of  all  the 
other  drugs.  Pitressin  is  given  subcutaneously  for 
three  or  four  doses  as  needed,  each  dose  about  an 
hour  apart. 

FLUIDS 

The  administration  of  fluids  constitutes,  perhaps, 
the  greatest  factor  in  restoring  the  patient’s  dis- 
turbed physiologic  functions.  The  loss  of  chlorides 
through  the  vomitus  may  be  replaced  with  saline 
solutions  given  slowly,  subcutaneously  or  intraven- 
ously. Bastedo^  recommends  not  more  than  2500 
cc.  within  twenty-four  hours  so  as  not  to  overload 
the  vascular  channels  with  a state  of  hydremia. 
Combined  with  5-10  per  cent  glucose,  it  is,  perhaps, 
better,  for  it  has  been  shown  in  recent  years  that 
glucose  is  a valuable  detoxifier  aside  from  being 
a form  of  nourishment  to  an  already  starved  pa- 
tient. Dehydration,  alkalosis  and  acidosis  are  thus 
kept  in  check  and  the  patient’s  condition  usually 
shows  more  freedom  from  toxicity. 

HEAT 

Heat  to  the  abdomen  is  a time  honored  pro- 
cedure, and  although  its  empirical  use  has  more 
to  say  for  it  than  its  scientific  application,  it  has 
been  included  in  our  treatment  and  should  be  an 
adjunct  in  all  methods  of  treatment.  In  the  form 
of  turpentine  stupes,  flaxseed  poultices,  heat  pad 
or  light  tent  it  can  be  recommended.  There  appears 
to  be  a return  in  vitality  of  the  intestinal  wall  per 
se,  and  even  an  aid  to  the  nervous  mechanism. 

DIET 

Obviously,  in  the  presence  of  nausea  and  vomit- 
ing, food  is  as  a thorn  in  the  side.  Through  the 
duodenal  tube,  as  will  be  mentioned  subsequently, 
hot  tea,  milk  or  broth  can  be  introduced  as  nausea 
and  the  vomiting  subside. 

ENEMATA 

Once  the  bowel  has  reestablished  its  peristalsis, 
an  enema  will  relieve  the  patient  of  considerable 
flatus  and  feculent  material  that  has  accumulated 
during  the  period  of  obstipation.  Given  too  early, 
when  the  bowel  is  distended,  it  will  usually  only 
relieve  that  part  below  the  sigmoid  flexure,  and  thus 
instill  a false  security  that  the  bowel  has  been  emp- 
tied. It  is  questionable  whether  the  transverse  or 
ascending  colon  has  been  reached.  Consequently, 
care  should  be  exercised  in  the  ordering  of  too 
frequent  enemata  to  an  already  unhappy  patient 
and  a lethargic  bowel.  The  common  routine  enema 

1.  Bastedo,  W.  A. : Materia  Medica  Pharmacologry, 

Therapeutics.  W.  B.  Saunders  Co.,  Philadelphia  and  Lon- 
don, 1932. 
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is  of  hot  water  and  soapsuds  in  small  quantity  up 
to  1000  cc.  This  is  lubricating  and  stimulating. 

For  greater  stimulation  and  irritation  the  suds 
enema  may  be  used,  to  which  are  added  4 cc.  of 
spirits  of  turpentine  or  the  milk  and  molasses 
enema  in  a quantity  of  perhaps  200  cc.,  or  the 
magnesium  sulphate,  glycerine  and  water  enema 
of  equal  parts  up  to  300  cc.  (Homans-). 

For  nutritive  purposes  glucose  solutions  and 
water  are  the  best  suited.  By  means  of  the  Murphy 
drip  slow  administration  at  about  the  rate  of  30 
drops  per  minute  is  recommended.  Under  favorable 
circumstances  this  is  about  the  rate  at  which  water 
is  absorbed  (Homans). 

DECOMPRESSION 

In  recent  years  the  method  of  decompression  as 
first  reported  by  Wangensteen  in  1931,  using  an  in- 
dwelling duodenal  tube  and  applying  continuous 
suction,  has  taken  hold  in  many  large  clinics  almost 
as  a routine  measure.  Wangensteen,  Paine,  et  al.^ 
have  shown  that  it  is  possible  to  decompress  the 
small  bowel  almost  as  far  down  as  the  ileum,  pro- 
vided the  kinks  are  eliminated  by  peristalsis.  They 
encourage  the  use  of  the  suction  siphonage  method 
before  resorting  to  surgery,  but  the  method  has 
even  been  applied  to  the  enterostomy  tube. 

The  technical  details  of  the  procedure  are  essen- 
tially a system  of  a water  syphon  so  modified  as  to 
produce  a continuous  negative  pressure  within  an 
attached  duodenal  tube.  By  relatively  simple  ap- 
plications the  pressure  can  be  increased  negatively 
as  high  as  -1000  cm.  water,  but  rarely  is  this  ever 
necessary.  For  optimal  values  they  have  demon- 
strated that  the  walls  of  the  tube  will  not  collapse 
when  a pressure  of  — 1000  cm.  of  water  is  used. 
However,  from  -70  to  -150  is  all  that  is  usually 
needed. 

The  apparatus  is  diagrammatically  represent- 
ed (fig.  1).  In  the  upper  inverted  bottle  a nega- 
tive pressure  is  created  because  water  tries  to  run 
out  through  the  rubber  tube  leading  to  the  lower 
bottle.  This  negative  pressure  is  transmitted 
through  the  longer  glass  tube  and  is  sufficient  to 
aspirate  any  gas  or  fluid  in  the  vicinity  of  the 
duodenal  tube.  Whether  or  not  the  free  end  of  the 
long  glass  tube  is  below  or  above  the  water  level, 
suction  will  take  place.  The  duodenal  tube  should 
be  perforated  for  about  nine  inches  proximal  to 
the  tip  so  that  immediate  emptying  of  the  stomach 
will  occur.  It  may  be  introduced  further  into  the 

2.  Homans,  J. ; Textbook  of  Surgery,  Charles  C.  Thomas 
Publisher.  Springfield,  111.,  1935. 

3.  Wangensteen,  O.  H.  and  Paine,  J.  R. : Treatment  of 
Acute  Intestinal  Obstruction  by  Suction  with  Duodenal 
Tube.  J.A.M.A.  101:1532-1539,  Nov.  11,  1933. 


Fig.  1.  Diagram  of  the  apparatus  we  use  (recommended 
by  Wangensteen  and  Paine).  It  may  be  constructed  very 
easily  by  using  empty  bottles  from  intravenous  solutions, 
two  pieces  of  glass  tubing  (one  long  and  one  short),  and 
about  ten  feet  of  rubber  tubing  for  connecting. 

duodenum  to  rapidly  decompress  that  part.  Then, 
as  fluid  and  gas  accumulate  and  regurgitate  from 
the  distended  distal  portions  or  from  swallowed 
air,  both  organs  are  simultaneously  emptied  through 
the  perforations  extending  the  nine  inches  above  the 
top.  With  the  promotion  of  peristalsis  and  the 
movements  of  the  patient,  larger  quantities  are 
brought  up  from  distended  lower  parts. 

When  aspiration  is  not  needed,  the  tube  can  be 
left  in  place  and  the  stomach  lavaged  through  an 
adjoining  Y tube,  or  hot  tea  or  milk  can  thus  be 
introduced. 

RECTAL  TUBE 

Owing  to  the  sharply  angulated  flexure  of  the 
sigmoid,  little  can  be  accomplished  in  the  way  of 
decompressing  the  large  bowel  through  the  rectal 
tube. 

We  have  applied  this  procedure  to  several  of 
our  cases  and  are  gratified  with  the  results  ob- 
tained. 

CASE  REPORT 

Case  1.  W.  R.,  young  male,  white,  was  returned  from  the 
surgery  following  an  appendectomy.  His  postoperative  con- 
dition was  fair  until  about  the  third  postoperative  day, 
when  he  complained  of  considerable  abdominal  distress.  A 
Harris  drip  was  started  with  scarcely  any  relief.  His  tem- 
perature rose  to  102°  F.  and  pulse  to  110.  His  condition 
remained  unchanged  the  following  day,  but  with  more  dis- 
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tention  and  nausea.  The  next  day  he  vomited  a large 
amount  of  dark  green  fluid.  He  was  very  restless  and  irra- 
tional. Toward  the  evening  he  was  markedly  distended 
and  this  time  he  violently  “heaved”  about  a liter  of  dark 
green  vomitus  almost  clear  across  the  room,  scarcely  miss- 
ing the  attending  nurse. 

He  was  seen  immediately  by  myself  and  found  to  be 
very  distended,  nauseated,  toxic,  unable  to  pass  gas,  dif- 
fusely tender  in  the  abdomen,  sweating  profusely  and 
almost  prostrate.  The  abdomen  was  quiet.  A continuous 
suction-syphon  apparatus  was  set  up  and  a duodenal  tube 
inserted.  Within  two  hours  so  much  gas  and  fluid  had 
been  aspirated  to  approximate  3000  cc.  He  remarked  that 
he  felt  considerably  relieved.  Palpitation  of  the  abdomen 
showed  an  immediate  softening. 

Through  the  adjacent  Y tube  the  stomach  was  lavaged 
with  warm  saline  and  allowed  to  return  via  the  suction 
apparatus.  The  tube  was  kept  in  place  for  three  days,  dur- 
ing which  time  the  patient  had  been  steadily  improving. 
On  the  second  day  he  e.xpelled  a large  amount  of  flatus 
and  was  able  to  take  sips  of  hot  water  without  any  dis- 
comfort. .\lso  hot  milk  was  introduced  through  the  tube. 
He  was  given  glucose  10  per  cent  in  1000  cc.  saline  every 
eight  hours  for  three  days.  Remarkable  improvement  re- 
sulted and  the  tube  was  removed  on  the  third  morning. 

Case  2.  C.  S.  J.,  a young  married  female,  following  an 
operation  for  a ruptured  tubal  pregnancy  developed  nausea, 
vomiting  and  distention  on  the  second  postoperative  day. 
Rectal  tubes  gave  no  relief.  A suction  tube,  applied  with 
pitressin  given  subcutaneously  for  three  doses,  resulted  in  a 
large  amount  of  fluid  and  gas  being  aspirated.  The  abdo- 
men soon  became  softer  and  the  patient  was  considerably 
more  comfortable.  After  twenty-four  hours  the  tube  was 
removed. 

Case  3.  E.  E.  H.,  a middle  aged  married  female,  was  in 
for  a pelvic  operation.  On  the  second  postoperative  day 
she  complained  of  nausea,  vomiting,  abdominal  discom- 
fort, tenderness  and  unable  to  pass  gas.  A duodenal  tube 
was  inserted  with  siphonage.  Immediately  there  returned 
a large  quantity  of  dark  brown  to  greenish  fluid  with  gas. 
This  patient  was  of  a severely  nervous  temperament,  con- 
sequently we  had  repeatedly  to  remove  and  reinsert  the 
tube.  This  hampered  our  result,  but  on  the  third  day  the 
bowel  had  reestablished  its  activity  and  the  patient  ap- 
peared as  delivered  from  among  the  thorns. 

SUMMARY 

1.  Pitressin  given  subcutaneously,  amp.  1.  q.  h. 
for  three  to  four  doses,  is  very  effective  to  relieve 
postoperative  distention.  Strychnine  is  perhaps  sim- 
ilarly effective  (Bastedo). 

2.  Large  quantities  of  saline  with  5-10  per  cent 
glucose  not  to  exceed  2000  cc.  daily  will  be  effective 
in  preventing  dehydration,  acidosis  and  alkalosis, 
along  with  furnishing  nourishment  and  electrolytes. 

3.  Heat  is  a valuable  adjunct.  It  helps  restore 
the  bowel  vitality  and  aid  nervous  mechanism. 

4.  Diet.  Nothing  by  mouth  during  period  of 
nausea  and  vomiting.  Later  patient  can  be  fed 
through  tube. 

5.  Enemata.  To  be  used  with  discretion. 

6.  Decompression  of  the  bowel  with  nasal  cathe- 
ter suction  siphonage  is  the  most  effective  imme- 
diate procedure. 
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DIAGNOSIS 

How,  then,  can  we  best  arrive  at  the  correct  diag- 
nosis? Not,  of  course,  by  one  procedure  alone,  but 
by  the  utilization  of  all — history,  physical  exam- 
ination, laboratory  tests,  roentgen  studies.  I have 
found  that,  notwithstanding  the  notable  advances 
made  in  roentgen  procedure,  in  the  study  of  duo- 
denal contents  and  in  other  technical  methods  which 
are  always  increasing  our  already  very  large  debt 
to  the  roentgenologist,  the  research  worker  and  the 
technician,  it  is  from  a carefully  taken,  thorough 
and  well-digested  history  of  the  case,  the  noting  of 
the  mode  of  onset,  the  early  symptoms,  the  change 
of  symptoms,  the  picture  as  it  progresses  and  the 
various  factors  which  modify  it;  it  is  from  such  that 
we  can  obtain  the  most  reliable  diagnostic  data. 

The  history,  sometimes  almost  forgotten,  of  a 
severe  attack  or  attacks  of  right  epigastric  or  hypo- 
chondrium  pain  which  requires  morphia  hypoder- 
mically for  its  relief,  the  story  of  attacks  with  jaun- 
dice and  slight  rise  in  temperature,  of  a cholic 
stool  and  cholic  urine,  or  persistent  or  remittent 
pain  or  tenderness  in  the  right  upper  quadrant  or 
of  nocturnal  flatulent  gastric  dyspepsia;  it  is  from 
these  departures  from  the  normal  that  often  we 
make  our  final  diagnosis  and  plan  our  treatment. 
Two  or  three  years  ago  from  a very  careful  analy- 
sis of  the  large  material  in  our  clinic,  we  found  that 
by  utilizing  history  alone  with  the  usual  routine 
physical  examination,  a correct  diagnosis  was 
reached  in  about  80  per  cent  of  the  cases  of  biliary 
tract  disease  as  judged  by  their  subsequent  history 
and  treatment. 

Next  in  value,  of  course,  is  cholecystography  by 
the  Graham  method.  But  our  experience  has  been 
that  by  this  method  alone  the  chance  of  error  is 
slightly  greater  than  by  analysis  of  the  history  of 
each  patient  alone,  if  judged  by  the  same  criteria. 
In  our  series  by  the  Graham  method,  we  have 
found  both  a positive  and  negative  error  of  about 
20  per  cent;  in  other  words,  about  20  per  cent 
of  the  cases  diagnosed  roentgenologically  as  patho- 
logic were  found  to  be  normal  and  about  20  per 
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cent  of  those  diagnosed  as  normal  were  found  to  be 
pathologic.  However,  we  have  used  practically  ex- 
clusively the  oral  technic  and  the  margin  of  error  is 
certainly  somewhat  greater  by  this  method  than  it 
is  after  the  intravenous  administration  of  the  dye. 
It  is  needless  to  say  that  in  all  suspected  cases, 
one  should  never  be  satisfied  with  but  one  series 
of  films.  But,  as  we  have  already  mentioned,  varia- 
tion in  the  concentrating  power  of  the  gallbladder 
and  of  the  absorptive  power  of  the  intestinal  mu- 
cosa and  probably  anatomic  variations  in  the  nor- 
mal gall  bladder  as  well,  must  per  se  produce  varia- 
tions in  density  of  shadow  which  are  likely  to  be 
regarded  as  pathologic,  but  which  in  reality  may  be 
within  normal  limits. 

hs  to  the  value  of  the  so-called  medical  drain- 
age of  the  gallbladder  as  a diagnostic  procedure, 
there  is  the  widest  divergence  of  opinion.  Some  be- 
lieve in  it  implicitly,  others  deny  its  value  alto- 
gether. Personally  I find  it  so  disappointing  in  the 
majority  of  cases  that  I do  not  do  it  as  a routine 
measure,  mainly  because  the  subacidity  and  achlor- 
hydria so  common  in  biliary  tract  disease  changes 
the  normal  sterile  duodenum  into  one  filled  with  all 
kinds  of  bacteria,  with  the  obvious  conclusion  that 
bacterial  studies  are  of  little  or  no  value.  However, 
occasionally  the  presence  of  a protozoon  such  as 
Lambia  may  clear  up  a puzzling  case.  Cytologic  stud- 
ies have  been  disappointing  because  of  the  absolute 
inability  to  determine  the  origin  of  the  cells  while, 
in  our  experience  at  least,  the  presence  of  frag- 
ments of  cholesterfn  or  bilirubin  calcium  crystals 
is  not  at  all  diagnostic  of  gallstones  because  they 
are  frequently  found  when  no  pathology  is  pres- 
ent. I do,  however,  use  the  method  occasionally 
in  certain  very  puzzling  cases,  especially  when  I 
want  to  get  some  additional  information  as  to  the 
extent  of  the  infection  of  the  entire  biliary  tree  or 
as  a procedure  after  cholecystectomy  to  see  how 
much  residual  pathology  is  left  in  the  liver. 

The  first  two  of  these  procedures,  history  and 
roentgen  ray,  are  our  main  diagnostic  props,  al- 
ways combined,  of  course,  with  the  general  physi- 
cal examination  and  the  ordinary  laboratory  pro- 
cedures. Sometimes  it  is  interesting  to  estimate  pan- 
creatic ferments  in  duodenal  contents  or  stool,  to 
see  if  we  can  learn  something  about  the  condition 
of  the  pancreas  or  to  make  liver  function  tests,  be- 
cause of  the  frequency  with  which  liver  involvement 
is  present.  Unfortunately  these  tests  of  liver  func- 
tion are  extremely  unsatisfactory.  The  liver  is  so 
protean  in  its  activities,  it  has  so  many  functions 
that  in  the  vast  majority  of  cases  the  tests  are  of 


little  value.  Such  tests  as  galactose,  levulose,  V'^an 
den  Bergh,  icteric  index,  bromsulphalein,  urobilino- 
gen or  retention  of  various  dyes  may  occasionally 
help,  but  in  most  cases  they  are  extremely  disap- 
pointing. 

TREATMENT 

After  the  diagnosis  has  been  made,  what  is  the 
proper  method  of  treatment?  Is  surgical  or  non- 
surgical  therapy  indicated?  And  if  surgery  is  de- 
cided upon,  what  is  the  operation  of  choice?  By 
the  various  methods,  what  are  the  chances  of  cure 
or  of  relief?  What  is  the  percentage  of  failures 
and  what  are  the  possible  complications? 

There  is  an  everincreasing  feeling  that  in  the 
treatment  of  diseased  gallbladder,  surgery  has  been 
disappointing  in  a number  of  cases.  Is  this  feeling 
justified,  and  if  so  what  is  the  reason  for  failure? 

To  my  mind  there  is  no  question  that  in  the 
very  definite,  very  severe  lesions  of  the  gallbladder 
— suppuration,  gangrene,  perforation,  stone — where 
frequent  or  severe  attacks  of  gallstone  colic  take 
place,  surgery  is  the  only  procedure  to  consider. 
Whether,  in  the  former  group,  one  should  operate 
during  the  acute  stage,  doing  a cholecystectomy  if 
possible,  whether  one  should  wait  until  that  stage 
is  over,  confident  that  even  if  perforation  does 
occur,  the  omentum  will  prevent  general  peritoneal 
infection,  still  is  a moot  question.  Graham,  for  ex- 
ample, “has  not  advised  an  operation  on  an  ‘acute 
gallbladder’  for  four  years  and  except  for  the  find- 
ing of  an  occasional  pericholecystic  abscess,  which 
probably  represents  the  perforation  of  an  acutely 
inflamed  gallbladder,  has  seen  only  two  cases  of 
perforation  causing  general  peritonitis.” 

Mentzer,  however,  says:  “Of  course  certain  op- 
erations on  the  acute  gallbladder  may  be  postponed 
because  of  their  usual  walling  off  by  the  omentum, 
but  in  the  present  state  of  our  knowledge  we  can- 
not definitely  diagnose  a case  of  perforation,  gan- 
grene or  acute  empyema.”  D’Albru  has  recently  re- 
ported three  such  cases  of  acute  perforation  re- 
quiring immediate  surgery  in  a series  of  one  hun- 
dred and  twelve  cases. 

As  I said  before,  a great  many  surgeons,  there- 
fore, believe  that  the  acute  gallbladder  should  be 
treated  as  the  acute  appendix,  that  is,  immediate 
surgery,  and  according  to  certain  American  sur- 
geons, who  suggest  this,  the  mortality  is  not  greater 
than  in  the  interval  operation.  The  Germans,  how- 
ever, are  opposed  to  this  radical  view  because  they 
report  that  the  mortality  is  three  times  greater,  if 
the  operation  is  done  during  the  acute  stage  rather 
than  an  interval  operation. 
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Which  is  correct?  Are  our  surgeons  more  skillful 
or  are  the  Germans  more  truthful? 

I believe  the  majority  of  surgeons  subscribe  to 
the  more  conservative  attitude  and  I feel  quite 
certain  that,  if  a patient  is  under  the  most  inten- 
sive observation,  most  of  these  rare  cases  can  be 
diagnosed  relatively  early  and  operated  upon  im- 
mediately. The  study  of  the  patient,  the  leukocyte 
count,  the  differential  count,  the  temperature  chart, 
usually  one  or  the  other  of  these  gives  us  the  clew 
that  we  are  dealing  with  a condition  which  needs 
immediate  surgery. 

As  to  the  prognosis  in  operations  upon  the  se- 
verely diseased  gallbladder;  Even  in  those  with 
symptoms  of  severe  infections,  usually  it  is  good. 
If  patients  weather  successfully  the  immediate  op- 
erative and  postoperative  dangers,  their  subsequent 
condition  usually  is  good.  Incidentally,  it  is  rather 
a wise  rule  to  remember  that  in  abdominal  surgery 
the  more  severe  the  symptoms,  the  more  definite 
the  diagnosis,  and  the  more  obvious  the  surgical 
need,  the  better  are  the  results  obtained. 

In  the  chronic  cases  of  cholecystitis,  with  or  with- 
out stones,  when  the  symptoms  are  not  fulminat- 
ing or  acute,  when  the  attacks  are  not  severe  or 
frequent,  what  should  be  our  attitude  as  regards 
treatment?  Does  surgical  or  nonsurgical  treatment 
offer  the  better  prognosis?  Should  we  accept  the 
view  of  certain  surgeons  and  say  that  every  dis- 
eased gallbladder  should  be  removed  as  early  as 
possible  because  by  so  doing  a potential  focus  of 
infection  will  have  been  eliminated,  the  associated 
hepatitis  and  biliary  tract  infection  usually  will 
quickly  subside,  it  will  minimize  the  possibility  of 
secondary  lesions — pancreatitis,  diabetes,  persistent 
functional  dyspepsia — and  the  possibility  of  malig- 
nant degeneration  will  be  reduced  to  a minimum? 
Or,  should  one  say  it  is  in  just  this  group  of  cases 
in  which  operation  should  be  postponed  indefinitely, 
if  possible,  because  the  dangers  of  waiting  are  far 
outweighed  by  the  possible  or  probable  postopera- 
tive sequelae?  What  are  these  possible  sequelae? 
Among  them  are  piostoperative  adhesions,  common 
duct  stone,  possibly  sometimes  pushed  down  into 
the  common  duct  during  the  manipulation  of  oper- 
ation. Either  of  these  often  absolutely  reproduces 
the  original  syndrome  or  a new  syndrome  often  as 
bad,  such  as  periodic  attacks  of  greater  or  lesser 
obstruction,  periodic  attacks  of  biliary  tract  in- 
fection or  even  persistent  low  grade  biliary  tract 
disease,  causing  symptoms  sometimes  more  severe 
than  the  original  picture.  The  fact  remains  that 
functional  disturbances  often  remain  after  gallblad- 


der removal  for  these  have  become  so  well  estab- 
lished that  they,  not  the  underlying  pathology, 
dominate  the  picture. 

Again,  one  must  appreciate  the  fundamental  con- 
ception that  certain  chronic  “gallbladder”  cases  in 
reality  present  symptoms  far  more  referable  to  dis- 
eased liver  and  biliary  tract  than  to  the  gallbladder 
alone,  the  gallbladder  playing  but  a minor  role. 
Here,  its  removal,  even  with  the  compensatory  bil- 
iary tract  dilitation,  often  brings  about  no  benefit 
but  often  real  harm  by  the  effect  of  postoperative 
adhesions.  Perhaps  even  more  important  still  is 
the  fact  that  from  these  patients  we  have  removed 
a crutch  upion  which  we  may  have  to  lean  heavily, 
if  the  infection  of  liver  and  biliary  tract  does  not 
subside. 

It  is  an  argument  in  favor  of  cholecystostomy 
rather  than  cholecystectomy  in  certain  cases,  be- 
cause if  the  drainage  from  cholecystostomy  should 
not  clear  up  the  picture,  the  gallbladder  later  may 
be  anastomosed  to  the  stomach,  thus  providing  a 
channel  for  free  permanent  drainage.  This  is  a far 
wiser  and  safer  procedure  than  is  a long  continued 
drainage  through  a densely  tied-up  common  duct  by 
means  of  ordinary  catheter  or  a T-tube  or  by  an 
attempt  to  establish  a fistula  and  then  transplant 
it  into  the  stomach.  Thus,  cholecystostomy  seems 
to  me  a very  wise  procedure  to  consider  when  there 
is  marked  evidence  of  hepatitis  or  of  extensive  in- 
fection of  the  rest  of  the  biliary  tree.  Of  course,  I 
am  sure  that  cholecystectomy  is  by  far  the  best 
operation  in  the  vast  majority  of  cases.  I am  equally 
sure  that  it  is  the  worst  operation  in  that  small 
group  where,  in  addition  to  gallbladder  disease, 
there  is  evidence  of  extensive  disease  of  liver  and 
biliary  tract  as  well. 

I feel  very  strongly  that  in  the  case  of  chronic 
cholecystitis,  unless  the  operative  indications  seem 
very  definite,  especially  if  the  picture  is  blurred 
and  the  symptoms  indefinite  and  where  we  lay  our 
diagnosis  more  on  the  altar  of  cholecystography 
than  on  that  of  symptomatology,  and  in  those  cases 
where  there  is  evidence  that  the  symptoms  are  in- 
creased by  an  unstable  psyche,  it  is  far  wiser  to 
postpone  operation  sometimes  indefinitely,  some- 
times until  we  have  proven  that  all  other  measures 
are  ineffective. 

In  this  group  of  cases,  what  nonsurgical  meas- 
ures can  we  offer?  What  is  their  chance  of  reliev- 
ing the  symptoms  in  whole  or  in  part,  in  bringing 
about  a clinical  even,  if  not,  an  anatomic  cure  be- 
cause, of  course,  no  medical  measures  can  dissolve 
gallstones,  cause  adhesions  to  disappear  or  make 
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new  mucous  membrane  or  bladder  wall  which  has 
been  chronically  thickened  by  disease?  What  are 
the  principles  governing  the  medical  treatment  of 
these  cases?  What  can  it  hope  to  do?  Is  it  likely 
to  be  successful  in  a considerable  proportion  of  the 
cases?  Can  it  relieve  a number  of  patients  so  that 
they  are  relatively  well?  Will  it  be  so  effective 
that  fever  or  jaundice  or  evidences  of  periodic,  com- 
mon duct  obstruction  or  attacks  of  gallstone  colic 
will  not  recur?  Or,  if  they  do,  will  they  be  of  so 
much  less  severity  and  at  so  much  longer  intervals 
that  the  patient  will  be  satisfied?  Will  the  under- 
lying pathology  be  improved  or  at  least  not  be 
progressive? 

As  I see  it,  our  two  main  objects  in  medical 
treatment  are;  first,  to  minimize  the  chances  of  re- 
infection of  the  biliary  tract;  and  second,  to  pro- 
mote free  biliary  drainage.  The  first  goal  sought 
is  brought  about  by  keeping  mouth,  teeth,  tonsils 
and  sinuses  in  as  perfect  condition  as  possible;  by  ' 
avoiding  in  the  diet  mechanical,  chemical  or  ther- 
mic irritants,  highly  seasoned  foods,  rich  foods,  ex- 
cessively coarse  foods  and  for  most  patients,  prob- 
ably alcohol,  so  that  the  chance  of  gastritis  and 
duodenitis  is  reduced  to  an  irreducible  minimum, 
finally,  to  avoid  constipation  or  diarrhea  so  that 
there  is  a minimal  chance  of  infection  from  the 
colon. 

One  should  never  forget  that  the  weight  of  evi- 
dence is  in  favor  of  the  lower  bowel  playing  a large 
role  in  liver  and  biliary  tract  infection.  It  is,  there- 
fore, essential  that  the  lower  bowel  be  kept  in  good 
condition,  because  unquestionably  the  recurrences 
of  biliary  tract  diseases  are  due  in  most  cases  to 
reinfection  from  this  source. 

Disinfecting  of  the  biliary  tract  by  some  drug 
such  as  methenamine  by  mouth  as  suggested  by 
Hurst  is  highly  chimerical,  as  it  would  take  sev- 
eral hundred  grains  a day  to  render  the  bile, 
through  which  it  is  partly  eliminated,  inhibitory  to 
the  growth  of  bacteria. 

As  to  the  second  requisite  in  treatment,  the  pro- 
motion of  free  biliary  drainage,  we  have  many 
means  at  our  command  but  none  so  good  as  that 
method  most  physiologic  of  all,  the  utilization  of 
the  normal  gallbladder  emptying  by  the  intake  of 
food;  frequent  feedings,  a proper  nonirritating  diet, 
with  large  amounts  of  those  substances  especially 
effective  in  emptying  the  gallbladder,  such  as  but- 
ter, cream,  olive  oil  and  esj>ecially  egg  yolk.  These 
foods  are  to  be  given  in  large  amounts  even  if 
gallstones  are  present,  for  the  evidence  is  distinctly 
against  their  playing  any  definite  role  in  gallstone 


formation.  In  my  experience  the  only  justification 
for  their  elimination  from  diets  is  when  jaundice 
is  present.  This  is  the  fundamental  dietetic  pro- 
cedure. It  is  really  quite  remarkable  how  often 
olive  oil  before  meals  or  on  waking,  or  one  or  two 
raw  eggs  at  night,  will  bring  about  a rapid  empty- 
ing of  the  gallbladder  and  often  act  as  a gentle 
laxative  as  well.  We  use  these  foods  to  empty  the 
gallbladder  in  cholecystography;  why  be  afraid  of 
them  in  our  treatment  of  disease? 

All  the  salines  help.  A morning  dose  of  phos- 
phate or  bicarbonate  of  soda,  magnesium  sulphate, 
the  “Bourget  mixture,”  ordinary  table  salt  or  lemon 
juice  and  soda,  or  perhaps  better  still  a smaller 
dose  shortly  before  each  of  the  three  meals,  given 
preferably  in  hot  water,  often  is  singularly  effective. 
It  is  well  to  remember  that  magnesium  sulphate 
is  not  a specific,  is  not  sacrosanct,  that  all  salines 
have  the  same  effect  to  a greater  or  lesser  degree. 
.Also,  one  should  not  forget  that  magnesium  sul- 
phate by  mouth  in  capsules  or  in  saturated  solution 
is  just  as  effective  a cholagogue  as  when  adminis- 
tered through  that  most  unphysiologic  of  instru- 
ments, the  duodenal  tube.  It  may  be  good  psycho- 
therapy to  use  the  tube  in  certain  cases;  it  cer- 
tainly is  not  indicated  as  a physical  agent  and  I, 
for  one,  prefer  to  give  my  suggestive  treatment, 
if  that  seems  necessary,  by  more  rational,  less  ex- 
pensive and  less  time-consuming  methods. 

These  are  our  two  main  measures  of  attack  and, 
while  in  certain  cases  antispasmodics  such  as  atro- 
pine or  belladonna,  mild  sedatives  or  dilute  hydro- 
chloric acid  may  help,  they  do  not  play  a promi- 
nent role  in  therapy.  How  many  cases  can  we  help 
by  these  methods,  combined,  of  course,  with  rest, 
exercise,  diversion,  sleep  in  the  proper  dosage? 
Few,  if  any,  of  course,  with  fulminating  or  acute 
lesions;  a fair  proportion  of  the  cases  with  a his- 
tory of  gallstone  colic,  a large  number  of  cases  of 
chronic  cholecystitis  with  or  without  stones. 

We  have  many  such  cases  which  go  for  months 
and  even  for  years  with  no  symptoms,  or  practically 
none,  when  willing  to  follow  their  regimen.  This 
is  probably  a wise  procedure  for  the  danger  of 
malignant  degeneration  is  slight  and  progressive 
damage  to  gallbladder,  liver  or  biliary  tree  improb- 
able if  the  condition  is  kept  quiescent  by  such  pro- 
cedure. 

What  is  the  percentage  of  cures  of  these  cases 
which  are  treated  surgically?  Ask  the  surgeon  and 
he  will  tell  you  from  85  to  90  per  cent  or  more. 
But  this,  I am  sure,  is  far  too  high,  for  the  surgeon 
is  an  incurable  optimist.  Often  it  is  impossible  for 
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him  to  know  of  his  failures,  for  when  there  are  fail- 
ures, the  patient  rarely  returns  to  that  surgeon  for 
advice  but  goes  to  an  internist  or  to  another  sur- 
geon. 

In  our  Clinic  at  Johns  Hopkins  Hospital  some- 
thing more  than  one-quarter  of  our  patients  operated 
on,  subjects  chosen  with  great  care  as  fit  for 
surgery  by  conference  of  surgeons  and  clinicians, 
come  back  to  us  complaining  of  the  same  or  differ- 
ent symptoms,  but  complaining!  Dr.  Howard,  one 
of  my  associates,  published  in  complete  detail  the 
results  of  the  analyses  of  eighty-four  cases  in  my 
private  practice  on  whom  I had  advised  surgery 
and  where  it  was  possible  to  find  out  exactly  what 
the  ultimate  results  of  the  operation  were.  On  sixty- 
three  of  these  cases  cholecystectomy  had  been  per- 
formed, on  thirteen  cholecystostomy,  on  one  chole- 
cystogastrostomy,  on  one  choledochotomy,  and  on 
the  remainder  the  separation  of  adhesions.  In  four, 
I had  a cholecystectomy  done  following  an  earlier 
cholecystostomy. 

Our  surgical  mortality  was  4.7  per  cent,  a little 
higher  than  the  3.6  per  cent  of  Eusterman’s  series 
of  803  cases.  Of  our  series,  59  per  cent  had  complete 
cure,  relative  cure  or  relief  from  the  disagreeable 
symptoms;  but  this  leaves  the  rather  striking  figure 
of  41  per  cent  in  which  operative  treatment  was 
unsuccessful,  a figure  sufficiently  high  to  make  us 
very  careful  in  our  decision  in  each  individual  as 
to  whether  surgical  or  nonsurgical  treatment  is  the 
better  procedure. 

I,  for  one,  therefore,  cannot  feel  that  surgery 
should  be  indiscriminately  advised  for  all  cases  of 
gallbladder  pathology.  It  has  a definite  mortality; 
it  has  a considerable  proportion  of  failures;  it  has 
many  postoperative  possibilities  which  may  make 
the  second  state  of  the  patient  the  same  as,  or  even 
worse,  than  the  first. 

PEPTIC  ULCER 

And  now  to  the  other  great  battlefield  of  the 
abdomen,  peptic  ulcer,  the  seat  of  many  pyrrhic 
contests!  First,  between  surgeons  and  internists, 
and  then,  after  a brief  truce,  with  unabated  vio- 
lence between  the  surgeons  themselves  with  their 
many  and  absolutely  different  operative  procedures, 
and  the  clinicians,  each  with  his  diet  or  method  or 
drug; 

“Each  champion  to  the  other’s  virtue  blind 
And  thinks  his  treatment  only  cures  mankind.” 

These  controversies  are  still  unsettled.  The  rea- 
son for  this  is  apparent  when  we  realize  how  we  are 
still  ignorant  as  to  the  cause  of  ulcer  and  how  di- 
vergent still  are  the  views  as  to  what  factors  play 


the  fundamental  role  in  its  development.  In  other 
words,  how  uncertain  we  still  are  in  regard  to  that 
most  paramount  question  in  every  disease,  its  eti- 
ology. 

We  do  not  know  the  primary  cause  of  ulcer. 
Rosenow  and  others  have  been  able  to  reproduce 
ulcers  by  injecting  streptococci  obtained  from  the 
mouth  or  sinuses  in  cases  of  ulcer.  But  this,  again, 
is  far  from  saying  that  infection  due  to  trained 
microorganisms  is  the  primary  cause.  Subcutaneous 
or  intravenous  injections  of  various  proteins  in  cer- 
tain cases  unquestionably  relieve  some  symptoms 
of  ulcer  and  definitely  lessen  hypertonus  and  pyloro- 
spasm,  but  this  does  not  prove  that  allergy  is  the 
primary  cause. 

Reflex  disturbances  from  elsewhere,  notably  from 
a diseased  appendix  or  gallbladder,  may  produce 
pylorospasm,  hyperchlorhydria,  delayed  emptying, 
possibly  constricture  of  certain  vessels,  and  these 
may  lead  to  ulcer.  But,  again,  this  does  not  say  that 
the  primary  cause  of  ulcer  is  due  to  disturbances 
elsewhere.  The  experimental  development  of  ulcer 
on  a diet  low  in  vitamins  is,  of  course,  well  known, 
but  here,  again,  this  is  not  proof  that  ulcer  is  a 
deficiency  disease.  Partial  destruction  of  the  ad- 
renals may  produce  gastric  or  duodenal  ulcer,  but 
this  does  not  mean  that  it  is  due  to  adrenal- 
splanchnic  dysfunction.  Vagectomy  occasionally 
succeeds  where  all  other  forms  of  treatment  fail, 
but  this,  again,  is  no  proof  that  the  vagus  is  pri- 
marily responsible  for  ulcer. 

It  is  a well  known  fact  that  shock  and  psychic 
disturbances  of  all  kinds  can  bring  about  a recrudes- 
cence of  the  ulcer  syndrome  in  those  who  have 
had  an  ulcer  history,  but  this,  again,  does  not  prove 
that  ulcer  is  a psychogenic  rather  than  a physical 
problem,  although  the  proper  handling  of  the  psy- 
chic and  emotional  side  plays  an  enormous  role  in 
the  treatment  and  prevention  of  ulcer  as  well  as 
the  treatment  of  the  underlying  autonomic  imbal- 
ance so  often  met  with. 

Is  it  fundamentally  of  vascular  origin?  Has 
something  produced  a lessening  or  shutting  off  of 
the  local  blood  supply  with  blanching  of  the  mucous 
membrane  due  to  lessened  circulation,  lowering 
of  cell  resistance  with  cell  death,  and  subsequent 
digestion  by  the  gastric  juice?  Is  this  disturbance 
in  blood  supply  due  to  pylorospasm,  secondary  to 
local  pyloritis?  Is  it  due  to  true  local  vascular  dis- 
ease, sclerosis  or  thrombosis  or  embolism  or  small 
aneurysm?  May  trauma,  due  to  a great  variety 
of  causes — food,  drink,  alcohol,  careless  habits  of 
eating — play  a definite  part?  With  our  modern 
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tendency  always  to  lay  special  stress  on  functional 
disturbances  due  to  the  strain  of  life,  to  maladjust- 
ment, to  the  great  variety  of  psychic  traumata  to 
which  we  are  all  exposed,  may  we  not  have  forgot- 
ten that  after  all  organic  disease  and  chronic  inflam- 
mation are  still  with  us  and  must  be  considered 
as  well? 

Recently  the  opinion  has  been  rapidly  gaining 
ground,  especially  in  Germany,  that  ulcer  is  simply 
an  accident  or  incident  in  the  course  of  a gastritis 
or  duodenitis,  and  Faber  goes  so  far  as  to  say  in  his 
recent  book,  “the  disease  which  leads  to  chronic 
ulcer  in  the  first  instance  must  be  a gastritis  or  gas- 
troduodenitis  which  is  subacute,  or  rather,  chronic 
with  acute  periods,  and  that  this  gastroduodenitis 
gives  rise  to  erosions,  sometimes  to  acute  ulcers  and 
at  last  to  chronic  ulcers.” 

I cannot  agree  with  this  in  its  entirety  because, 
while  unquestionably  a preceding  gastritis  or  duo- 
denitis is  found  or  suggested  in  a certain  propor- 
tion, it  fails  to  explain  that  large  number  of  cases 
of  duodenal  ulcer  which  begin  with  the  classic  syn- 
drome with  absolutely  no  evidence  of  any  preced- 
ing gastric  or  duodenal  inflammation,  nor  does  it 
e.xplain  cases  where  the  first  digestive  symptom  is 
that  of  perforation  or  hemorrhage. 

After  all,  perhaps  peptic  ulcer  is  not  a definite 
disease  but  a tendency,  an  attitude  of  body  and 
perhaps  an  attitude  of  mind,  where  a great  variety 
of  contributory  factors  will  bring  about  the  devel- 
opment of  ulcer  in  those  with  these  constitutional 
commitments. 

A year  hardly  passes  without  some  new  con- 
tribution to  this  question  of  etiology.  For  instance, 
Babkin  suggests  it  may  be  due  to  some  variation 
in  the  relative  amount  of  acid  and  pepsin  and  pro- 
tective mucin,  due  to  some  disturbance  in  sympa- 
thetic and  parasympathetic  activity  of  local  or 
reflex  or  psychic  origin,  for  each  of  the  different 
types  of  cells  has  a somewhat  different  innervation 
and  imbalance  could  theoretically  produce  such  a 
condition.  Or  perhaps  it  is  some  disturbance  in  the 
mucoprotein  in  these  cells.  And  one,  of  course,  re- 
members the  work  of  Ivy,  showing  that  the  reflux 
of  alkalin  fluid  from  the  duodenum  plays  an  enor- 
mous role  in  the  prevention  of  ulcer.  While  ulcer 
always  arises  from  the  digestion  of  a localized  area 
or  areas  of  gastric  or  duodenal  mucosa,  this  cannot 
be  due  to  hydrochloric  acid  alone  because  many 
patients  have  much  higher  acid  readings  without 
ulcer  development  and  in  many  cases  of  ulcer  the 
readings  are  higher  in  the  periods  of  remission  than 
in  those  of  activity. 


In  diagnosing  ulcer  we  must  remember  that  there 
may  be  no  symptoms  whatsoever  through  life,  that 
the  first  symptoms  may  be  hemorrhage  or  perfora- 
tion, that  in  gastric  ulcer  the  only  symptom  is  often 
that  of  functional  dyspepsia  and  that  the  diagnosis 
of  gastric  ulcer  is  always  uncertain.  Here,  even  with 
repeated  roentgen  examination,  the  picture  is  often 
difficult  to  interpret.  In  the  very  case  in  which  we 
want  to  know  most,  the  readings  are  often  most 
indefinite. 

The  story  of  duodenal  ulcer,  however,  is  entirely 
definite.  It  is  unquestionably  correctly  diagnosed 
in  a large  majority  of  cases  and  this  is  fortunate 
because  it  is  met  with  from  three  to  eight  times  as 
frequently  as  in  gastric  ulcer.  Its  usual  symptom- 
complex  is  so  characteristic  that  it  suggests  our 
diagnosis  very  definitely,  to  be  confirmed,  of  course, 
by  stool  and  roentgen  studies.  Pain,  punctuality, 
periodicity,  the  diagnostic  triad!  Pain  relieved  by 
food,  often  coming  with  absolute  exactness  at  a 
certain  time  after  meals;  periods  of  remission  often 
lasting  months;  the  periods  of  symptoms  usually 
lasting  weeks,  incidentally  more  marked  in  spring 
and  fall,  though  one  cannot  explain  this  peculiar 
tendency.  Moynihan  has  frequently  said  with  such 
a picture:  “I  need  little  else  to  convince  myself  we 
are  dealing  with  a duodenal  ulcer.” 

The  acid  is  usually  high,  especially  in  the  duo- 
denal group,  but  is  often  normal,  sometimes  low. 
Appetite  is  practically  never  diminished  in  uncom- 
plicated ulcer,  but  fear  of  food,  sitophobia,  is  often 
present  and  described  by  the  patient  as  anorexia. 
If  real  lack  of  appetite  is  present,  it  suggests  either 
a complication  or  a wrong  diagnosis.  Sometimes 
ulcers  are  multiple,  much  less  frequently,  however, 
in  this  country  than  abroad. 

We  must  never  forget  certain  rare  types  of  ulcer; 
ulcer  simulating  gallbladder  disease  or  carcinoma. 
I have  seen  a number  of  these  cases,  the  former  a 
very  interesting  group  where  the  ulcer  is  usually 
found  in  the  lower  portion  of  the  second  part  of 
the  duodenum  and  the  attacks  suggest  recurrent 
biliary  tract  infection. 

Roentgen  diagnosis  is  far  from  infallible  in  ulcer. 
Some  may  be  missed  with  the  most  careful  radiog- 
raphy; some  may  be  diagnosed  as  ulcer  when  in 
reality  the  defect  is  due  to  spasm,  adhesions  or  the 
pressure  of  other  organs.  Sometimes  the  disease 
may  be  in  the  duodenum  and  the  defect,  reflex,  of 
course,  in  the  stomach;  and  the  reverse  is  also  true. 
One  must  never  forget  that  superficial  ulcers  or 
small  erosions,  from  which  incidentally  large  hem- 
orrhages may  come,  can  frequently  not  be  diag- 
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nosed  radiologically.  It  is  for  this  reason,  for  in- 
stance, that  the  Germans  have  recently  suggested 
that  in  operation  for  hemorrhage  the  operation  be 
done  during  the  time  of  the  bleeding  because  it  is 
only  then  that  these  small  areas  can  be  found.  In- 
cidentally, the  danger  is  not  great,  with  modern 
surgical  technic  and  the  ease  and  safety  of  trans- 
fusion. No  duodenal  ulcer  degenerates  into  carci- 
noma; and  few,  very  few,  gastric  ulcers.  In  a large 
series  that  we  have  studied  we  found  5 per  cent 
undergoing  malignant  degeneration;  in  the  last  two 
German  series  1.8  per  cent  and  3.2  per  cent.  In 
certain  chronic  callous  ulcers  it  is  often  impossible 
to  determine  even  at  operation  whether  we  are 
dealing  with  ulcer  or  cancer.  One  must  never  for- 
get, incidentally,  that  the  size  and  depth  of  the 
ulcer  has  no  relation  to  the  severity  of  its  symp- 
toms and  that  gastroscopy  may  play  an  increasing 
role  in  settling  certain  of  these  problems. 

In  the  nonsurgical  treatment  of  ulcer,  certain 
simple  principles  should  be  followed.  The  diet 
should  be  nonirritating,  of  high  caloric  value,  non- 
stimulating to  acid  secretion,  capable  of  combining 
with  hydrochloric  acid  in  considerable  amounts, 
the  meals  at  relatively  frequent  intervals;  this  is 
all!  If  unnecessarily  restricted,  it  may  lead  to 
marked  malnutrition  and  very  occasionally  a pel- 
lagra-like  picture.  Personally  I feel  that  hourly 
feedings  are  absurd.  They  are  a great  hardship  to 
the  patient  and  to  the  nurse  and  utterly  unneces- 
sary, as  I am  convinced  that  the  ulcer  heals  better 
in  a low  acid  than  in  an  alkalin  medium,  as  Bolton 
showed  so  beautifully  in  his  experimental  work. 
Rest  is  essential,  but  not  necessarily  physical  rest; 
mental  placidity  is  far  more  important  and  this 
is  often  better  brought  about  by  ambulatory  treat- 
ment, especially  if  there  is  an  economic  factor,  than 
by  hospitalization. 

I am  certain  recurrence  of  ulcer  comes  much 
more  frequently  from  psychic  than  from  physical 
trauma.  We  do  not  know  the  cause  of  ulcer,  we  do 
not  understand  the  rationale  of  its  characteristic 
pain,  nor  why  the  mucous  membrane  is  sensitive 
at  certain  times  to  stimuli  to  which  it  is  insensi- 
tive at  other  times.  But,  barring  complications,  the 
great  problem  in  the  treatment  of  ulcer  is  not 
really  the  cure,  but  the  aftercure.  How  to  make  the 
patient  for  weeks,  for  months,  even  for  years,  fol- 
( low  the  proper  regime — psychic,  hygienic,  dietetic, 
possibly  medicinal — that  reduces  to  a minimum  the 
! chance  of  recurrence.  This  is  not  so  much  a ques- 
tion of  the  knowledge  as  of  the  personality  of  the 
doctor. 


In  many  cases  certain  drugs  are  helpful  in  addi- 
tion. The  alkalies,  especially  calcium  and  mag- 
nesium salts,  because  these  two  certainly  have  an 
inhibitory  effect  on  gastric  secretion,  and  neither  of 
them  produces  a rapid  evolution  of  carbon  dioxide 
gas.  Quite  frankly,  however,  in  certain  cases  no 
alkali  seems  to  be  so  effective  as  bicarbonate  of 
soda.  Belladonna  is  very  useful  in  that  group  of 
cases  where  autonomic  imbalance  and  vagotonia 
seem  to  play  a role,  but  only  when  administered 
in  submaximal  doses,  varying  in  each  individual 
according  to  his  or  her  tolerance  and  most  of  these 
vagotonic  people  can  take  very  large  doses.  Some- 
times sedatives  such  as  luminal  and  the  bromides 
are  very  helpful  in  neurotic  individuals.  It  is  need- 
less to  say  that  every  patient  must  be  individual- 
ized as  regards  the  handling  of  his  case  and  one 
should  never  adhere  to  a rigid  formula  for  treat- 
ment. Never  forget  an  uncomplicated  ulcer  tends 
to  heal  spontaneously  and  often  a cure  takes  place 
in  spite  of,  and  not  because  of,  the  therapy  em- 
ployed. 

We  have  only  time  to  mention  a few  of  the 
myriad  treatments  suggested  for  ulcer:  colloid  silver 
and  other  metals,  mucin,  sodium  benzoate  and  so- 
dium citrate  intravenously,  hypodermic  injections 
of  a great  many  proteins,  some  regarded  as  specific, 
most  as  nonspecific,  milk,  sera,  dead  bacteria,  wheat 
protein  or  various  preparations  of  histidin,  etc. 
Their  proponents  have  usually  claimed  for  them 
great  success,  but  in  our  experience,  while  some  of 
these  may  unquestionably  give  temporary  help, 
mainly  in  the  relief  of  pain,  none  has  added  ma- 
terially to  our  major  problem,  the  cure  and  pre- 
vention of  ulcer.  I have  often  felt  that  certain 
forms  of  treatment  suggested  must,  like  crossing 
the  Atlantic  in  midwinter,  represent  the  triumph  of 
hope  over  experience. 

Never,  except  in  emergencies,  decide  upon  sur- 
gery until  you  have  seen  what  rest  and  a soft  diet, 
time  and  simple  medication  can  do.  Do  not  forget 
that  in  every  organic  disease  there  is  always  an 
associated  functional  factor  and  that  it  is  this, 
more  than  the  pathology  itself,  which  is  likely  to 
produce  the  symptoms  and  determine  the  therapy. 
For  instance,  nothing  is  of  more  interest  than  the 
unraveling  of  what  seems  to  be  a high  grade  pyloric 
or  duodenal  obstruction,  to  determine  how  much  is 
due  to  organic  change,  how  much  to  edema  and 
inflammation,  and  how  much  to  associated  spasm. 
In  this  condition  always  try  rest,  a soft  diet  and 
submaximal  doses  of  belladonna  before  advising 
surgery. 
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Unquestionably  the  tendency  is  more  and  more 
towards  treating  ulcer  by  medical,  physical  and 
dietetic,  rather  than  by  surgical  means,  but,  of 
course,  certain  conditions,  such  as  true  marked  or- 
ganic obstruction,  deforming  adhesions  preventing 
normal  physiologic  function,  repeated  hemorrhage, 
probability  of  malignant  degeneration  and  perfora- 
tion, require  operative  treatment.  As  in  every  other 
form  of  abdominal  disease,  however,  it  is  a wise 
thing  to  remember  that  the  more  clearcut  the  diag- 
nosis, the  more  definite  the  need,  the  more  success- 
ful will  be  the  result  of  surgery.  Gastroenterostomy 
does  not  stop  hemorrhage,  but  it  does  help  im- 
mensely in  the  obstructive  cases.  Large  resections 
seem  to  me  unjustifiable.  Pyloroplasty  is  often  tech- 
nically impossible  and  few  can  do  it  well.  Gastro- 
duodenostomy  or  small  resections  would  seem  to 
me  often  the  best  operation,  especially  in  the  non- 
obstructed  group.  But  there  is  not,  and  probably 
never  will  be,  an  ideal  operation  for  ulcer.  Each 
has  its  defect  but  each,  to  make  the  chance  of  its 
success  greatest,  must  have  the  proper  preoperative 
care. 

Dr.  Gaither,  in  our  Clinic,  reported  the  late  re- 
sults of  operative  treatment  in  a group  of  one  hun- 
dred cases,  seeing  and  reexamining  each  patient 
individually.  From  his  studies  there  seems  to  be  no 
question  that  in  this  series,  at  least,  far  better  late 
results  were  obtained  after  the  simpler  operations 
such  as  gastroenterostomy  and  pyloroplasty  than 
after  the  more  extensive  resections. 

Personally,  I believe  that  gastroenterostomy, 
while  brilliantly  successful  in  cases  of  marked 
organic  obstruction,  is  far  less  successful  in  cases 
where  no  obstruction  exists.  In  this  type  of  case 
I prefer  an  operation  which  includes  resection  of 
the  ulcer  — pyloroplasty,  gastroduodenostomy, 
Polya.  But  there  is  no  perfect  operation  and  none 
that  leaves  behind  an  essentially  normal  physiology. 

COLITIS 

And  now  for  a short  period  of  time  let  us  discuss 
the  woes  of  the  large  gut,  the  miseries  of  the  ir- 
ritable colon,  mucous  and  ulcerative  colitis.  The 
colon,  the  humble  colon,  has  suddenly  been  raised 
to  a place  of  major  importance,  not  only  as  the 
seat  of  local  trouble,  but  as  the  primary  cause  of 
many  and  diverse  pathologic  conditions  elsewhere. 
The  most  interesting  problems  in  regard  to  it  are 
its  bacteriology,  its  role  as  a focus  of  infection,  and 
the  many  problems  connected  with  ulcerative  colitis. 

It  is  worth  remembering  that  years  ago  Cushing 
and  Livingood  showed  that  the  ileum  usually  con- 
tains a preponderant  number  of  streptococci,  that 


Garrod  later  found  that  by  active  purgation  the 
normal  streptococci  content  in  the  rectal  stool  of 
from  1 to  2 per  cent  can  be  raised  to  90  per  cent 
or  more;  that  Lyons  in  England  demonstrated  that 
in  the  bits  of  mucus  in  the  stool  in  colitis,  many 
more  streptococci  could  be  found  than  in  the  fecal 
mass;  while  Paulson  in  my  Clinic  has  shown  that 
blood  as  met  with  in  ulcerative  colitis  is  the  per- 
fect culture  medium  for  streptococci  and  inci- 
dentally for  certain  other  organisms  rarely  found 
in  the  intestine,  pyocyaneus,  proteus  and  Frieland- 
er’s  bacillus,  while  it  markedly  inhibits  the  growth 
of  the  usual  colonic  flora,  especially  the  colon  bacil- 
lus. 

Recently  Mackey  has  brought  out  again  the 
idea  suggested  long  ago  by  Hurst  that  nonspecific 
ulcerative  colitis  is  in  reality  a residue  of  bacillary 
dysentery  bacilli  in  a far  larger  proportion  of  cases 
than  before.  Hurst,  who  holds  this  same  belief, 
still  treats  these  cases  with  antidysentery  serum. 

Incidentally,  I am  still  ignorant  of  the  cause  of 
this  condition.  I am  not  sure  it  is  primarily  an  in- 
fection and  that  it  may  not  represent  changes  in  the 
mucosa  or  gut  wall  which  lower  their  resistance 
to  infection.  I do  not  believe  it  is  responsive  to  so- 
called  “specific  therapy,”  nor  that  in  the  vast  ma- 
jority of  cases  it  is  an  aftermath  of  bacillary  dy- 
sentery. I cannot  accept  any  specific  microorganism 
as  its  cause  and  I still  think  that  general  hygiene, 
a high  caloric,  high  vitamin,  low  residue  diet,  rest, 
sunshine,  good  care  and  upbuilding  are  the  main 
factors  in  its  treatment.  Nonspecific  protein  therapy 
sometimes  gives  relief,  but  it  is  not  curative.  Irri- 
gations, I think,  are  fundamentally  unsound,  and 
probably  do  more  harm  than  good  in  almost  every 
case. 

I believe  that  many  apparent  successes  under  so- 
called  “specific  cures”  are  simply  expressions  of 
the  natural  remission  peculiar  to  the  disease.  I am 
sure  rest  of  the  gut  is  the  great  desideratum  and  I 
feel  that,  if  operation  is  necessary,  the  best  is  that 
which  gives  the  maximum  quietude  to  the  diseased 
gut,  ileostomy  if  the  entire  large  bowel  is  affected; 
cholostomy  if  the  ulceration  is  confined  to  sigmoid 
and  rectum  as  it  is  in  a certain  proportion  of  cases. 

Clinically,  nonspecific  ulcerative  colitis  is  ex- 
tremely interesting.  In  a large  number  of  cases  it 
is  a relatively  mild,  local  condition,  with  long 
periods  of  remission  and  its  symptoms  only  those 
of  a painless  diarrhea.  In  another  group  of  cases, 
besides  the  local  signs  and  symptoms,  there  are 
many  metastatic  phenomena  elsewhere,  myocardial 
changes,  arthritis,  erythema  nodosum.  In  this  group 
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of  cases  fever  is  much  more  likely  to  occur,  espe- 
cially jagged,  irregular  fever  charts  with  sometimes 
surprisingly  high  readings. 

Finally,  there  is  a singularly  interesting  small 
group  of  fulminating  cases,  either  recurring  during 
the  course  of  one  of  the  preceding  groups  or  more 
often  appearing  spontaneously  where  the  symp- 
toms are  very  fulminating,  often  with  exsanguinat- 
ing hemorrhage,  the  patient  going  downhill  very 
rapidly.  Here  drastic  measures,  especially  early 
ileostomy  and  repeated  transfusions,  have  to  be  per- 
formed to  save  life. 

In  regard  to  the  so-called  “mucous  colitis,”  I feel 
that  the  irritable  colon  may  be  purely  psychogenic 
in  origin  and  in  its  earlier  phases  best  treated  by 
reeducation  and  psychotherapy,  not  always  success- 
fully, however,  as  many  cases  represent  a true  con- 
genital autonomic  imbalance,  where  certain  drugs, 
especially  belladonna,  will  have  to  be  used  as  well. 
On  the  other  hand,  when  that  stage  is  reached, 
when  mucus  is  found  in  large  amounts  in  the  stool, 
there  is  probably  added  to  the  neuropsychogenic 
factor  a true  catarrhal  inflammation  of  low  grade 
and  this  must  be  considered  in  the  treatment,  a 
smooth  diet,  oil  by  rectum,  perhaps  small  doses  of 
castor  oil  by  mouth,  anti  spasmodics  and  mild  sed- 
atives. Nitroglycerin  and  calcium  have  been  disap- 
pointing. 

It  is  well  to  remember  that  in  mucous  colitis 
the  whole  colon  is  not  always  involved,  that  the 
left  side  is  more  likely  to  be  involved  than  the 
right,  but  that  if  the  condition  is  rather  sharply 
localized  in  the  upper  right,  or  the  lower  right 
quadrant,  it  may  almost  exactly  simulate  appen- 
dical or  gallbladder  disease.  It  has  even  led  to  oper- 
ative treatment  which  is  always  unsuccessful  and 
usually  harmful. 

One  has  no  time  here  even  to  touch  upon  the 
problems  connected  with  amebic  dysentery,  so 
much  in  the  medical  mind  at  the  present  time,  but 
it  is  worth  remembering  that  the  chances  of  finding 
motile  forms  or  cysts  are  increased  more  than  three- 
fold, if  the  stool  is  obtained  through  the  sigmoido- 
scope and  examined  immediately  rather  than  by 
the  usual  procedure,  and  that  many  specimens 
should  be  examined.  Incidentally,  as  regards  the 
treatment  of  chronic  amebiasis,  we  have  found  a 
combination  of  carbarzone  or  stovarsol  by  mouth, 
yatren  by  rectum  and  emetin  hypodermically  most 
effective.  If  properly  administered,  the  last  drug, 
emetin,  has  not  harmed  the  myocardium  in  our 
experience. 


CONCLUSION 

This  very  rapid  survey  of  three  of  the  main 
problems  in  the  digestive  field  proves,  I believe, 
beyond  doubt  that  the  time  is  still  far  distant  be- 
fore we  can  make  our  diagnosis  from  any  special 
procedure  or  method  and  before  we  can  discard  the 
old  art  of  medicine  for  the  newer  science.  Each 
must  supplement  the  other,  each  must  be  given 
its  proper  place,  if  we  hope  to  make  correct  diag- 
noses in  the  majority  of  cases  and  to  reduce  error 
to  a minimum. 

The  examination  must  be  honest;  it  must  be 
thorough;  it  must  be  based  on  sound  principles; 
and  we  must  avoid  chasing  moonbeams  and  putting 
all  of  our  eggs  in  one  basket. 

Take  a dozen  men,  each  trained  in  his  special 
field,  add  together  their  findings  in  a single  case. 
The  results  are  interesting  but  they  will  not  alone 
give  us  our  correct  diagnosis.  For  after  all  man  is 
not  the  mere  summation  of  his  constituent  parts, 
physical,  psychical,  spiritual;  each  has  some  tan- 
gible or  intangible  connection  with  every  other. 
These  parts  must  be  put  together  by  a master 
clinician,  if  we  hope  to  see  the  picture  in  its 
proper  perspective. 

Science,  of  course,  is  the  essence  of  progress, 
yet,  in  the  name  of  science  what  unscientific  pro- 
cedures have  been  suggested  in  this  field!  The  gall- 
bladder has  been  subjected  to  daily  drainage 
through  a foreign  body,  a duodenal  tube,  with  the 
withdrawal  of  large  amounts  of  bile,  often  per- 
fectly normal  bile,  so  essential  to  the  proper  diges- 
tion and  assimilation  of  food.  Hardly  a month 
passes  without  the  birth  of  some  new  treatment  for 
ulcer,  diet  or  drug,  or  hypodermic  medication, 
always  with  the  claim  it  is  the  perfect  cure.  How- 
ever much  they  may  vary  in  principle,  they  have 
two  properties  in  common;  first,  the  claim  of  their 
wonderful  efficacy;  second,  the  inevitable  failure 
that  follows  their  use. 

As  regards  the  colon,  the  role  claimed  for  it  as 
the  jons  et  origo  of  many  and  diverse  diseases  is  so 
extensive  as  to  be  absolutely  bizarre.  From  its  fast- 
nesses many  bacteria,  after  countless  centuries  of 
peaceful  slumber,  have  been  dragged.  From  these, 
in  practically  every  case,  incidentally,  a normal  in- 
habitant of  either  ileum  or  colon,  vaccines  have 
been  made,  each  supposedly  imbued  with  divine 
power. 

Its  normal  function  has  been  shown  us  by 
physiologists  and  radiologists  and  yet  a mighty 
river  has  been  diverted  from  its  course  to  wash 
away  the  colonic  sins  of  one  great  city  alone,  that 
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new  Bagdad  on  the  Hudson,  a 
treatment  supposed  to  cure  and 
prevent  disease  and  to  bring  back 
eternal  youth. 

Science,  what  strange  and  won- 
drous things  are  often  done  in  thy 
name! 

.And  so  to  the  end  of  my  story 
of  that  confusing  digestive  triad — 
gallbladder  disease,  peptic  ulcer, 
colitis — each  with  many  questions 
unanswered  as  regards  etiology, 
diagnosis  and  treatment.  And  yet, 
who  would  have  it  otherwise,  be- 
cause without  its  many  unsolved 
problems,  its  many  untilled  fields, 
we  would  lose  interest  and  write 
finis  to  our  chapter. 

I have  tried  to  point  out  what  we  have  learned 
from  roentgen,  clinical  laboratory  and  technical 
methods,  but  I have  also  stated  what  we  owe  di- 
rectly to  the  clinic.  In  this  field,  at  least,  we  can 
learn  quite  as  much  from  the  bedside  as  from  re- 
search and  the  laboratory.  The  proper  balance  be- 
tween the  two  is  the  mark  of  the  good  doctor. 

Of  course,  research  is  essential.  It  is  the  breath 
of  life  in  every  field,  but  never  forget  that  research, 
real  research,  is  for  the  few,  not  the  many.  He  who 
would  wish  to  cross  the  threshold  of  its  temple  must 
come  as  a militant,  bearing  a flaming  torch,  not  as 
a mendicant  trying  to  escape  the  conflict  and  com- 
petition of  a hard  mechanized  world.  Medicine  is 
still  not  a science.  We  still  may  learn  as  much  from 
the  clinician  in  his  human  laboratory  of  that  most 
variable  of  all  variables,  man,  as  from  the  tech- 
nical laboratory  worker  with  his  guinea  pigs,  his 
test  tubes  and  his  culture  media. 

In  no  field  is  this  more  true  than  in  the  study  of 
digestive  problems;  in  no  field  can  one  say  with 
greater  truth,  “never  forget  the  fine  old  art  of 
Medicine  in  the  worship  of  the  newer  science.” 


SIMPLIFIED  TECHNIC  FOR  CIRCUM- 
CISION WITHOUT  USE  OF  SUTURES* 

J.  B.  Jacobs,  M.D. 

SEATTLE,  WASH. 

This  method  has  been  in  use  for  thousands  of 
years  in  ceremonial  religious  rituals  but  the  tech- 
nic has  been  improved  upon  from  time  to  time  by 

• Read  before  a meeting  of  Virginia  Mason  Hospital 
Staff  Oct.,  1936. 


various  men.  The  following  description  of  pro- 
cedure is  one  that  I feel  is  simple  and  easy  for  the 
practitioner  and  with  the  best  ultimate  results  for 
the  patient. 

The  usual  surgical  preparation  of  soap  and 
water  and  a mild  antiseptic  is  used'  usually  just 
plain  lysol  water.  Then  gauze  is  pushed  to  the  base 
of  the  penis  ( 1 ) . The  organ  is  then  massaged  a few 
times  which  stimulates  the  muscular  erection.  A 
probe  is  then  inserted  between  the  glans  and  pre- 
puce freeing  the  parts  of  adhesions  and  smegma 
cohesive  surfaces  (2).  The  tissue  is  grasped  with 
the  fingers  at  the  mucocutaneous  junction  (3)  and 
with  traction  the  tissues  in  the  fingers  are  pulled 
well  down,  stretching  the  skin  to  and  over  the 
glans.  With  a sabre  tissue  forcep,  the  prepucial 
tissue  is  grasped  with  the  slant  from  dorsal  to 
ventral  surface,  with  a greater  bite  dorsally  and  on 
the  bias  (4).  Be  careful  to  inspect  and  observe  if 
the  glans  is  held  in  the  forceps  which  should  not 
be.  Cut  along  forceps  with  scissors;  hold  a moment 
for  hemostasis  and  then  release  (5).  The  skin  will 
retract  well  above  the  neck  of  the  glans,  back  on 
the  distal  shaft  of  the  penis  (6). 

A dorsal  slit  is  then  done  on  the  mucous  mem- 
brane well  back  and  almost  to  the  neck  of  the 
glans  (7).  The  mucous  membrane  is  pushed  back 
with  gauze  (8).  The  raw  edges  of  the  skin  and 
mucous  membrane  meet  (9).  A snug  vaseline  strip 
bandage  is  then  put  about  the  penis  (10).  In  a day 
cohesion  takes  place  and  the  mucous  membrane 
and  skin  remain  together. 
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SUBCONJUNCTIVAL  INJECTION  OF 
PREGL’S  IODINE  LN  OCULAR 
INFECTIONS* 

Carl  D.  F.  Jensen,  M.D. 

SEATTLE,  WASH. 

Pregl’s  iodine,  or  presojod,  was  discovered  by 
Professor  Pregl  of  Gratz,  Austria.  He  received  the 
Nobel  prize  in  chemistry  for  1923  for  this  contribu- 
tion. Pregl’s  iodine  is  usually  considered  the  Pregl’s 
aqueous  solution,  but  may  be  obtained  as  presojod 
in  the  solid  form,  in  small  or  large  tablets.  One 
small  tablet  dissolved  in  100  cc.  of  water  will  make 
a solution  of  the  same  strength  and  therapeutic 
properties  as  the  imported  preparation.  One  large 
presojod  tablet,  dissolved  in  200  cc.  of  water,  will 
make  an  equivalent  solution.  Presojod  is  an  aque- 
ous soluble  compound  containing  approximately 
0.04  per  cent  of  free  iodine.  It  contains  ions  of 
sodium,  free  iodine,  hypoiodite  and  iodate  ions. 
It  is  isotonic,  antiseptic  and  nonescharotic. 

Presojod  requires  only  a very  low  acidity  for  lib- 
eration of  nascent  iodine.  The  by-products  of  bac- 
terial activity  produce  sufficient  acid  to  cause  this 
liberation.  The  free  iodine  is  changed  into  iodate 
salts  by  contact  with  the  blood  stream  and  body 
fluids.  The  U.  S.  Dispensatory,  20th  Edition,  page 
1297,  describes  the  probable  course  of  this  process 
as  follow's: 

“While  organic  matter  is  being  oxidized  by  the  o.xygen  set 
free  from  the  decomposing  iodate,  the  iodine  slowly  reforms 
iodates  by  the  decomposition  of  water.  The  iodate  so  re- 
formed, in  contact  with  another  portion  of  putrescible  mat- 
ter, yields  further  porportions  of  free  oxygen  and  iodine  to 
act  as  before,  and  so  on.” 

Iodates  are  effective  sterilizing  agents.  Hence, 
iodine  in  this  form  acts  apparently  by  making  the 
medium  unfavorable  for  bacteria,  neutralizing  the 
effects  of  their  toxins  and  increasing  phagocytic 
action.  Pregl’s  iodine  has  been  used  extensively  in 
Europe  for  various  infectious  diseases.  Stellwagen 
and  McCahey  report  extensively  on  the  treatment 
of  gonorrheal  arthritis. 

The  use  of  Pregl’s  iodine  in  ocular  infections 
has  been  limited  in  the  United  States.  I became  in- 
terested and  enthusiastic  over  its  use  while  working 
at  the  Wills  Eye  Hospital  in  Philadelphia. 

The  technic  is  very  simple.  If  there  is  no  ulcera- 
tion of  the  cornea  present,  a 4 per  cent  solution 
of  cocaine  is  used  for  anesthesia  for  fifteen  minutes. 
If  the  patient  is  unduly  nervous  and  sensitive  to 
pain,  five  minims  of  2 per  cent  novocaine  are  in- 
jected deep  in  the  retrotarsal  fold  near  the  chosen 

♦Read  before  meeting  of  Pacific  Coast  Oto-Ophthal- 
mological  Society  at  Sait  Lake  City,  Utah,  May  24-27,  1937. 


Fig.  1.  Shows  point  of  injection  of  Pregl's  iodine  sub- 
conjunctivally. 


Fig.  2.  Appearance  after  injection  of  Pregl's  iodine, 
showing  marked  ballooning  of  conjunctiva. 


site  of  injection.  Where  there  is  corneal  ulceration, 
holocaine  1 per  cent  is  used  with  a retrotarsal  novo- 
caine injection.  One  cc.  of  Pregl’s  iodine  solution 
is  then  injected  subconjunctivally,  as  illustrated  in 
figure  1.  Figure  2 shows  the  resultant  ballooning 
of  the  conjunctiva  and  separation  from  the  sclera. 

Following  this  injection  the  patient  usually  com- 
plains of  a severe  burning  for  thirty  minutes.  This 
pain  can  often  be  alleviated  with  ice  compresses 
where  the  cornea  is  not  ulcerated.  The  pain  is  ex- 
treme in  most  of  these  cases  but  many  patients 
feel  that  the  treatment  is  so  beneficial  that  they 
are  willing  to  have  another  and  in  many  cases  ask 
for  a second  and  third  injection. 

I will  report,  briefly,  a few  cases  that  describe  the 
value  of  this  treatment. 

Case  1.  Feb.  2,  I removed  a cataract  extracapsularly  on  a 
patient  age  62.  Feb.  4,  the  eye  was  dressed,  and  the  anterior 
chamber  was  reformed.  The  cornea  was  clear.  slight 
amount  of  cortex  remained  on  the  posterior  capsule.  The 
usual  postoperative  reaction  was  present.  Feb.  5,  the  eye 
was  dressed.  The  cornea  was  clear,  and  the  anterior  cham- 
ber was  of  normal  depth.  No  unusual  reaction  was  present. 
Feb.  6,  a yellowish,  rounded  mass,  2 mm.  in  circumference 
was  seen  on  the  posterior  capsule  in  the  area  of  the  colo- 
boma.  There  was  a marked  iritic  reaction  present.  The  case 
had  a definite  appearance  of  a beginning  panophthalmitis. 
Feb.  7,  the  yellowish  mass  was  increased,  and  the  iritic  re- 
action was  more  marked.  A Pregl’s  iodine  injection  was  then 
given.  The  patient  stated  that  he  had  considerable  pain.  Feb. 
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8,  the  patient  stated  that  his  eye  felt  greatly  improved.  The 
yellow  mass  was  not  enlarged,  and  the  iritic  reaction  was 
about  the  same.  A second  Pregl’s  iodine  injection  was  given. 
Feb.  9,  the  eye  was  dressed,  the  yellow  mass  had  definitely 
decreased  and  the  iritic  reaction  was  likewise  lessened.  The 
patient  felt  that  his  eye  was  greatly  improved.  Feb.  10,  the 
eye  was  dressed,  and  showed  improvement.  Feb.  11,  the  eye 
showed  slight  improvement,  and  the  yellow  mass  was  be- 
coming smaller.  An  injection  of  Pregl’s  iodine  was  given. 
Feb.  12,  the  eye  was  definitely  improved.  Feb.  13,  the  eye 
showed  improvement,  and  the  yellow  mass  had  entirely  dis- 
appeared. A slight  iritic  reaction  remained.  A subconjunctival 
injection  of  Pregl’s  iodine  was  again  given.  Feb.  IS,  the  eye 
was  quieting.  Feb.  17,  the  eye  was  greatly  improved. 

During  all  this  treatment  the  patient  felt  that  his  eye  was 
always  better  after  treatment.  No  foreign  protein  such  as 
typhoid  or  milk  injections  were  used,  and  no  salicylates 
were  used.  The  only  medication  was  the  daily  use  of  1 per 
cent  atrophine.  March  3,  the  patient  was  refracted  with  the 
resultant  vision  of  6/7J4.  A thin  capsule  remained  which  was 
not  needled. 

Case  2.  March  8,  I was  called  in  consultation  on  a similar 
postoperative  infection.  Subconjunctival  injections  of  Pregl’s 
iodine  were  used  similarly  to  the  previous  case,  and  the 
patient  made  an  uneventful  recovery  in  two  weeks. 

Case  3.  March  22,  a woman,  age  34,  was  seen  in  my 
office  complaining  of  a sudden  loss  of  vision  of  her  right 
eye.  The  vision  was  6/ 60,  with  no  improvement  with  cor- 
rection. Close  examination  revealed  a slight  ciliary  injec- 
tion ; the  cornea  showed  very  faint  clouding.  This  cloudiness 
was  only  perceptible  with  very  good  illumination.  Under  slit 
lamp  examination  the  ciliary  injection  was  more  apparent, 
and  a marked  desemetitis  was  manifest  by  the  marked  endo- 
thelial bedewing.  The  pupil  reacted  to  light.  There  were 
many  floating  cells  in  the  aqueous.  The  Wasserman  was 
negative,  and  no  focal  infection  could  be  found.  The  patient 
was  examined  on  the  following  day  with  very  little  change. 
March  23,  there  was  no  change  in  the  cornea,  except- 
ing a slight  increase  in  cloudiness.  March  25,  no  change. 
A subconjunctival  injection  of  Pregl’s  iodine  was  then 
given.  March  25,  the  patient  returned  to  the  office 
stating  that  her  vision  was  greatly  improved.  It  was  im- 
proved to  6/15.  The  cornea  showed  definite  improvement, 
giving  the  peculiar  metallic  shine  so  often  seen  following  this 
injection.  The  descemetitis  had  also  improved  in  that,  rather 
than  a scattered  involving  of  the  endothelial  of  the  posterior 
of  the  cornea,  there  was  a more  flocculent,  or  nebulous  ap- 
pearance. March  27,  the  cornea  showed  further  improve- 
ment, with  a vision  of  6/12.  A second  subconjunctival  in- 
jection of  Pregl’s  iodine  was  given.  March  28,  the  eye 
showed  improvement  and  the  descemetitis  was  gradually  les- 
sening. During  all  this  time  there  was  a very  slight  ciliary 
injection.  March  30,  the  eye  was  definitely  improved  and  the 
patient  stated  that  the  eye  was  quite  comfortable  and  that 
she  could  see  very  well.  The  vision  was  6/9.  .April  1,  the 
vision  was  6/ 6 and  the  slit  lamp  showed  only  a few  deposits 
on  the  posterior  layer  of  the  cornea. 

CONCLUSION 

I have  presented  the  technic  of  using  Pregl’s 
iodine  solution  for  ocular  infections.  I have  treated 
many  cases  with  this  procedure  and  have  been 
greatly  pleased  with  the  results.  The  exact  mode 
of  action  is  debatable;  nevertheless,  I have  con- 
vinced myself  and  several  of  my  colleagues  that  it 
has  a definite  therap>eutic  action. 


Vol.  36,  No.  7 
FEMORAL  ARTERIOVENOUS  ANEURYSM 

REPORT  OF  CASE 

James  E.  Scott,  M.D. 

YAKIMA,  WASH. 

Having  had  the  privilege  of  working  with  Dr. 
B.  C.  Koreski  on  this  most  interesting  case,  it  is 
now  reported  because  of  its  relative  infrequency 
and  also  because  in  an  arteriovenous  aneurysm  the 
venous  pressure  should  be  relieved  before  irrepar- 
able damage  is  done  to  the  right  heart. 

In  July,  1936,  Mrs.  V.  H.,  age  32,  was  struck  in  the  left 
buttock  by  a .22  bullet  and  painful  swelling  developed  in 
left  groin.  By  March,  1937,  she  had  become  extremely  ner- 
vous. .A  fullness  in  the  left  groin  had  developed  with  pul- 
sating thrill  starting  three  inches  below  Poupart’s  ligament 
and  extending  up  toward  her  umbilicus  A distinct  buzzing 
could  be  followed  over  a large  area.  The  leg  showed  good 
circulation,  was  warm  and  there  was  no  edema  She  was 
sent  to  the  hospital  for  observation  and  one  week  later  an 
operation  was  decided  upon. 

A spinal  anesthetic  was  used  as  probably  a long  dis- 
section would  be  needed  and  we  have  observed  that  a spinal 
up  to  120  mg.  of  novocaine  apparently  blocks  the  afferent  im- 
pulses and  decidedly  reduces  shock.  The  abdomen  was 
opened  freely  through  the  left  rectus  muscle  and  pressure 
on  the  iliac  artery  stopped  all  vibration.  The  femoral  and 
lower  iliac  veins  were  very  large.  Dr.  Atwood  maintained 
control  of  the  iliac  vessels  throughout  the  further  pro- 
cedures which  meant  cutting  through  Poupart’s  ligament, 
freeing  the  vessels  and  finding  a very  definite  channel  about 
one-third  inch  long  and  two-thirds  the  caliber  of  the  femoral 
artery,  connecting  the  artery  and  vein  about  three-fourths 
inch  below  the  origin  of  the  profunda  femoris.  Opposite  this 
communication  there  was  a definite  bulging  of  the  artery. 
The  artery  was  ligated  above  and  below  this  communicat- 
ing channel  and  the  new  vessel  was  also  doubly  ligated, 
stopping  entirely  the  bruit.  Then,  following  Horsley’s  ad- 
vice, we  passed  a ligature  about  the  femoral  artery  and  the 
communicating  channel  and  tied  firmly  to  cut  off  any 
posterior  vessel.  Chromic  No.  1 was  used  for  all  ligations, 
two  strands  tied  separately  close  together  on  the  femoral. 
Convalescence  was  uneventful. 

Three  months  later  her  nervousness  had  improved,  the 
pain  had  disappeared  and  the  colateral  circulation  of  the 
leg  was  perfect. 


How  Large  Is  the  Hyperplastic  Prostate?  Report  of 
THE  Largest  Hypertrophied  Prostate  Ever  Surgically 
Removed.  Richard  P.  Middleton,  Salt  Lake  City  (^Journal 
A.  M.  A.,  June  5,  1937),  removed  a prostate  weighing 
557  gm.  from  a patient,  aged  72  (largest  surgical  specimen 
on  record) . Deliberate  fragmentation  of  huge  prostates  is 
suggested  as  the  easiest  and  safest  method  of  operation. 
The  only  larger  gland  described  in  medical  literature  was 
that  reported  by  Douglas,  which  weighed  673  gm.  In  his 
case,  however,  the  patient  failed  to  survive  a suprapubic 
cystotomy  and  the  prostate  was  obtained  and  studied  at 
necropsy.  Immense  prostates  fill  the  pelvis  so  completely 
that  it  seems  to  the  author  much  more  simple  and  gentle 
to  utilize  the  many  natural  cleavage  planes  between  the 
hyperplastic  spheroids  and  remove  the  mass  piecemeal,  as 
was  done  in  the  case  reported.  This  method  has  the  addi- 
tional advantage  of  permitting  delivery  of  the  largest  pros- 
tate through  a small  incision.  It  might  be  compared  with 
Kelly’s  suggestion  that  the  uterus  be  deliberately  split  in 
certain  difficult  hysterectomies. 
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EDITORIAL 

ATLANTIC  CITY  MEETING 
The  preeminence  of  Atlantic  City  as  a conven- 
tion city  was  demonstrated  to  everyone  attending 
the  greatest  American  Medical  Association  meeting 
last  month.  With  a record  attendance  approximat- 
ing ten  thousand  registrants,  under  the  one  roof  of 
Convention  Hall  were  housed  all  activities  of  the 
' meeting  except  the  House  of  Delegates  and  yet 
there  was  room  for  all.  Large  rooms  for  section 
' meetings  accommodated  full  audiences,  attracted 
by  reading  of  papers  on  many  vital  topics.  These 
annual  meetings  have  grown  to  such  proportions 
that  no  city  can  schedule  them  without  abundance 
: of  hotel  and  convention  facilities. 

, While  the  literary  program  offered  the  usual 

■ variety  of  papers,  featuring  many  problems  of  the 
day,  clearly  presented  by  aid  of  microphone  and 

; amplifier,  the  commanding  part  of  the  meeting  was 
i found  in  the  unprecedented  array  of  scientific  ex- 
I hibits.  Never  before  have  these  appeared  in  such 
number  and  complexity.  Inspection  and  study  of 
these  absorbed  the  attention  of  the  majority  of  vis- 
' itors  from  early  till  late  of  each  day.  One  could  not 
j attempt  to  describe  the  exhibits  in  detail.  Few  or- 
j gans  of  the  body  were  overlooked  in  some  form  of 
( demonstration  as  to  pathology,  diagnosis  or  treat- 
j ment  of  disease,  every  modern  device  being  em- 
ij  ployed  to  exemplify  the  perfected  methods  of  im- 
I parting  information.  Medical  schools  from  all  parts 
1 of  the  country  contributed  unique  and  fascinating 
I demonstrations  of  teaching  methods. 

At  the  outset  the  multiplicity  of  exhibits  was 

■ bewildering.  In  the  effort  to  grasp  them  as  a whole, 
I one  could  but  skim  over  many  that  he  would  have 
I ' liked  to  study  in  detail  unless  a few  were  selected 
! : for  intimate  contact.  In  fact,  several  days  could 
I ' have  been  devoted  profitably  to  this  part  of  the 
j meeting. 

' The  moving  picture  has  become  the  outstanding, 
I ready  means  of  conveying  medical  information.  On 
I every  hand  this  was  employed,  both  with  natural 
I coloring  as  well  as  black  and  white.  Thus  surgical 
j procedures  become  almost  as  realistic  as  when  wit- 


nessed at  the  operating  table,  while  this  agency 
is  also  employed  for  illustration  in  medical  teaching. 

Models  and  charts  appeared  in  profusion,  dem- 
onstrating abundantly  the  features  under  considera- 
tion. While  some  explanations  were  repeated  by 
record,  most  exhibits  were  explained  by  attendants, 
commonly  from  the  faculty  of  the  institutions  spon- 
soring them  or  presented  by  the  designers.  This 
offered  a more  realistic  and  personal  aspect  to  the 
exhibit. 

Certain  exhibits  were  attended  by  large  audi- 
ences. Perhaps  the  most  noticeable  was  the  applica- 
tion of  plaster  casts.  This  was  a continuous  per- 
formance in  a series  of  booths,  where  interest  never 
lagged.  A particularly  attractive  medical  exhibit 
was  that  of  cardiac  arrhythmias,  where  an  ingenious 
moving  picture  showed  the  origin  and  progress  of 
every  form  of  heart  irregularity.  This  novel  dem- 
onstration was  most  enlightening.  The  numerous 
moving  pictures  in  color  of  thyroidectomy  always 
commanded  sizeable  audiences.  Similar  interest 
was  demonstrated  by  attention  to  operations  on 
the  eye.  The  widespread  attack  on  the  syphilis 
problem  was  exemplified  by  a series  of  booths  fea- 
turing all  phases  of  diagnosis  and  treatment  of 
syphilis.  One  might  continue  at  great  length,  speci- 
fying the  intensely  interesting  details  pertaining 
to  exhibits  referable  to  many  anatomic  conditions. 
Suffice  it  to  say  that  the  scientific  exhibit  has  be- 
come the  most  striking  feature  of  this  annual  meet- 
ing. 

Second  only  to  this  were  the  commercial  ex- 
hibits. Books,  drugs,  instruments,  apparatus,  foods 
were  there  in  profusion.  Interest  in  them  was  man- 
ifested by  personal  inspection  and  constant  in- 
quiries. One  of  the  largest  audiences  centered  con- 
stantly about  the  actual  manufacture  of  the  clini- 
cal thermometer  and  hypodermic  syringe.  Who  has 
not  speculated  as  to  how  these  are  produced? 
Here  the  curiosity  was  gratified.  It  was  noticeable 
that  these  commercial  exhibits  presented  equip- 
ment and  appliances#  of  known  and  proven  values, 
to  the  exclusion  of  those  of  speculative  application. 

The  House  of  Delegates  has  its  attention  cen- 
tered on  so  many  problems  of  vital  interest  to  the 
medical  profession  of  the  country  that  it  wisely 
assembled  apart  from  the  convention  hall,  its  meet- 
ings being  held  at  the  Ambassador  Hotel.  Service 
as  a delegate  involves  concentration  of  time  and 
effort  that  is  not  appreciated  by  the  general  pro- 
fession. Our  representatives  do  not  indulge  in  a 
week  of  jollity  and  a round  of  pleasure.  Instead, 
the  demand  is  for  constant  attendance  and  all  day 
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application  for  the  solution  of  problems  of  absorb- 
ing and  complicated  interests.  No  attempt  will  be 
made  to  discuss  these  procedures.  The  reports  will 
be  duly  published  in  the  Journal  of  the  A.  M.  A. 

Most  publicity  was  accorded  the  appearance  of 
Senator  James  Hamilton  Lewis,  of  Illinois,  so  well 
known  to  the  Seattle  profession  when  formerly  a 
resident  of  that  city.  His  spectacular  plea  for  co- 
operation of  the  medical  profession  with  the  na- 
tional administration  in  care  of  the  indigent  and 
needy  in  reality  suggested  a continuation  of  a prac- 
tice already  a long  time  in  execution.  Doubtless 
plans  will  be  evolved  for  further  extension  of 
service  to  these  citizens  which  will  meet  all  require- 
ments. IMuch  newspaper  publicity  was  accorded  the 
endorsement  of  properly  regulated  contraceptive 
measures.  The  critics  failed  to  realize  that  the  pur- 
pose is  to  direct  into  scientific  channels  the  execution 
of  birth  control  which  is  substantially  in  universal 
practice. 

Since  San  Francisco  was  the  sole  solicitor  for  the 
1938  meeting,  it  will  again  be  the  convention  city. 
Experiences  of  past  years  are  a sufficient  assurance 
of  the  success  of  a meeting  in  that  city.  Our  states 
of  the  Pacific  Northwest  were  well  represented  by 
visitors  from  many  of  our  cities.  None  failed  to 
appreciate  the  attractions  of  the  great  meeting  in 
ideal  climatic  conditions  on  the  Atlantic  Ocean. 


THE  a:\ierican  foundation  and  its 

STUDY  OF  MEDICINE 
In  the  book  review  section  of  this  issue  there 
appears  a report  of  the  recent  publication  by  the 
.American  Eoundation  Studies  in  Government.  This 
two-volume  edition  is  titled  American  Medicine, 
Expert  Testimony  Out  of  Court,  and  consists  large- 
ly of  well  edited  excerpts  from  letters  written  by  a 
great  number  of  medical  men  in  answer  to  ques- 
tionnaires on  the  present  status  of  medicine.  It 
seems  to  have  attracted  more  attention  than  any  of 
the  reports  of  the  various  foundations  which  in 
recent  years  have  descended  upon  the  medical  pro- 
fession. 

The  .American  Eoundation,  whose  organization 
and  setup  appear  to  be  not  unlike  those  of  other 
such  bodies,  was  established  to  study  various  prin- 
ciples of  government.  It  first  wished  to  determine 
the  ideal  form  of  government.  For  a number  of 
years  it  concerned  itself  with  the  problem  of  wheth- 
er or  not  the  parliamentary  form  of  government  or 
the  fascistic  form  or  the  communistic  form  or  some 
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other  form  was  best  adapted  to  control  great  na- 
tions. 

Finally,  however,  it  became  apparent  to  some 
of  the  members  of  the  foundation  that  no  answer 
to  such  a problem  could  be  found.  It  began  to 
appear  that  the  form  of  government  was  really 
less  important  than  the  service  which  that  govern- 
ment might  render  its  subjects  or  the  service  which 
citizens  might  render  the  government. 

The  foundation,  therefore,  withdrew  its  activity 
from  the  international  field  and  began  its  studies 
of  domestic  problems.  It  now  wishes  to  determine 
precisely  what  government  must  accomplish  so  that 
if  the  form  is  to  change  it  may  be  adapted  to  func- 
tion. Since  health  is  one  of  the  primary  requisites 
of  a successful  people,  it  seemed  logical  to  the 
foundation  to  include  medicine  in  the  list  of  items 
for  study. 

L^nfortunately,  the  implication  in  such  a study 
by  an  agency  professedly  interested  in  government, 
may  not  redound  to  the  great  advantage  of  the 
profession.  Why,  if  we  may  emulate  these  books 
in  proposing  one  more  question  difficult  of  answer, 
is  it  necessary  to  consider  that  medicine  must  be 
minutely  examined  as  a phase  of  the  study  of  gov- 
ernment? Why,  when  there  are  so  many  other 
human  activities  causing  actual  hardship,  suffering 
and  even  bloodshed,  is  it  deemed  necessary  for  out- 
side agencies  to  delve  into  all  the  difficulties  of 
modern  medicine?  Why,  when  medicine  is  surely, 
although  admittedly  slowly,  putting  its  own  house 
in  order,  cannot  the  profession  itself  be  trusted  to 
continue,  as  it  always  has,  to  provide  better  and 
better  health  for  the  people? 

As  such  gratuitous  studies  go,  however,  this 
is  by  far  the  most  readable  and  the  most  carefully 
presented.  Fortunately,  it  is  entirely  free  from  the 
summaries,  tables,  figures  and  statistics  which  might 
have  rendered  it  as  sterile  as  a page  from  a book- 
keeping machine.  It  is  composed  of  ideas,  not  con- 
clusions. It  answers  nothing.  It  solves  no  prob- 
lems. It  raises  questions  and  discusses  them,  but 
settles  none.  It  presents  much  material  which  will 
require  study  for  years  to  come. 

It  harvests  no  crop  but  rather  plows  the  field, 
deeply  in  spots,  superficially  in  others,  and  turns 
up  soil  which  may  provide  the  seed  bed  of  changes 
which  are  to  come.  It  contains  such  a plethora  of 
statements  that,  like  scripture,  it  will  probably  be 
quoted  to  many  a purpose.  .And,  in  spite  of  a strong 
distaste  for  such  inquisitions,  this  one  is  good  read- 
ing. 
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MEDICAL  NOTES 


Fifth  annual  meeting  of  the  Western  Orthopedic  Asso- 
ciation will  be  held  in  Seattle  July  28,  29  and  30,  with 
headquarters  at  the  Washington  Athletic  Club.  Dry  clinics 
will  be  held  Wednesday  morning,  July  28,  at  Children’s 
Orthopedic  Hospital  and  the  same  afternoon  at  Harbor- 
view  Hospital.  Sessions  on  Thursday  and  Friday  will  in- 
clude symposia  on  treatment  of  fractures  of  the  hip,  treat- 
ment of  fractures  of  the  spine,  diagnosis  and  treatment  of 
shoulder  conditions  and  treatment  of  foot  disabilities.  Oper- 
ative clinics  will  be  held  Saturday  morning,  July  31,  at 
Orthopedic  Hospital  and  Harborview  Hospital. 

OREGON 

Delinqi'ent  Children  to  be  Examined.  Malcolm  Camp- 
bell, professor  of  psychology  at  New  York  University,  has 
been  retained  by  the  state  child  welfare  commission  to 
measure  mental  capacities  of  children  in  a number  of  Ore- 
gon institutions  during  July  and  .August. 

McMinnville  Hospital  Opens.  Open  house  was  held  at 
the  new  McMinnville  General  Hospital,  Saturday,  June  19. 
The  new  modern  structure  of  brick  has  capacity  of  twenty- 
nine  beds.  .Appointments  are  strictly  modern  and  equipment 
is  unusually  complete. 

Nurses  Home  Rebuilt.  Nurses  home  at  the  Portland 
Open  .Air  Sanatorium,  which  was  burned,  is  in  the  process 
of  reconstruction.  New'spaper  reports  incorrectly  stated  that 
the  sanatorium  itself  suffered  from  the  fire. 

Physician  Travels.  F.  G.  Swedenburg  of  .Ashland  left 
early  in  July  for  a trip  to  Vienna.  Daughters  Genevieve 
and  Eleanore  will  remain  in  the  .Austrian  city  for  post 
graduate  work. 

Portland  Woman  Elected.  Mabel  M.  .Akin  of  Portland 
was  installed  as  president  of  the  .American  Women’s  Medi- 
cal .Association  at  the  recent  meeting  at  .Atlantic  City. 

Cou.NTY^  Service  Improved.  Service  to  the  ambulatory 
sick  of  Multnomah  County  was  improved  when  the  county 
physician’s  office  was  moved  to  the  county  hospital  on  Mar- 
quam  Hill.  Facilities  of  the  out-patient  clinic  of  the  medical 
school  will  thus  be  made  available  to  the  county  physician’s 
office. 

Health  Regulations  .Adopted.  City  Council  of  The 
Dalles  recently  passed  ordinances  requiring  semi-annual 
physical  examinations  of  food  handlers,  barbers  and  cos- 
meticians. Regulation  of  food  stores  and  restaurants  was 
also  established,  with  inspection  provided  for. 

CouNTA'  Health  Unit  Established,  .A  full-time  health 
unit  for  Union  County  was  provided  for  at  a recent  meet- 
ing of  officials  in  La  Grande. 

County  He.alth  Unit  Organized.  Clatsop  County  has  a 
new  public  health  unit,  which  started  operation  July  first. 
B.  R.  Berg  of  Salem  is  in  charge.  The  unit  has  been  aided 
by  a grant  from  the  federal  government. 

Physician  Honored.  .A  farew'ell  party  was  held  in  Burns, 
May  30,  for  H.  T.  Ground,  w'ho  is  moving  to  Grants  Pass. 
He  will  be  succeeded  in  Burns  by  B.  F.  Smith. 

J.  B.  Bilderb.ack  was  injured  recently,  while  a passenger 
on  the  steamship  Empress  of  Canada. 


New  Physiclan.  T.  S.  Soine,  formerly  of  Barnesville, 
Minnesota,  has  opened  an  office  recently  in  Newberg. 

Weddings.  Squire  S.  Bozorth  of  Portland  was  married  to 
Florinda  Brown  Hill,  May  21,  at  Seattle.  Arthur  R.  Olsen 
of  .Astoria  and  Miss  Elma  Lafferty  were  married  in  Port- 
land, June  18. 


WASHINGTON 

Service  Bureau  Discontinues  Prescriptions.  Due  to 
increasing  costs  of  hospital  and  other  services,  the  King 
County  Medical  Service  Bureau  has  been  forced  to  dis- 
continue its  prescription  service.  After  July  first,  clients 
will  pay  for  medicine.  Arrangements  have  been  made,  how- 
ever, to  furnish  drugs  at  minimal  cost. 

John  N.  Allea.%  recently  retired  from  the  superintendency 
of  the  federal  hospital  for  Indians  in  Tacoma,  has  been 
appointed  to  the  staff  of  the  state  hospital  at  Medical  Lake. 

Physician  Injured.  John  F.  Barton  of  Longview  re- 
ceived a serious  eye  injury  recently.  He  has  been  under 
treatment  in  Portland. 

Children’s  Clinic.  .A  clinic  for  the  examination  of  crip- 
pled children  was  held  at  St.  Joseph’s  Hospital  in  Belling- 
ham, June  22. 

Hospital  Staff  Entertains.  The  staff  of  Everett  Gen- 
eral Hospital  entertained  guests  from  Whatcom,  Skagit  and 
King  counties  at  a dinner,  June  9.  Approximately  fifty-six 
attended. 

Clifton  E,  Benson,  who  has  been  practicing  at  LaCrosse, 
Wisconsin,  will  be  associated  with  his  brother,  Reuben  A. 
Benson,  at  Bremerton. 

Health  Districts  Consolidated.  Health  administration 
for  Thurston  and  Mason  counties  has  been  consolidated 
under  the  plan  suggested  by  Donald  Evans,  state  director 
of  health. 

Thomas  P.  Ratigan,  Jr.,  convicted  last  fall  of  violation 
of  the  Harrison  Narcotics  Act,  was  admitted  to  McNeil 
Island  federal  penitentiary,  June  18.  An  appeal  to  the 
United  States  Supreme  Court  failed. 

Wedding.  Leland  Harris,  formerly  of  Seattle,  now  prac- 
ticing in  Yakima,  was  married  June  11  to  Alma  Bloch, 
also  of  Yakima. 

County  Infirmary  Dedicated.  Spokane  County’s  infirm- 
ary, “Broadacres,”  was  dedicated  June  12.  Approximately 
one  thousand  people  attended  the  services  and  were  taken 
on  inspection  tours  through  the  buildings. 

Health  Department  Broadcast.  Weekly  broadcasts  of 
health  subjects  have  been  scheduled  for  station  KJR.  Broad- 
casts by  various  members  of  the  state  health  department  will 
be  heard  2:30  to  2:45  p.m.  each  Thursday. 

Hospital  Group  Incorporates.  Reorganization  of  the 
Ballard  General  Hospital  was  provided  for  in  articles  of  in- 
corporation signed  June  21  by  representatives  of  various 
north  end  clubs.  Construction  of  a new  hospital  with  im- 
proved facilities  is  planned. 

Hospital  .Addition  Started.  The  long-delayed  orthopedic 
wing  of  Swedish  Hospital,  Seattle,  is  to  be  started  soon. 
Ground  was  broken  June  22. 


252 


SOCIETY  MEETINGS 


Vol.  36,  No.  7 


IDAHO 

New  Chief  for  Xampa  School.  C.  R.  Lowe,  superin- 
tendent of  the  Blackfoot  insane  asylum  for  the  past  seven 
years,  was  recently  appointed  director  of  the  Nampa  state 
school  for  the  feebleminded.  He  took  office  July  1.  He  re- 
places D’Orr  Poynter,  who  resigned  two  months  ago. 

Health  Director  Named.  H.  L.  McMartin  has  been 
named  head  of  the  Twin  Falls  County  health  unit. 

Pre-School  Examination.  Children  of  pre-school  age  at 
Nampa  were  examined  during  the  week  of  May  14.  Exami- 
nations were  held  in  the  private  offices  of  cooperating 
physicians. 

Physician  Injured.  Paul  M.  Ellis  of  Wallace  received  a 
fractured  patella  and  minor  injuries  in  an  automobile  acci- 
dent near  that  city,  May  21. 

Temporary  Health  Head.  James  W.  Hawkins,  of  Coeur 
d'  .\lene  has  been  appointed  acting  director  of  health, 
during  the  absence  of  J.  D.  Dunshee,  who  is  detained  in 
California  because  of  his  wife’s  illness. 

F.  M.  Cole  of  Caldwell  is  in  Boise  under  treatment  for 
sciatic  neuritis. 


OBITUARIES 

Dr.  Ralph  S.  Stryker  of  Ridgefield,  Washington,  died 
May  26,  aged  SS.  He  graduated  from  the  University  of  Illi- 
nois college  of  medicine  in  1905  and  had  practiced  at  Ridge- 
field for  thirty-two  years.  He  served  in  the  Spanish-.^meri- 
can  war  and  the  world  war.  During  the  latter  conflict  he  was 
overseas  for  twenty-two  months  and  was  discharged  from 
the  Medical  Department  of  the  Fifteenth  Engineers  with  the 
rank  of  major.  Due  to  his  unique  military  service,  he  was 
eligible  to  all  veterans’  associations,  except  the  G.  A.  R.  He 
was  holder  of  the  Dewey  medal. 

Dr.  Lola  A.  Johnson,  of  Portland,  Oregon,  died  May  27, 
aged  75.  She  was  born  at  Plymouth,  Indiana,  on  September 
18,  1861.  She  graduated  from  medical  college  of  Indiana  at 
Indianapolis  in  1898.  She  had  lived  in  Portland  since  1900, 
but  had  retired  from  practice  at  the  time  of  her  death. 


REPORTS  OF  SOCIETY  MEETINGS 

WASHINGTON 

GR.WS  H.ARBOR  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  K.  D.  Graham;  Secty.,  B.  O.  Swinehart 
The  May  meeting  of  the  Grays  Harbor  County  Medical 
Society  was  held  at  Oakhurst  Sanitarium,  at  Elma.  Follow- 
ing dinner  at  7 P.  M.,  the  meeting  was  addressed  by  John 
Nelson,  Seattle,  chairman  of  the  Tuberculosis  Committee  of 
the  State  Medical  .\ssociation,  on  “Diagnosis  and  Differential 
Diagnosis  of  Tuberculosis  and  Other  Diseases  of  the  Lungs.” 


PIERCE  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  A.  H.  Buis;  Secty.,  W.  B.  Penney 
The  annual  banquet  of  the  Pierce  County  Medical  Society 
was  held  on  May  25,  1937,  in  the  Junior  Ballroom  of  the 
Hotel  Winthrop.  .\fter  dinner  was  served,  S.  M.  Creswell 
led  the  doctors  in  singing,  with  George  Guyles  at  the  piano. 

L.  A.  Hopkins  then  introduced  Wallace  Wilson,  of  Van- 
couver, B.  C.,  who  gave  us  the  history  of  the  development 
of  the  plan  for  social  medicine  which  has  been  considered 
in  British  Columbia,  with  the  background  leading  up  to  the 


plan  as  submitted  and  passed  by  the  Government.  Then  in 
detail  he  gave  the  objections  of  the  medical  association  to 
the  plan  and  their  procedure  which  has  resulted  in  the  plan 
being  held  in  abeyance,  at  least  for  the  time  being. 

A.  W.  Howe  then  gave  his  farewell  address  as  President, 
in  which  he  summarized  his  conclusions  and  ideas  which  had 
been  developed  during  the  year,  and  made  some  recommen- 
dations for  the  future. 

A.  H.  Buis  was  then  introduced  and  in  a gracious  manner 
accepted  the  responsibilities  and  duties  of  the  presidency  for 
the  coming  year.  His  address  was  received  with  marked  at- 
tention and  consideration  by  all  present  and  the  meeting 
closed  with  a manifestation  of  good  will  and  desire  to  help 
him  in  his  program  for  the  year. 


IDAHO 

NORTH  ID.\HO  DISTRICT  SOCIETY 
Pres.,  W.  O.  Clark;  Secty.,  J.  E.  Baldeck 
Regular  meeting  of  the  North  Idaho  District  Society  was 
held  at  Hotel  Moscow,  June  16.  Following  the  dinner  at 
6:30  there  were  shown  three  motion  picture  films  on  the 
subjects  of  “Differential  Diagnosis  of  Vomiting  in  the  New 
Born  Babe,”  “The  Low  Cervical  Caesarian  Section,”  and 
“Clinical  .Administration  of  Oxygen.”  Films  were  discussed 
by  H.  L.  Brewer  and  Harry  Einhouse  of  Moscow. 


Climate  and  Rheumatic  Heart  Disease:  Survey 

.Among  .American  Indian  School  Children  in  Northern 
AND  Southern  Localities.  For  measuring  the  geographic 
prevalence  of  rheumatic  heart  disease.  John  R.  Paul  and 
George  L.  Dixon,  Tucson,  .Ariz.  (Journal  AM. A.,  June  19, 
1937),  determined  the  rates  (or  percentage)  of  such  cases 
as  could  be  found  among  three  groups  of  Indian  school 
children  in  northwestern  and  southwestern  sections  of  this 
country.  The  choice  of  these  Indian  populations  has  rested 
on  the  fact  that  there  is  a general  similarity  from  the  stand- 
point of  race  among  some  North  .American  Indian  tribes 
which  is  not  found  among  other  groups  of  .Americans,  and 
also  that,  regardless  of  their  geographic  locality,  there  is  a 
general  similarity  of  their  living  conditions.  Their  illnesses, 
therefore,  should  be  truly  representative  of  local,  living 
and  climatic  conditions.  In  the  cold  though  relatively  dry 
climate  of  Wyoming  and  Montana  the  prevalence  of  rheu- 
matic heart  disease  (4.5  per  cent)  is  high,  in  comparison 
with  rates  determined  in  New  England  (2.2  per  cent), 
whereas  in  the  warm  though  dry  climate  of  southern 
■Arizona  it  is  correspondingly  low  (0.5  per  cent).  In  other 
words,  rheumatic  heart  disease  is  almost  ten  times  as  fre- 
quent among  western  Indians  living  in  regions  close  to 
the  Canadian  border  as  it  is  among  similar  groups  living 
close  to  the  Mexican  border.  It  is  probable  that  the  clinical 
course  of  rheumatic  fever  in  the  Southwest  may  be  milder 
than  that  usually  encountered  in  the  North,  but  no  evi- 
dence was  found  in  this  survey  suggesting  that  the  apparent 
mildness  of  the  clinical  picture  of  rheumatic  fever  in  the 
Southwest  may  allow  rheumatic  heart  disease  to  develop 
with  an  unsuspected  frequency  comparable  to  that  seen  in 
more  northern  climates. 


Hypoglycemic  Therapy:  Report  of  Eight  Cases. 

H.  Mason  Smith,  Tampa,  Fla.  (Journal  A.  M.  A.,  June 
5,  1937),  asserts  that  treatment  by  hypogylcemic  shock  in 
dementia  praecox  can  be  carried  out  successfully  in  any  gen- 
eral hospital  that  has  a good  psychopathic  ward  with  a 
trained  personnel  of  physicians  and  nurses.  Indeed  the 
dangers  are  more  readily  avoided  and  the  emergencies  more 
easily  met  in  such  an  institution  than  in  a psychopathic 
hospital.  .Also,  treatment  in  a general  hospital  obviates  the 
necessity  of  committing  many  patients  to  state  institutions. 
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MEDICAL  CARE  FOR  CLIENTS  OF  RESETTLE- 
MENT ADMINISTRATION 
The  program  committee  reports  an  unusually  good  pro- 
gram for  the  next  annual  meeting  which  will  be  held  in 
Salem,  September  16,  17  and  18.  Two  speakers  of  note 
have  been  secured  and  the  prospects  are  for  a very  large 
attendance.  The  complete  program  will  be  announced  short- 
ly. The  Salem  physicians  have  in  the  past  shown  themselves 
to  be  ideal  hosts  and  an  unusually  good  time  is  vouchsafed 
for  all  who  attend. 

The  Executive  Committee  of  the  Council  representing  the 
Oregon  State  Medical  Society  met  recently  with  representa- 
tives of  the  United  States  Resettlement  Administration  in 
an  attempt  to  work  out  some  plan  by  w'hich  the  clients  of 
the  administration  could  receive  necessary  medical  services 
at  a low  fee.  Two  plans  have  been  suggested: 

1.  That  a full  or  part-time  physician  be  employed  on  a 
salary  basis  to  care  for  clients  in  a county  or  in  adjacent 
counties.  He  is  to  be  sufficiently  compensated  so  as  to  attract 
a physician  who  is  qualified  to  provide  care  for  the  great 
majority  of  cases,  including  ordinary  surgical  and  obstetrical 
cases,  leaving  only  special  types  of  services  to  be  provided 
by  private  physicians,  and  that  remote  districts  shall  be 
cared  for  by  private  physicians  on  a fee  basis.  The  fee  in 
any  event  to  be  the  fee  schedule  of  the  Oregon  State  Medi- 
cal Society,  as  established  for  relief  clients,  subject  to  a 
discount  of  fifty  per  cent.  It  is  further  suggested  that  the 


Resettlement  .Administration  cooperate  with  the  Oregon 
State  Relief  .Administration  in  the  joint  utilization  and 
payment  of  salaried  county  physicians  now  or  in  the  future 
employed  to  care  for  relief  clients. 

2.  That  where  the  clients  of  a Resettlement  Administra- 
tion are  few  in  number  that  the  services  of  private  phys- 
icians be  made  available  in  providing  home  and  office  care 
and  obstetrical  and  major  surgical  care  with  the  free  choice 
of  physician,  and  that  payment  for  such  services  be  based 
on  the  services  actually  rendered  and  not  upon  a prepay- 
ment basis  for  an  indefinite  amount  of  service.  The  basis  of 
payment  shall  be  the  schedule  established  for  relief  clients, 
less  fifty  per  cent.  The  bills  are  to  be  audited  by  a commit- 
tee from  the  Oregon  State  Medical  Society,  and  that  author- 
ization for  loans,  covering  prolonged  medical  treatment  or 
major  surgical  procedures,  except  in  emergencies,  be  granted 
only  after  approval  by  a committee  of  the  Oregon  State 
Medical  Society. 

Hospitalization  under  both  plans  shall  be  paid  on  the 
basis  of  the  established  rates  of  the  hospital  for  ward  and 
private  room  care,  using  the  latter  facilities  only  when 
necessary. 

These  plans  will  be  further  considered  by  the  Council  of 
the  Society  at  their  meeting  in  Bend  on  June  26. 

.Adalbert  G.  Bettman, 
Editor 


WASHINGTON 


RABIES  CONTROL  IN  KING  COUNTY 

The  following  quarantine  on  dogs  has  been  established  by 
the  state  director  of  agriculture  to  apply  only  to  King 
County: 

1.  .All  dogs  in  King  County  are  hereby  quarantined 
against  running  at  large  or  being  removed  from  the  county, 
except  as  hereinafter  provided.  All  dogs  must  be  securely 
confined  on  the  owner’s  premises  by  leash  or  kept  in  ken- 
nels from  which  they  cannot  escape,  or  they  must  have 
been  annually  vaccinated  with  anti-rabies  vaccine  by  an 
approved  veterinarian  who  shall  issue  a certificate  to  the 
owner  showing  that  such  dog  or  dogs  have  been  vaccinated 
by  him,  as  herein  provided,  and  he  shall  issue  a metal  tag 
to  be  firmly  attached  to  a collar  placed  around  the  neck  of 
such  dog  to  indicate  to  the  enforcement  officers  that  the  dog 
has  been  immunized.  Such  vaccinated  dogs  shall  be  held  in 
quarantine  for  twenty-one  days  following  vaccination  and 
thereafter  may  be  allowed  freedom. 

2.  Dogs  being  removed  from  King  County  must  be  ac- 
companied by  certificates  of  vaccination,  issued  by  approved 
veterinarians,  showing  that  they  have  been  vaccinated.  If 
for  interstate  shipment,  the  laws  of  the  state  of  destination 
must  he  complied  with. 

3.  .Any  dogs  found  running  at  large  after  the  above  date 
without  such  metal  tag  may  be  shot  by  any  state  police 


officer,  deputy  sheriff  or  municipal  police  officer,  in  the 
event  that  the  owner  cannot  be  located. 

4.  .Any  dog  that  has  been  bitten  by  a rabid  dog  must  be 
given  the  Pasteur  treatment,  or  destroyed,  at  the  option  of 
the  owner,  regardless  of  whether  or  not  said  dog  has  been 
immunized  by  the  single  treatment  of  anti-rabies  vaccine, 
and  in  the  event  of  the  Pasteur  treatment  held  in  quaran- 
tine, as  provided  in  this  quarantine  order,  for  ninety  days. 

5.  Any  owners  of  dogs  failing  to  comply  with  the  require- 
ments of  this  quarantine  order  shall  be  deemed  guilty  of  a 
violation  of  law  and  punished  as  by  statute  provided. 

This  quarantine  to  remain  in  force  and  effect  until  June 
30,  1939,  unless  sooner  revoked. 

Due  to  the  increasing  prevalence  of  rabies  and  the  serious- 
ness of  the  disease,  it  is  well  for  all  physicians  to  give  this 
quarantine  as  much  publicity  as  possible.  While  at  present 
the  quarantine  applies  only  to  King  County,  it  may  later 
extend  to  cover  the  entire  state. 

Experience  has  shown  that  by  vigorous  efforts  rabies  may 
be  completely  wiped  out.  England  has  enjoyed  many  years 
of  complete  freedom  from  rabies,  due  to  excellent  control  of 
dogs.  It  is  hoped  that  measures  instituted  in  Washington 
will  check  the  spread  of  the  disease  which  has  been  rapid  in 
recent  months. 
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American  Medicine.  Two  volumes,  1435  pages.  The 
American  Foundation  Studies  in  Government.  New  York, 
1937. 

This  comprehensive  report  is  the  result  of  several  years 
intensive  work  of  the  Foundation  in  collaboration  with  2042 
physicians  scattered  throughout  the  length  and  breadth  of 
the  United  States. 

The  American  Foundation  Studies  in  Government  is  an 
endowed  organization ; its  name  indicates  its  purpose  and  the 
membership  of  its  Board  of  Governors  guarantees  its  integ- 
rity. From  1924  to  1935  it  concerned  itself  with  problems  of 
international  law.  This  is  its  first  published  report  since  it 
entered  the  domestic  field.  Curtis  Bok  is  its  Chairman  and 
Thomas  W.  Lament  of  J.  P.  Morgan  Co.,  Robert  A.  Millikan 
of  the  California  Institute  of  Technology,  James  D.  Mooney, 
President  of  General  Motors,  Roscoe  Pound,  Dean  of  Har- 
vard School  of  Law,  Rev.  WilUam  Scarlett,  Episcopal  Bishop 
of  Missouri,  Truman  G.  Schnabel,  M.D.,  Associate  Professor 
of  Medicine,  University  of  Pennsylvania,  Hugh  L.  Cooper, 
Consulting  Engineer  and  John  G.  Winant,  former  Governor 
of  New  Hampshire  are  the  men  composing  the  governing 
committee.  Mrs.  Ogden  Reid,  Vice-President  of  the  New 
York  Herald-Tribune  and  Mrs.  Frank  A.  Vanderlip,  Presi- 
dent of  the  Board  of  Trustees,  New  York  Infirmary  for 
Women  and  Children  are  also  members;  Esther  Everett  Lape 
is  the  Member  in  Charge  and  due  to  her  unflagging  zeal  and 
indefatigable  efforts  in  conjunction  with  those  of  her  able 
assistant  and  Director  of  Research,  Elizabeth  F.  Read,  the 
completion  and  success  of  the  report  were  assured. 

In  order  to  gain  first  hand  knowledge  of  the  problems 
under  consideration,  a series  of  six  letters  was  used  and  sent 
to  various  groups  of  men  in  every  State  in  the  Union. 

One  was  addressed  to  men  of  20  years  or  more  experience, 
a different  letter  was  sent  to  recent  graduates  of  class  A med- 
ical schools,  another  letter  of  inquiry  was  sent  concerning 
group-practice  while  yet  another  was  sent  concerning  stand- 
ards of  surgical  practice  and  a final  letter  was  sent  concern- 
ing group  hospital  insurance. 

Some  men  received  but  one  letter  while  others  who  mani- 
fested interest  received  more  than  one;  thousands  of  letters 
in  all  were  sent  and  every  type  of  community  was  included ; 
there  were  2042  replies  received. 

Contributors  wrote  from  six  hundred  nine  cities,  half  of 
which  have  a population  of  less  than  50,000. 

Two  hundred  four,  most  of  them  general  practitioners, 
live  in  communities  of  less  than  ten  thousand  and  forty-nine 
of  these  live  in  towns  and  villages  of  less  than  1500  which 
contain  no  large  hospitals,  clinics  or  universities;  thus  a 
fair  proportion  come  from  the  small  towns. 

In  looking  over  the  list  of  contributors  it  was  interesting 
to  note  that  Utah,  Idaho,  Montana,  Washington  and  Ore- 
gon furnished  ninety-eight  replies  distributed  among  the 
profession  as  follows:  Surgery,  twenty-nine;  general  practice, 
nineteen;  internal  medicine,  eight;  nose  and  throat,  twelve; 
gynecology,  four;  proctocology,  one;  pediatrics,  three,  psy- 
chiatry, one ; orthopedics,  two ; hospital  administration, 
three ; urology,  one ; obstetrics,  two ; public  health,  one ; 
roentgenology,  one ; ophthalmology,  four ; pathology,  one ; 
industrial  surgery,  one;  Teaching  in  medical  schools,  four. 

For  many  years  there  has  been  a widespread  feeling  of 
dissatisfaction  and  unrest  concerning  the  present  status  of 
physicians,  hospitals,  public  health  officials  and  charitable 
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institutions  and  a very  real  fear  of  what  the  future  has  in 
store. 

Socialized  medicine  has  passed  the  experimental  stage  in 
Europe  and  its  results  can  be  evaluated.  There  has  been  a 
very  determined  drive  in  this  country  to  extoll  the  virtues 
of  socialized  medicine  and  certain  interests  are  behind  it; 
what  do  American  physicians  think  of  it  ? 

We  have  been  told  in  the  lay  press  that  a disgracefully 
large  percentage  of  people  are  suffering  from  lack  of  ade- 
quate medical  care  and  hospitalization,  that  only  the  very 
rich  or  very  poor  are  able  to  obtain  adequate  medical  and 
hospital  care  and  that  something  must  be  done  about  it; 
just  what  is  adequate  care? 

Considering  the  years  of  study,  preparation  and  expense 
a physician  must  undergo  before  he  can  begin  to  practice 
his  profession,  is  he  receiving  the  income  to  which  he  is 
entitled  ? 

What  is  the  status  of  the  specialist;  are  there  too  many 
of  them,  are  there  too  few  competent  ones,  has  the  public 
forced  this  situation  on  the  profession? 

What  about  the  predicament  of  the  small  town  which 
has  no  physician  and  the  rural  community  which  has  no 
hospital  or  laboratory  facilities? 

What  is  government’s  duty  concerning  these  problems; 
shall  the  state  and  county  allocate  territory  and  subsidize 
physicians  or  shall  the  Federal  Government  take  a hand 
either  alone  or  in  conjunction  with  local  government,  and 
if  so  where  shall  responsibility  lie? 

Is  the  cost  of  medical  and  hospital  service  too  great  for 
the  average  individual  and  if  so,  should  he  be  expected  to 
pay  according  to  his  ability  and  the  loss  if  any  be  absorbed 
by  some  other  agency,  at  present  unnamed? 

What  about  the  compensation  insurance  laws  and  their 
interpretation  by  the  various  industrial  accident  boards  ? 
Do  not  their  generous  rulings  tend  to  make  malingerers  of 
injured  workmen  by  paying  too  high  a weekly  rate  of 
compensation?  How  often  do  these  malingerers,  the  bane 
of  every  industrial  surgeon,  eventually  develop  a perma- 
nent psychosis  and  finally  end  their  existence  in  an  asylum 
long  after  all  traces  of  the  original  accident  have  vanished? 

Are  the  entrance  requirements  of  our  medical  schools 
high  enough,  or  are  they  too  high?  Are  the  courses  of  study 
long  enough  and  sufficiently  thorough  or  are  they  already 
too  long  and  technical  to  warrant  the  young  aspirant  to 
continue  them  when  he  might  better  take  up  plumbing  and 
thus  gain  at  least  ten  years  of  financial  security  and  many 
years  of  mental  peace  and  comparative  comfort? 

Concerning  post-graduate  instruction:  Is  compulsion  in- 
dicated and  if  so,  what  kind  of  compulsion?  By  what 
agency  is  post-graduate  education  to  be  provided?  Shall 
the  practitioner  come  to  the  courses  or  shall  the  courses  be 
brought  to  him,  and  through  what  agency? 

What  about  group-practice?  There  are  widely  divergent 
views  concerning  this  question  which  is  rather  fully  dis- 
cussed in  three  hundred  thirty-eight  letters  to  the  Foun- 
dation. 

What  place  does  the  hospital  occupy  in  the  organization 
of  medical  care?  Should  every  doctor  have  a hospital  con- 
nection? Is  the  community  hospital  a major  answer  to  the 
problem  of  medical  care?  Shall  they  be  maintained  by 
direct  taxes  or  by  income  from  sick  insurance?  Are  more 
hospitals  needed  and  if  so,  should  the  government  build 
them  or  should  the  present  hospitals  be  more  fully  used 
and  enlarged  where  necessary,  with  the  aid  of  government 
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funds?  Who  shall  establish  hospital  standards?  Should 
licenses  be  required?  What  about  supervising  small  and 
private  hospitals? 

Concerning  public  health  organization:  Should  all  medi- 
cal work  center  around  the  U.  S.  Public  Health  Service  as 
has  been  proposed?  What  is  the  relation  between  the  pub- 
lic health  organization  and  the  private  practice  of  medicine? 
How  far  shall  the  State  go  in  co-operation  with  the  U.  S. 
P.  H.  S.  and  where  shall  control  lie?  How  are  all  these 
problems  affected  by  the  Social  Security  Act? 

Concerning  health  insurance:  Statements  pro  and  con, 
approving  and  opposing  its  principles  are  ably  set  forth. 
Is  it  demoralizing  to  patients,  is  it  suited  to  American  in- 
stitutions, should  it  be  compulsory  or  voluntary  ? Many 
good  reasons  expressed  on  both  sides. 

Should  hospital  insurance  be  included  and  if  so,  to  what 
extent  ? 

These  and  hundreds  of  like  questions  and  answers  are 
contained  in  this  report.  Most  publications  of  this  character 
are  thinly  veiled  propaganda  and  manifestly  stress  one  side 
of  the  argument  but  this  is  not  true  of  this  report. 

The  report  is  the  result  of  an  honest  attempt  to  disclose 
the  opinions  of  the  men  most  interested  in  these  problems, 
that  is,  the  medical  profession  itself.  It  is  fair  and  un- 
biased, draws  no  conclusions  and  will  serve  as  a basis  upon 
which  physicians,  legislators  and  economists  can  safely 
build  the  structure  of  medicine  of  the  immediate  future. 

Alexander  Barclay,  M.D. 

Coeur  d’Alene,  Idaho. 

Clinical  Allergy  Due  to  Foods,  Inhalants,  Contact- 
ants,  Fungi,  Bacteria  and  Other  Causes,  Manifesta- 
tions, Diagnosis  and  Treatment.  By  Albert  H.  Rowe, 
M.S.,  M.D.,  Lecturer  in  Medicine  in  the  University  of 
California  Medical  School,  San  Francisco,  etc.  812  pp. 
S8.50.  Lea  & Febiger,  Philadelphia,  1937. 

The  allergist  is  a recently  acquired  specialist  within  the 
medical  profession.  It  is  a pleasure  to  read  the  writings 
of  these  men.  They  are  a group  of  pioneers  in  medicine. 
Their  field  is  somewhat  nebulous  in  state  and  they  are  busy 
visualizing  its  lines  of  force  and  studying  its  laws  of  action. 
Their  field  is  not  fixed  like  that  of  the  anatomist  or  the 
surgeon.  It  is  one  thing  to  know  medicine  from  memory 
and  another  thing  to  learn  from  pioneering  in  the  unknown. 
Such  men  as  Rowe,  Vaughn,  Rackman,  Balyeat  have  pio- 
neered and  are  pioneering.  One  must  not  be  too  critical 
of  their  conclusions  or  reasoning  mechanisms,  but  encour- 
age and  follow  their  efforts  with  encouraging  support. 

If  it  is  true  that  the  field  of  allergy  is  next  in  size  to  that 
of  bacterial  infection  what  a task  we  have  before  us  to 
get  a grasp  of  it.  It  requires  more  than  one  evening’s  filling 
of  the  lamp  to  warp  our  neurones  around  the  subject.  This 
book  on  allergy  by  Rowe  is  well  worth  any  student’s  at- 
tention. The  industry  presented  has  been  prodigious  and 
the  ability  to  hold  and  grasp  detail  has  been  excellent. 
The  observation  and  correlation  process  is  going  on  very 
rapidly,  but  all  very  interestingly  and  capably  done.  Chap- 
ter five  on  gastro-intestinal  allergy  brings  into  the  field  of 
consideration  another  factor  in  evaluating  symptoms  which 
seem  to  be  of  gall  bladder,  appendix,  or  peptic  ulcer  origin. 
The  cautions  expressed  against  obstinate  persistence  in 
weight-losing  patients  may  save  much  distress. 

It  is  difficult  to  say  what  the  most  outstanding  contribu- 
tion in  this  book  is,  but  the  method  of  trial  dieting  de- 
scribed in  chapter  four  is  conspicuous.  It  is  difficult  to 


throw  our  skin  testing  methods  into  the  discard,  but  their 
inadequacies  are  demonstrated.  The  trial  diets  are  given  in 
detail  and  their  use  is  described.  Those  who  have  worked  in 
the  field  of  dieto-therapy  will  readily  recognize  many  points 
of  progress,  solving  problems  which  they  may  have  strug- 
gled over  or  are  confronted  with.  The  mechanism  of  allergy 
as  described  in  chapters,  one,  two,  and  three  are  helpful. 
The  book  is  highly  recommended.  Hofrichter 


Pediatric  Dietetics.  By  N.  Thomas  Saxl,  F.A.C.P., 
F..V..\.P.  Associate  and  Lecturer  in  Diseases  of  Children, 
New  York  Post-Graduate  Medical  School,  Columbia  Uni- 
versity. With  a Foreword  by  Adolph  G.  DeSanctis,  M.D. 
Illustrated  with  57  engravings  and  2 colored  plates.  565  pp. 
$7.00.  Lea  & Febiger,  Philadelphia,  1937. 

Our  knowledge  of  nutrition  in  childhood,  what  consti- 
tutes a complete  diet  and  how  to  feed  the  sick  child  has 
progressed  so  rapidly  during  the  past  decade  or  two  that 
we  can  now  feel  the  major  problems  have  been  solved.  This 
book’s  appearance  is  well  timed  and  its  teachings  should 
endure  longer  than  if  it  had  appeared  earlier. 

The  volume  considers  first  the  mechanics  and  chemistry 
of  digestion  in  the  early  years  of  life,  the  qualitative  and 
quantitative  compositions  of  foods  including  the  vitamins 
and  minerals. 

The  second  part  covers  maternal  nursing  and  artificial 
feeding  of  infants.  This  section  contains  complete  discussion 
of  various  milk  modifications,  carbohydrates,  fats  and 
other  elements  used.  It  has  also  complete  data  as  to  the 
composition  and  caloric  values  of  all  proprietary  prepara- 
tions and  the  author’s  idea  of  when  and  what  additions  of 
other  foods  should  be  made  to  the  milk  formula.  In  this 
section  I think  he  is  too  conservative.  His  mixtures  contain 
up  to  thirty-six  ounces  of  milk  in  the  twenty-four  hour 
quantity.  The  best  authorities  now  limit  the  amount  of 
milk  used  to  a half  or  three-quarters  of  a litre  and  begin 
the  addition  of  cereal,  vegetables,  fruit  and  meats  several 
months  earlier  than  he  recommends. 

The  next  section  takes  up  the  dietetic  management  of 
pediatric  diseases  from  acidosis,  allergy,  diabetes,  through 
the  alphabet  to  obesity,  urologic  conditions,  and  whooping- 
cough.  Each  of  these  is  treated  by  an  author  whom  Saxl 
has  chosen  as  particularly  qualified  to  write  the  section. 

An  appendix  of  one  hundred  pages  gives  height  and 
weight  tables,  recipes,  general  suggestions,  food  tables  with 
size  of  portions  and  the  values  of  such  a portion  in  carbo- 
hydrate, fat,  protein  and  percentage  of  calories.  As  an  illus- 
tration of  the  detail  there  are  forty  varieties  of  cheese  in 
the  tables. 

This  book  is  a valuable  reference  work  and  can  be  con- 
sulted daily  by  any  physician,  who  cares  for  children, 
with  advantage  to  his  patients.  Durand. 


A Handbook  on  Diseases  of  Children,  including  Die- 
tetics, Welfare  and  the  Common  Fevers.  By  Bruce  William- 
son, M.D.,  Edin.,  M.R.C.P.  Lond.,  Physician  to  the  Royal 
Northern  Hospital,  London,  etc.  Second  Edition,  329  pp. 
$4.00.  William  Wood  & Co.,  Baltimore,  1936. 

In  the  twenty-nine  chapters  of  this  book  are  described 
the  common  diseases  of  childhood  affecting  the  respiratory, 
cardiac,  alimentary  and  nervous  systems.  Chapters  also  de- 
scribe arthritis,  tuberculosis,  venereal  disease  and  common 
fevers.  It  is  intended  primarily  as  a text  book  for  under- 
graduate schools.  It  presents  a concise  description  of  these 
conditions  which  one  might  use  for  ready  reference. 
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Legal  Medicine  and  Toxicology.  By  Thomas  A.  Gon- 
zales, M.D.,  Acting  Chief  Medical  Examiner,  City  of  New 
York;  Morgan  Vance,  M.D.,  Assistant  Medical  Examiner, 
City  of  New  York;  Milton  Helpern,  M.D.,  Assistant  Medi- 
cal Examiner,  City  of  New  York.  With  a foreword  by  Har- 
rison S.  Martland,  M.D.,  Chief  Medical  Examiner,  Essex 
County  (Newark),  New  Jersey.  244  illustrations;  754  pp., 
with  appendix.  $10.00.  Published  by  D.  Appleton-Century 
Co.,  New  York,  1937. 

Under  the  time  honored  and  overworked  title  of  “Legal 
Medicine  and  Toxicology,”  the  authors  have  presented  the 
most  practical  and  readable  single  volume  on  forensic 
medicine  yet  to  be  published.  The  book  is  well  illustrated 
with  photographs  from  the  files  of  the  Chief  Medical  Ex- 
aminer of  New  York  City  and  from  the  records  of  the 
New  York  Police  Department  and  stresses  particularly  the 
necessity  of  correlating  the  signs  and  cause  of  death  with 
the  surroundings  and  conditions  under  which  the  body  is 
found.  There  is  an  admirable  discussion  of  death  by  trauma 
with  especial  reference  to  automobile  injuries,  a point 
hitherto  not  sufficiently  emphasized  in  similar  works.  The 
discussion  of  bullet  wounds  is  very  complete,  including  use- 
ful tables  of  bore,  rifling,  muzzle  velocity,  and  the  weights 
and  nature  of  bullets  and  powder  charges,  .\bortion,  in  all 
its  legal  and  medical  aspects,  is  briefly  but  thoroughly  dis- 
cussed. The  sections  on  rape  and  other  sexual  assaults  stress 
particularly  the  legal  pitfalls  for  the  unwary  medical  man 
who  examines  either  victim  or  assailant,  and  should  be 
read  by  all  practicing  physicians.  The  subject  of  blood 
grouping  is  presented  too  fully  and  too  technically  for  easy 
comprehension  by  the  average  physician.  The  discussion  of 
the  identification  of  hair  is  the  best  extant.  A very  timely 
chapter  entitled  “The  Rights  and  Obligations  of  Physi- 
cians” is  included  and  full  appreciation  of  its  contents 
would  prevent  many  a malpractice  suit.  Contrary  to  usual 
procedure,  the  authors  have  separated  the  poisons  into  a 
comprehensive  list  of  signs,  symptoms,  antidotes  and  au- 
topsy appearance  and  into  a separate  section  giving  in  de- 
tail the  toxicologic  analysis.  This  is  a very  welcome  and 
refreshing  change.  The  book  ends  with  a brief  appendix, 
giving  a description  of  the  origin  and  function  of  the  office 
of  Chief  Medical  Examiner  of  New  York  City.  All  in  all, 
the  authors  have  cov'ered  a tremendous  subject  very  well 
and  very  thoroughly  in  a relatively  few  pages  and  one 
must  agree  with  Dr.  Martland  who  states  in  the  foreword: 
“This  book  so  completely  and  thoroughly  covers  the  sub- 
jects of  legal  medicine  and  toxicology  that  it  should  become 
the  handbook  and  daily  guide  for  the  coroner,  the  cor- 
oner’s physician,  the  county  physician,  the  medical  ex- 
aminer, the  toxicologist,  and  the  pathologist.” 

Wilson 


The  1936  Year  Book  of  Dermatology  and  Syphilology'. 
Edited  by  Fred  Wise,  M.D.,  Professor  of  Clinical  Derma- 
tology and  Syphilology,  New  York  Post-Graduate  Medical 
School  and  Hospital  of  Columbia  University,  etc.,  and 
Marion  B.  Sulzberger,  M.D.,  .Associate  Professor  in  above 
institution.  720  pp.  $3.00.  The  Year  Book  Publishers,  Chi- 
cago, 1937. 

This  issue  includes  abstracts  selected  from  the  first  vol- 
ume of  transactions  of  the  Ninth  International  Congress 
held  in  Budapest  in  September,  1935.  These  with  some 
additions  offer  a bird’s-eye  view  of  modern  dermatology 
and  syphilology.  Some  of  the  particular  subjects  consid- 
ered are  investigations  of  lymphopathia  venerea,  allergy 


and  immunology  in  relation  to  dermatosyphilology,  inves- 
tigations of  effects  of  vitamins  and  hormones  in  skin  dis- 
eases, as  well  as  many  other  problems.  A useful  guide 
for  the  general  practitioner  is  offered  in  the  treatment  of 
urticaria.  Drug  eruptions,  hematogenous  dermatoses  of  pos- 
sible allergic  nature,  mycosis  fungoides,  and  chronic  gran- 
ulomas other  than  syphilis  are  some  of  the  conditions  dis- 
cussed under  syphilis  and  its  therapy  are  presented  the  lat- 
est investigations  for  the  treatment  of  this  protean  disease. 


Memoranda  of  Toxicology.  By  Max  Trumper,  B.S., 
A.M.,  Ph.D.,  Consulting  Clinical  Chemist  and  Toxicologist, 
Philadelphia,  etc.  Third  edition,  304  pp.  $2.00.  P.  Blakis- 
ton’s  Son  & Co.,  Inc.,  Philadelphia,  1937. 

The  author  states  there  is  no  department  of  medical  prac- 
tice so  liable  to  error  in  diagnosis  and  treatment  as  that 
dealing  with  cases  of  poison.  Newly  developed  views  in  re- 
gard to  antidotes  and  methods  of  treatment  are  pre- 
sented, based  on  observations  in  medical  clinics  and  hospi- 
tals for  more  than  eighteen  years.  The  text  covers  the  gen- 
eral subjects  of  general  toxicology  and  corrosives,  simple 
irritants,  specific  irritant  poisons  and  neurotic  poisons. 
Diagnosis,  detection  and  treatment  of  poisoning  are  out- 
lined covering  both  vegetable  and  metallic  substances. 
Arsenic  is  by  far  the  most  important  of  metallic  poisons, 
existing  in  many  forms  in  nature.  Importance  of  lead  poi- 
soning in  industries  is  well  recognized.  For  handy  reference 
this  book  is  valuable,  and  it  would  be  appreciated  by  any- 
one coming  in  contact  with  any  form  of  poisoning. 


The  .Avitaminoses.  The  Chemical,  Clinical  and  Patho- 
logic Aspects  of  the  Vitamin  Deficiency  Diseases.  By  Walter 
H.  Eddy,  Ph.D.,  Professor  of  Physiologic  Chemistry,  Teach- 
ers College,  Columbia  University,  etc.,  and  Gilbert  Dall- 
dorf,  M.D.,  Pathologist  to  the  Grasslands  and  Northern 
Westchester  Hospitals,  Westchester  County,  New  York. 
Illustrated  with  photographs  and  photomicrographs.  338 
pp.  $4.50.  The  Williams  & Wilkins  Company,  Baltimore, 
1937. 

The  great  volume  of  literature  pertaining  to  vitamins  and 
diseases  produced  by  lack  of  them,  together  with  the 
multiplicity  of  units  used  has  created  much  confusion.  This 
book,  therefore,  is  timely  in  its  correlation  and  summation 
of  present  knowledge  of  the  vitamins.  While  going  into 
some  detail  as  to  the  nature  of  each  vitamin,  as  well  as  the 
newer  subdivisions  of  Vitamin  B,  the  author  nevertheless 
avoids  confusion  and  renders  the  subject  easily  understood. 
Much  attention  is  paid  to  morbid  anatomy  of  the  avita- 
minoses. Not  the  least  valuable  part  of  the  book  is  a table 
in  Part  II  which  lists  vitamin  contents  of  the  various  foods 
in  international  units  per  ounce. 


Why  We  Do  It.  By  Edward  C.  Mason,  M.D.,  Ph.D., 
F.A.C.P.,  Professor  of  Physiology,  University  of  Oklahoma 
City.  177  pp.  $1.50.  The  C.  V.  Mosby  Company,  St.  Louis, 
1937. 

This  small  volume  written  in  every  day  language  rather 
than  the  mysterious  terms  of  the  psychiatrist,  attempts  to 
outline  some  of  the  practical  and  significant  psychologic 
reactions  which  may  aid  or  hinder  the  adjustment  of  the 
individual  to  his  environment.  It  gives  considerable  insight 
in  a simplified  way  into  human  relations,  and  could  well 
be  utilized  by  the  general  physician  who  must  handle  a 
considerable  number  of  patients  who  present  psychologic 
problems. 
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One  of  the  pioneer  radiological  institutions  in  the  Northwest 


DR.  CHARLES  B.  WARD  DR.  ARTHUR  BETTS 
DR.  MILO  HARRIS 


Offices  in  Seattle  and  Spokane  offer 
physicians  radiological  services  under 
trained  and  experienced  radiologists 
working  with  up-to-date  apparatus. 

Hospital  facilities  are  available  in  the  same  buildings 


SPOKANE  SEATTLE 

252  Paulsen  Medical  8C  Dental  Building  414  Cobb  Building 

X-Ray  Diagnosis,  X-Ray,  and  X-Ray  and  Radium  Therapy 

Radium  Therapy  Radium  Emanation 

Phone  Main  1341  Phone  Seneca  2060 


Hemophilia;  Clinical  and  Genetic  Aspects.  By  Car- 
roll  LaFleur  Birch,  Assistant  Professor  of  Medicine,  Uni- 
versity of  Illinois.  ISI  pp.  $2.50.  University  of  Illinois  Press, 
1937. 

This  book  is  a brief  monograph  summarizing  the  author’s 
experience  and  investigation  of  ninety-eight  patients  with 
hemophilia,  during  the  last  nine  years.  It  consists  for  the 
most  part  of  a lucid  description  from  personal  observation 
of  the  clinical  manifestations  of  the  disease  and  extensive 
recitation  of  case  histories,  bringing  out  in  particular  the 
genetic  aspects  of  hemophilia.  The  whole  book  is  printed  on 
glazed  paper,  and  the  photographs  of  the  more  striking 
complications  are  excellent.  Those  interested  in  the  clinical 
manifestation  of  the  disease  will  find  the  information  to  be 
first  hand  and  clearly  presented.  student  of  genetics 
would  find  the  remainder  of  the  book  exceedingly  interest- 
ing, if  not  a fertile  field  for  information.  Foster 


The  Intimate  Side  of  a Woman’s  Life.  By  Leona  W. 
Chalmers.  Foreword  by  Winfield  Scott  Pugh,  M.D.  Illus- 
trated with  21  sketches.  128  pp.  $1.50.  Pioneer  Publica- 
tions, Inc.,  New  York,  1937. 

This  little  volume  explains  in  lay  terms  the  things  which 
a woman  should  know  about  the  care  of  her  sex  organs. 
Truly  on  feminine  hygiene,  it  is  not  thus  titled  because  of 
the  current  use  of  that  term  to  designate  contraceptive 
technic.  This  book  mentions  contraception  only  briefly, 
and  as  a minor  part  of  the  complete  hygiene.  The  style  is 
clear,  and  the  attitude  taken  is  that  of  strict  common  sense. 
It  may  well  be  recommended  to  supplement  instruction  by 
the  physician. 


X-RAY  DIAGNOSIS 
and 

THERAPY 

H.  E.  NICHOLS,  M.D. 

Seattle,  Wash. 

443  Stimson  Bldg.  ELiot  7064 


Aids  to  the  Diagnosis  and  Treatment  of  Diseases  of 
Children,  Seventh  Edition.  By  F.  M.  B.  Allen,  M.D., 
M.R.C.P.  (Lond.),  Lecturer  in  Infant  Hygiene  and  Dis- 
eases of  Children,  Queen’s  University,  Belfast,  etc.  329  pp. 
$1.50.  Bailliere,  Tindall  and  Cox,  London.  Wm.  Wood  & 
Company,  Baltimore,  American  Agents,  1937. 

This  is  a pocket  size  manual  designed  for  students,  but 
excellent  for  use  as  quick  reference  material,  or  in  review. 
Obviously  not  intended  to  be  complete,  it  leaves  out  non- 
essential  remarks  but  gives  the  most  important  elements  of 
etiology,  symptomology,  diagnosis  and  treatment.  Most  of 
the  common  conditions  are  covered  in  a page  or  less,  with 
the  important  or  distinguishing  features  all  presented.  The 
chapter  on  infant  feeding  has  received  special  attention.  The 
appendix  gives  description  of  many  special  procedures,  and 
lists  sixty-four  prescriptions  of  value. 
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MISCELLANY 


Vol.  36,  No.  7 


Cooperative  Clinical  Studies  In  Treatment  of  Syph- 
ilis: Effect  of  Specific  Therapy  on  Prophylaxis  and 
Progress  of  Cardiovascular  Syphilis.  Harold  N.  Cole, 
Cleveland  {Journal  A.  M.  A.,  May  29,  1937),  with  Lida  J. 
Usilton,  Washington,  D.  C.;  Joseph  Earle  Moore,  Balti- 
more; Paul  A.  O’Leary,  Rochester,  Minn.;  John  H.  Stokes, 
Philadelphia;  Udo  J.  Wile,  .'\nn  .Arbor,  Mich.;  Thomas 
Parran,  Jr.,  .Albany,  N.  Y.,  and  John  McMullen,  Washing- 
ton, D.  C.,  state  that  it  has  been  estimated  that  in  the  United 
States  annually  one-half  million  people  with  late  syphilis 
seek  treatment  for  the  first  time,  about  50,000  of  whom  have 
a detectable  cardiovascular  syphilis.  Among  6,253  patients 
admitted  with  latent  or  late  syphilis  (principally  central 
nervous  system  or  cardiovascular)  who  were  treated  for  six 
months  or  longer,  there  were  9.9  per  cent  who  on  admission 
manifested  or  subsequently  developed  cardiovascular  syph- 
ilis. There  were  4.9  per  cent  of  cases  of  uncomplicated  syph- 
ilitic aortitis,  4.1  per  cent  of  aortic  regurgitation,  1.2  per 
cent  of  aneurysm  and  0.8  per  cent  of  myocarditis.  Propor- 
tionately three  times  as  many  Negroes  as  white  patients 
were  affected,  and  among  the  males  four  times  as  many. 
In  7 per  cent  of  the  patients  with  cardiovascular  syphilis, 
involvement  occurred  within  five  years  after  infection,  but 
the  largest  group  in  ten  to  twenty  years  or  twenty  to  thirty 
years  after  infection.  The  blood  serologic  reaction  was  posi- 
tive in  79  per  cent  of  the  cases.  Among  those  patients  on 
whom  a spinal  fluid  examination  was  done,  definite  abnor- 
malities were  detected  in  56  per  cent.  In  3,641  cases  in  which 
treatment  was  administered  in  the  early  stages  of  syphilis, 
less  than  1 per  cent  developed  cardiovascular  involvement. 
However,  since  71  per  cent  have  been  followed  for  less  than 
three  years,  there  is  a strong  probability  that  in  certain  of 
these  cases  cardiovascular  syphilis  will  be  detected  as  the 
observation  period  is  extended.  Of  935  patients  followed  for 
from  three  to  ten  years  fifteen,  or  1.6  per  cent,  developed 
cardiovascular  syphilis,  and  among  105  patients  followed  for 
from  ten  to  twenty  years,  seven,  or  6.7  per  cent,  developed 
cardiovascular  syphilis.  Of  the  patients  followed  for  from 
three  to  twenty  years,  none  developed  aortic  regurgitation 
or  aneurysm  provided  they  had  been  adequately  and  regu- 
larly treated  during  the  early  stages  of  syphilis.  Of  the  entire 
Cooperative  Clinical  Group  material  69  per  cent  had  never 
had  any  specific  treatment  previous  to  detection  of  the  car- 
diovascular syphilis.  When  thirteen  or  more  injections  of  an 
arsenical  with  twenty  or  more  injections  of  a heavy  metal 
were  given  after  the  detection  of  the  cardiovascular  in- 
volvement, it  appeared  that  not  only  was  there  some  symp- 
tomatic relief  of  cardiovascular  symptoms  but  also  that  there 
was  a prolongation  of  life,  the  extent  of  which  was  depend- 
ent on  the  severity  of  cardiovascular  involvement  when 
antisyphilitic  treatment  was  begun.  The  best  treatment  of 
cardiovascular  syphilis  is  prophylaxis,  i.  e.,  at  least  twenty 
to  thirty  injections  of  an  arsenical  with  interim  heavy  metal 
(bismuth)  administered  under  the  continuous  system  while 
the  patient  is  in  the  early  stages  of  syphilis.  Once  the  pa- 
tient has  cardiovascular  syphilis,  in  addition  to  symptomatic 
care,  preferable  treatment  seems  to  consist  of  a preliminary 
course  of  intramuscular  bismuth  injections  and  potassium 
iodide  by  mouth,  followed  by  the  cautious  use  of  arsenicals. 
Shock  must  be  avoided  at  all  times.  If  the  therapy  is  well 
tolerated,  alternating  courses  of  the  heavy  metals  and  the 
arsenicals  may  be  cautiously  continued. 


.Antipneumococcus  Rabbit  Serum  .As  a Therapeutic 
.Agent  In  Lobar  Pneumonia.  F.  L.  Horsfall,  Jr.,  Kenneth 
Goodner,  C.  M.  MacLeod  and  A.  H.  Harris,  2d  {Journal 
A.  M.  A.,  May  1,  1937),  treated  twenty-two  patients  with 
lobar  pneumonia  with  unconcentrated  type  specific  rabbit 
antipneumococcus  serums:  ten  with  type  I,  four  with  type 
II,  three  with  type  VII  and  five  with  type  VHI  pneumococ- 
cus pneumonia.  Pneumococcic  bacteremia  was  present  in 
twelve  of  the  twenty-two,  consolidation  of  two  or  more 
lobes  in  seven,  bilateral  consolidation  in  three  and  pleural 
exudate  containing  large  numbers  of  pneumococci  in  three. 
Twenty-one  patients  recovered  and  one  patient  died  of  rup- 
ture of  the  aorta  five  weeks  after  the  onset  of  the  disease. 
Recovery  was  rapid  and  by  crisis  in  almost  all,  and  the 
signs  of  intoxication  disappeared  shortly  after  serum  therapy. 


Crisis  occurred  after  an  average  of  twenty-six  hours  follow- 
ing the  institution  of  serum  therapy,  and  latterly  in  five 
cases  with  the  more  rapid  administration  of  serum  this 
period  has  been  decreased  to  an  average  of  nine  hours. 
Empyema  did  not  develop  in  two  patients  with  grossly  in- 
fected pleural  exudates.  Type  specific  antibody  of  rabbit 
origin  was  demonstrable  in  these  exudates  after  the  intra- 
venous administration  of  serum,  and  following  this  the  pneu- 
mococci disappeared.  Empyema  occurred  in  one  patient.  In 
this  case,  type  specific  antibody  was  not  demonstrable  in 
the  exudate  and  the  pleural  infection  progressed,  necessi- 
tating surgical  drainage.  From  these  results  it  appears  that 
unconcentrated  type  specific  antipneumococcus  rabbit  serum 
is  at  least  as  effective  as  concentrated  horse  serum  in  the 
treatment  of  lobar  pneumonia.  This  fact  when  added  to  the 
relative  rapidity  and  ease  with  which  it  can  be  produced, 
the  relatively  low  cost  of  the  finished  product,  the  facility 
with  which  it  can  be  administered,  as  well  as  the  evidence 
indicating  that  rabbit  antibody  can  penetrate  the  pleura  and 
assist  in  the  sterilization  of  an  infected  exudate  would  sug- 
gest that  type  specific  antipneumococcus  rabbit  serum  is  a 
therapeutic  agent  of  considerable  promise. 


Use  of  Sulfanilamide  In  Gonococcic  Infections:  Pre- 
liminary Report.  Because  of  the  close  biologic  relation- 
ship between  the  meningococcus  and  the  gonococcus  John 
E.  Dees  and  J.  A.  C.  Colston,  Baltimore  {Journal  A.  M.  A., 
May  29,  1937),  investigated  the  effect  of  oral  administration 
of  sulfanilamide  in  nineteen  cases  of  gonococcic  infection  seen 
in  the  Brady  Urological  Dispensary  of  the  Johns  Hopkins 
Hospital.  With  a few  exceptions,  all  patients  received,  in 
four  divided  doses  a day,  4.8  gm.  of  sulfanilamide  daily  for 
two  weeks,  3.6  gm.  daily  for  three  days,  and  then  2.4  gm. 
daily  for  from  four  to  eight  days.  The  active  urethral  dis- 
charge disappeared  in  three  cases  in  one  day,  in  seven  cases 
in  two  days,  in  two  cases  in  three  days,  in  two  cases  in 
seven  days.  In  one  case  it  disappeared  in  four  days  to  recur 
slightly  on  the  fourteenth  day  and  again  disappeared  on  the 
sixteenth  day.  One  patient  was  treated  for  two  days  with 
sulfanilamide  but  failed  to  return  until  three  days  later. 
The  discharge  had  continued  during  this  time.  The  drug 
was  again  administered  for  two  days  but  the  patient  did 
not  return  until  the  twentieth  day,  at  which  time  the  dis- 
charge was  still  present  and  positive  for  gonococci.  The 
drug  was  again  administered  and  the  discharge  disappeared 
and  the  smear  became  negative  for  gonococci  in  the  ensuing 
three  days  and  has  not  recurred  to  date.  In  two  cases  the 
discharge  is  still  present  ten  and  twelve  days  respectively 
after  the  beginning  of  treatment.  One  patient  with  chronic 
anterior  and  posterior  urethritis,  subacute  prostatitis,  sub- 
acute right  epididymitis  and  acute  left  epididymitis  had  no 
urethral  discharge,  but  gonococci  were  demonstrated  on 
smear  and  culture  from  the  urine.  The  organisms  disap- 
peared three  days  after  the  institution  of  treatment,  and 
there  had  been  marked  diminution  in  the  swelling  of  the 
left  epididymis.  When  seen  last  on  the  fourteenth  day  after 
the  institution  of  the  treatment,  the  patient  was  free  from 
symptoms,  there  was  no  urethral  discharge  and  the  urine 
was  clear  in  three  glasses.  Prostatic  secretion  showed  from 
6 to  8 white  cells  per  high  power  field.  Stained  smears  from 
the  urethral  discharge  and  centrifugated  urine  became  nega- 
tive for  gonococci  in  from  two  to  twenty-three  days.  In  one 
case  smears  became  negative  on  the  ninth  day,  positive  on 
the  fourteenth  day  and  again  negative  on  the  seventeenth 
day.  In  three  cases  gonococci  are  still  present  after  eleven 
days.  Symptoms  of  burning  and  frequency  disappeared  in 
from  one  to  eight  days.  Symptoms  of  slight  dizziness  and 
lassitude  occurred  in  four  cases  with  the  initial  larger  doses 
but  disappeared  when  the  amount  of  the  drug  was  reduced. 
In  several  instances  it  was  noted  that,  as  the  urethral  dis- 
charge began  to  disappear,  the  gonococci  were  found  to  lie 
extracellularly,  with  little  or  no  evidence  of  phagocytosis 
by  the  leukocytes.  Immediately  on  the  complaint  by  the 
patient  of  lassitude  or  dizziness,  the  dosage  must  be  reduced 
or  the  drug  discontinued  completely.  We  have  observed 
no  serious  symptoms.  Should  symptoms  persist,  a complete 
blood  study  should  be  done. 
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REPAIR  OF  FLEXOR  TENDONS  OF 
THE  FINGERS* 

H.  vH.  Thatcher,  M.D. 

PORTLAND,  ORE. 

The  flexor  tendons  of  the  fingers  are  the  most 
important  tendons  in  the  hand.  Good  results  in 
the  repair  of  these  are  difficult  to  obtain.  Much 
can  be  done  to  prevent  infection  during  the  first 
few  hours  after  an  injury  to  the  hand.  If  there  is 
a suspicion  that  a tendon  has  been  severed,  hospi- 
talization is  imperative.  Many  hands  with  tendon 
function  impaired  by  infection  could  have  been  suc- 
cessfully treated,  if  the  original  treatment  had  been 
in  a hospital. 

Shock  often  accompanies  injuries  to  the  hand, 
and  in  its  presence  administration  of  a general 
anesthetic  is  unwise.  In  such  cases  a local  anes- 
thetic may  be  used.  Two  per  cent  novocain  injected 
into  the  median,  ulnar  and  radial  nerves  in  the 
forearm  produces  satisfactory  anesthesia.  A general 
anesthetic  is  preferable  when  possible. 

Good  surgery  of  the  hand  can  be  done  only  in 
a bloodless  field  and  the  most  satisfactory  tourni- 
quet is  a blood  pressure  cuff.  It  should  be  applied 
above  the  elbow,  the  arm  elevated  to  a vertical 
position  for  a few  moments,  then  the  cuff  should 
be  inflated  to  a pressure  of  250  mm.  of  mercury. 
This  tourniquet  may  be  safely  left  undisturbed  for 
an  hour  without  reaction,  but  it  should  not  be 
reapplied. 

The  hand  and  arm  should  be  painted  with  one- 
half  strength  tincture  of  iodine.  The  wound  should 

* Read  before  a meeting  of  Multnomah  County  Medical 
Society,  Portland,  Ore.,  Feb.  22,  1937. 


be  carefully  and  completely  cleaned  of  foreign  ma- 
terial and  devitalized  tissue  by  sharp  dissection. 
It  is  better  when  cleaning  the  wound  to  risk  cut- 
ting normal  tissue  than  to  leave  doubtful  material 
which  might  serve  as  a source  of  infection. 

It  may  be  possible  to  join  the  ends  of  cut  nerves 
or  tendon  with  one  chromic  suture  in  each,  but 
catgut  in  any  quantity  should  be  avoided.  Silk 
should  not  be  used  in  primary  tendon  repair,  be- 
cause if  infection  develops  subsequently,  it  will 
persist  until  all  the  silk  has  sloughed  from  the 
wound.  After  the  necessary  work  has  been  done, 
the  skin  should  be  closed  without  drainage. 

The  arm  should  be  immobilized  by  some  form  of 
splint  and  elevated  to  improve  circulation  and  to 
avoid  edema.  Trauma  incident  to  daily  removal 
of  dressings  may  be  avoided  by  leaving  the  wound 
exposed  and  protected  by  a wire  cage.  If  no  in- 
fection follows,  tendon  repair  may  be  performed 
in  ten  days. 

The  anatomy  of  the  hand  is  such  that  it  does  not 
react  kindly  to  infection.  The  hand  which  has 
weathered  a storm  of  severe  infection  taxes  the 
ingenuity  of  the  surgeon.  Flexor  tendons  are  con- 
fined closely  in  sheaths,  where  infection  causes 
swelling  with  resultant  ischemia  of  the  tendon.  This 
is  particularly  true  in  the  fingers  and  under  the 
transverse  carpal  ligament.  The  end  result  here 
is  the  substitution  of  cicatricial  tissue  for  serous 
membrane  with  a loss  of  gliding  surface.  As  a re- 
sult of  cicatricial  invasion  the  tendons  become 
brittle,  and  with  their  sheaths  contract  and  become 
adherent  to  adjacent  structures. 
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Successful  tendon  repair  can  not  be  done  in  the 
presence  of  infection.  For  this  reason  at  least  four 
months  should  elapse  following  infection  before 
reconstructive  tendon  surgery  is  attempted.  This 
time  minimizes  the  danger  of  latent  infection  and 
allows  tissue  immunity  to  approach  its  optimum. 

Before  actual  reconstruction  can  be  performed 
on  the  tendon,  the  fingers  must  be  put  in  a func- 
tioning position.  This  can  be  accomplished  while 
waiting  for  the  proper  time  to  operate.  After  an 
infection  the  metacarpal  phalangeal  joints  are 
usually  hyperextended  and  the  terminal  phalanges 
placed  in  slight  flexion.  The  thumb  is  usually  pulled 
away  from  the  palm  so  that  it  will  not  oppose  the 
fingers.  Joints  are  limited  in  mobility  in  proportion 
to  the  amount  of  adhesions  about  their  capsules. 

The  metacarpal  phalangeal  joints  must  be  flexed. 
The  thumb  must  be  drawn  across  the  palm  toward 
the  little  finger.  Joints  must  be  loosened.  These 
changes  should  be  effected  by  means  of  gradual 
traction  rather  than  by  manipulation  under  anes- 
thesia (fig.  1). 

Reconstructive  surgery  on  the  flexor  tendons  of 
the  fingers  requires  meticulous  attention  to  all  of 
the  details  of  its  performance.  Disregard  for  any 
necessary  essential  may  cause  a poor  result  to  be 
obtained.  Reconstructive  surgery  on  the  flexor 
tendons  should  be  looked  upon  as  a major  surgical 
procedure  and  the  preoperative  care  is  important. 
A careful  preparation  of  the  hand  and  forearm  is 
necessary,  if  infection  is  to  be  avoided.  For  this 
reason  the  patient  should  enter  the  hospital  at 
least  twenty-four  hours  prior  to  operation.  The 
hand  and  forearm  are  shaved  and  scrubbed  with 
soap  and  water  and  the  nails  are  cleaned  care- 
fully. An  alcohol  dressing  then  is  applied  up  to 
the  elbow.  The  following  day  the  alcohol  dressing 
is  repeated.  If  a tendon  transplant  is  to  be  made, 
the  part  from  which  the  graft  is  to  be  taken  should 
be  prepared  at  the  same  time  in  the  same  way. 

In  the  surgery  the  hand  and  arm  are  elevated 
and  an  Esmarch  bandage  is  wrapped  tightly  over 
the  preliminary  dressing  from  the  fingers  to  the 
elbow  in  order  to  remove  all  possible  blood.  Spe- 
cial attention  to  obtaining  a complete  ischemia 
of  the  hand  will  be  well  repaid.  Sensory  nerves 
may  be  isolated  and  avoided,  and  sutures  may  be 
applied  to  both  tendons  and  nerves  with  much 
greater  precision.  Trauma  from  sponging  delicate 
tendon  sheaths  is  avoided. 

With  the  arm  still  elevated,  a blood  pressure 
cuff  is  applied  just  above  the  elbow  and  inflated. 


as  rapidly  as  possible,  to  a pressure  of  250  mm. 
of  mercury.  Clamps  are  then  applied  to  the  tubing 
in  order  to  prevent  any  leakage.  After  the  blood 
pressure  cuff  has  been  inflated  the  Esmarch  band- 
age and  the  preliminary  dressing  are  removed. 
The  operative  field  is  painted  with  full  strength 
tincture  of  iodine.  If  any  leaking  occurs  while  the 
cuff  is  on,  it  should  be  deflated,  the  arm  elevated 
for  a few  minutes  and  the  pressure  reapplied. 

During  the  first  hour  as  much  work  as  is  pos- 
sible should  be  done  because  at  the  end  of  this 
time  the  blood  pressure  cuff  should  be  removed. 
After  removal  of  the  cuff,  sponges  held  firmly 
against  the  wound  for  a few  minutes  will  stop 
excessive  bleeding.  Any  vessels  which  continue  to 
bleed  may  be  ligated  with  double  or  triple  zero 
catgut.  Since  these  operations  are  tedious,  the 
operator  should  be  seated  while  at  work  and  may 
find  it  convenient  to  rest  his  elbows. 

The  location  of  an  incision  in  the  finger  or  hand 
is  very  important  to  future  efficiency  and  a com- 
mon mistake  in  opening  a finger  is  to  make  the 
incision  in  the  wrong  location.  An  incision  along  the 
flexor  surface  of  the  finger  is  to  be  avoided.  Such 
an  incision  is  sensitive.  It  causes  cicatricial  con- 
traction with  flexion  deformity  of  the  finger.  It  is 
directly  over  the  gliding  surface  of  a flexor  tendon 
and  will  become  adherent  to  the  tendon.  An  in- 
cision in  the  mid  line  will  also  cut  the  normal 
transverse  fascial  bands  through  which  the  tendon 
glides.  This  results  in  the  so-called  bow-string  fin- 
ger (fig.  2 B). 

With  but  few  exceptions,  incisions  should  be 
made  on  the  lateral  surface  of  fingers  at  the  joints 
and  midway  between  the  dorsal  and  volar  surfaces. 
This  will  avoid  cutting  vessels  and  sensory  nerves. 
If  sensory  nerves  are  cut,  sensation  in  the  finger 
is  lost.  When  sensation  is  lost,  cuts  and  burns  are 
frequent;  there  is  a loss  of  stereognosis;  trophic 
changes  result  and  the  finger  becomes  cold  and  its 
skin  shiny.  If  a lateral  incision  at  the  joint  does 
not  give  the  desired  exposure,  it  may  be  extended 
across  the  volar  surface  of  the  finger  in  the  flexor 
crease  (fig.  3). 

When  making  palmar  incisions  anatomic  creases 
should  be  followed.  Instead  of  cutting  across  a 
crease  at  right  angles,  the  incision  should  be  zig- 
zagged. This  will  lessen  the  possibility  of  a deform- 
ing skin  contraction.  It  must  be  borne  in  mind  that 
the  only  motor  branch  of  the  median  nerve  in  the 
hand  comes  off  at  the  base  of  the  thenar  eminence 
and  supplies  the  thenar  muscles  which  appose  the 
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Fig.  1 

Fig.  1.  Volar  splint  for  mobilizing  finger  joints  showing 
traction  obtained  by  rubber  bands. 


Figs.  3,  4.  Drawings  showing  proper  sites  for  skin  in- 
cisions for  surgery  of  the  hand  and  fingers. 


Fig.  2 

Fig.  2.  A.  Drawing  showing  normal  relation  of  trans- 
verse fascial  bands  to  flexor  tendons  in  fingers.  B.  Draw- 
ing showing  “bow  string  finger”  resulting  from  severed 
transverse  fascial  bands. 


thumb  to  the  fingers.  An  incision  along  the  crease 
at  the  base  of  the  thenar  eminence  should  be  made 
with  caution  so  that  this  important  nerve  will  not 
be  severed  with  resultant  loss  of  apposition  of  the 
thumb.  Incisions  at  the  wrist  are  best  made  trans- 
versely (fig.  4). 

Function  is  notoriously  impaired,  following 
suture  of  flexor  tendons  in  the  fingers.  The  reason 
for  this  can  easily  be  seen.  Tendons  in  the  fingers 
glide  in  tunnels  just  large  enough  to  accommodate 
them.  If  sutures  are  placed  in  a tendon  in  the  fin- 
ger, adhesions  between  the  tendon  and  adjacent 
tissue  will  result.  For  this  reason,  if  either  tendon 
is  cut,  it  is  better  to  remove  both  ends  of  the  sev- 
ered tendon  from  the  finger. 


One  must  keep  in  mind  the  anatomy  of  the  flexor 
tendons  in  the  fingers.  A laceration  distal  to  the 
middle  joint  of  the  finger  can  sever  only  the  pro- 
fundus tendon.  A laceration  proximal  to  the  middle 
joint  will  sever  the  sublimis  tendon  first  and  then 
the  profundus  tendon.  In  any  case  of  severed  flexor 
tendon  or  tendons  in  a finger  the  sublimis  tendon 
is  removed  from  the  palm  to  its  insertion.  If  only 
the  sublimis  tendon  has  been  severed,  the  newly 
cut  free  end  in  the  palm  should  be  attached  to  the 
profundus.  This  removal  prevents  the  sublimis 
from  growing  to  the  profundus  tendon  in  the  finger 
and  acting  as  a check  rein  with  resultant  incom- 
plete flexion  of  the  distal  phalanx.  If  the  profundus 
tendon  has  been  severed,  it  is  necessary  to  remove 
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the  sublimis  in  order  to  insert  a tendon  graft  to 
replace  the  damaged  portion  of  the  profundus. 

Argument  has  been  advanced  against  removing 
what  seems  to  be  a good  tendon  from  the  finger. 
Experience  has  shown  that  ultimate  function  is 
better  if  no  suturing  is  done  in  the  tunnel  of  a 
finger.  A tendon  should  be  transplanted  from  the 
palm  to  the  distal  phalanx  instead.  Experience 
has  also  shown  that  it  is  better  to  sacrifice  a good 
sublimis  tendon  than  to  risk  the  loss  of  complete 
flexion  which  almost  inevitably  follows  attempts 
at  suture  in  the  finger.  The  profundus  tendon  is 
sufficient  for  adequate  function  because  of  its  in- 
sertion into  the  distal  phalanx  and  because  of  the 
nature  of  fascial  bands  which  act  as  pulleys  and 
keep  it  in  its  tunnel. 

One  end  of  a tendon  graft  is  sutured  to  the 
newly  cut  profundus  tendon  in  the  palm.  The  free 
end  of  the  graft  is  pulled  through  the  flexor  tunnel 
in  the  finger  and  is  attached  to  the  stub  of  the 


Fig.  5.  Drawing  demonstrating  method  of  pulling  flexor 
tendon  through  the  finger  tunnel  and  attaching  it  to  the 
distal  phalanx. 

profundus  tendon  at  the  distal  phalanx.  This  will 
give  adequate  flexion  in  the  finger  (fig.  5). 

The  length  of  the  transplant  is  important  be- 
cause upon  the  proper  length  depends  the  proper 
tension.  Upon  the  tension  depends  the  ultimate 
function.  When  the  tendon  graft  has  been  attached 
to  the  distal  phalanx,  the  tension  is  correct,  if  slight 
flexion  of  the  finger  will  just  relieve  the  pull  on 
the  suture  line. 

A tendon  for  transplantation  should  be  strong 
enough  for  its  task.  Its  removal  should  cause  little 
loss  of  function.  A covering  of  paratenon  fat  is  de- 
sirable for  it  in  order  that  adhesions  subsequent 
to  transplantation  will  not  limit  motion.  The  long 
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Fig.  6.  A.  The  cut  end  of  a tendon  is  grasped  with  an 
Allis  forceps  and  the  tendon  transfixed  three-fourths  of  an 
inch  away  with  silk  suture  on  two  self-threading  needles. 
B.  One  needle  is  then  passed  diagonally  through  the  tendon 
toward  the  clamp. 


Fig.  7 


Fig.  7.  C.  This  is  done  three  times  through  the  tendon 
and  the  needle  emerges  on  the  opposite  side  of  the  tendon 
from  its  starting  point.  D.  The  second  needle  is  passed 
in  a similar  manner. 

extensor  tendons  of  the  toes  are  convenient  for 
this  purpose  because  in  their  absence  the  short 
extensors  prevent  toe  drop.  The  tendons  of  the 
palmaris  longus,  a sublimis  tendon,  or  if  neces- 
sary the  flexor  carpi  radialis  or  the  flexor  carpi 
ulnaris  may  be  used.  If  additional  paratenon  fat 
is  necessary  to  cover  sutures  in  the  tendon  unions, 
it  may  be  obtained  from  over  the  triceps  muscle 
or  from  the  region  of  the  Achilles  tendon. 

A good  result  depends  in  part  upon  the  type  of 
suture  material  which  is  used  in  the  tendon  re- 
pair. It  must  be  strong  in  order  to  hold  the  tendon 
ends  together  during  motion  which  is  started  early 
before  physiologic  union  has  occurred.  Deknetal 


August,  1937 


BIRTH  TRAUMATA MILLER 


263 


Fig  8.  E.  The  pinched  portion  of  the  tendon  is  removed 
with  a sharp  knife.  F.  Each  needle  is  then  passed  through 
the  same  side  of  the  tendon  and  emerges  just  inside  the 
edge  of  the  cut  tendon  end. 

silk  sutures  give  good  results.  Size  No.  1 is  used  on 
small  tendons  and  No.  2 on  larger  tendons.  A self 
threading  needle  is  placed  on  each  end  of  an  eight 
inch  piece  of  suture  material  (figs.  6,  7,  8,  9).  If 
the  ends  of  a severed  tendon  are  to  be  united,  one 
cut  end  of  the  tendon  is  grasped  with  an  Allis 
clamp  to  steady  it  and  a suture  is  placed  in  the 
manner  shown. 

A similar  suture  is  placed  in  the  same  manner 
in  the  other  cut  end  of  the  tendon.  After  both 
sutures  have  been  placed,  the  end  of  each  suture 
should  be  pulled  as  tightly  as  one  can  pull  without 
tearing  the  tissue.  Considerable  tension  should  be 
exerted  on  the  ends  of  the  suture  after  it  has 
been  placed  in  the  tendon.  If  sufficient  pull  is  made 
the  exposed  portions  of  the  suture  will  become 
buried  and  will  not  act  as  foreign  bodies  which 
produce  adhesions. 

These  knots  must  be  tied  in  a manner  which 
brings  the  tendon  ends  tightly  together,  and  for 
this  purpose  only  a properly  tied  square  knot  will 
suffice.  The  skin  incisions  are  closed  with  dermal 
sutures  and  a plain  gauze  dressing  applied.  The 
fingers  should  be  maintained  in  a position  of  semi- 
flexion by  a dorsal  plaster  splint.  Passive  motion 
should  be  started  a week  after  operation  and  re- 
peated daily  for  a few  minutes.  At  the  end  of  two 
weeks  slight  active  motion  should  be  begun  and 
gradually  increased.  Physiologic  tendon  healing  is 
complete  in  six  weeks. 

1106  Stevens  Building. 


Fig.  9.  G.  Slack  is  prevented  by  strong  pull  on  the  sut- 
ures. This  also  causes  burying  of  the  sutures  with  resulting 
dimpling  in  the  sides  of  each  tendon.  H.  Demonstrates  tying 
of  the  sutures  of  two  tendons  in  a square  knot.  I.  Drawing 
of  completed  tendon  repair  showing  mushrooming  at  the 
site  of  union  which  buries  the  knots. 


MATERNAL  BIRTH  TRAUMATA* 
Norman  F.  Miller,  M.D. 

Professor  of  Obstetrics  and  Gynecology, 
University  of  Michigan 

ANN  ARBOR,  MICHIGAN 

Normal  childbirth  implies  little  if  any  injury  to 
the  birth  canal  or  adjacent  organs.  But  such  are 
the  vicissitudes  of  life  that  few  births  are  entirely 
devoid  of  trauma  to  some  portion  of  the  maternal 
organism.  These  injuries  may  be  slight  and  undis- 
cernible  or  they  may  be  major  in  character  and  of 
serious  consequence.  Severity  of  the  immediate  in- 
jury, however,  is  not  always  a good  indicator  as  to 
the  total  morbidity  or  remote  discomfort  involved. 
Many  severe  lacerations  heal  without  later  inca- 
pacitating the  patient,  whereas  unseen  overstretch- 
ing of  the  muscles  and  fascial  supports  may  lead  to 
relaxation  and  prolapse  later  in  life.  It  is  well 
therefore  to  consider  the  subject  of  maternal  birth 
injuries  with  a view  to  their  anticipation,  preven- 
tion and  correction. 

For  convenience  of  discussion  we  may  divide 
these  birth  traumata,  into  groups  thus: 

Major — immediate;  extensive  tears  and  injuries  to  the 
birth  canal,  bladder  or  bowel  or  rupture  of  the  uterus. 

Major — remote;  complete  prolapse,  cystocele,  rectocele, 
etc. 

Minor — immediate;  lesser  traumata  to  the  anterior  and 
posterior  vaginal  walls,  cervical  tears  not  associated  with 

♦From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Michigan  Hospital,  Ann  Arbor,  Michigan. 

•Read  before  sixteenth  annual  meeting  of  Pacific  North- 
west Medical  Association,  Great  Falls,  Mont.,  .lulv  15-17, 
1937. 
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serious  hemorrhage  and  injury  to  the  control  mechanism 
of  the  bladder. 

Minor — remote;  cystocele,  rectocele,  incomplete  prolapse, 
etc.,  less  discernible  after  delivery  but  showing  up  later  in 
later  in  Ufe. 

While  the  clinical  appearance  of  these  lesions  is 
well  known,  some  confusion  exists  regarding  such 
commonly  used  terms  as  parous  and  relaxed  in- 
troitus.  At  the  University  of  Michigan  Hospital 
a relaxed  introitus  implies  the  existence  of  a cysto- 
cele, rectocele  or  both  but  not  necessarily  in  women 
who  have  borne  children.  By  parous  outlet  we  rec- 
ognize a distinct  and  nonpathologic  entity.  We  do 
not  subscribe  to  the  idea  that  every  parous  woman 
has  a relaxed  outlet  although  relaxation  is  gen- 
erally, but  not  always,  confined  to  parous  women. 

FACTORS  CONTRIBUTING  TO  MATERNAL  BIRTH 
TRAUMATA 

It  is  well  to  look  at  the  factors  contributing  to 
birth  traumata  from  several  points  of  view.  They 
may  be  classified  as  unavoidable  or  avoidable. 

The  unavoidable  factors  include  congenital  weak- 
ness of  the  supporting  structures.  The  importance 
of  this  factor  is  well  demonstrated  by  the  relaxa- 
tion or  prolapse  occasionally  seen  in  virgins.  Also 
to  be  included  in  this  group  is  the  excessively  large 
child  (in  spite  of  prenatal  dieting)  and  abnormal 
presentations. 

The  avoidable  factors  include  faulty  use  of 
forceps,  either  in  application  or  manipulation, 
forced  labors  (pituitrin),  excessive  cephalopelvic 
disproportion  (unrecognized  during  antepartum 
period),  and  bearing  down  before  the  cervix  is  ef- 
faced and  well  dilated.  Inexperienced  doctors  or 
nurses  are  apt  to  urge  the  untimely  use  of  the  vol- 
untary forces.  Harvey  in  the  seventeenth  century 
recognized  the  danger  of  this  when  he  urged  con- 
servatism and  objected  to  the  “promptings  of  the 
officious,  young,  giddy  midwives  urging  the  poor 
woman  in  labor,  on  her  three  legged  stool  to  em- 
ploy the  expulsive  faculty  before  her  time.” 

Naturally  there  is  considerable  overlapping  in 
these  groups.  For  example,  the  patient  who  suffers 
severe  birth  injury  as  a result  of  unrecognized 
cephalopelvic  disproportion.  This  may  occur  be- 
cause the  patient  fails  to  consult  her  physician  for 
prenatal  care  or  because  the  physician  fails  to  make 
the  most  of  his  opportunity  and  does  not  discover 
the  existence  of  such  disproportion.  The  importance 
of  prenatal  care  in  this  connection  is  certainly  not 
generally  recognized.  If  it  were,  prospective  mothers 
would  demand  and  physicians  would  insist  upon 
such  preliminary  care,  yet  in  this  country  less  than 
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twenty  per  cent  of  pregnant  women  receive  ade- 
quate prenatal  supervision.  ' 

Operative  interference  is  not  always  the  cause 
of  birth  trauma.  Sometimes  failure  to  use  the  for- 
ceps is  responsible  for  serious  injury.  This  was  ; 
recognized  by  Marion  Sims  who  pointed  out  that  ; 
pressure  necrosis  and  subsequent  bladder  fistula  re-  i 
suiting  from  very  long  labors  could  be  avoided  by 
the  timely  use  of  instruments.  The  importance  of 
keeping  the  bladder  empty  during  delivery,  par- 
ticularly when  contemplating  operative  extraction 
is  well  known  to  every  experienced  obstetrician. 
Doubtless  much  of  the  annoying  incontinence  ob- 
served by  older  women  is  the  result  of  excessive 
trauma  on  the  distended  bladder  during  labor. 

In  the  conduct  of  every  confinement  the  attend- 
ing physician  should  carefully  evaluate  the  factors 
contributing  to  normal  childbirth  (passage,  passen- 
ger, power,  personality).  While  such  curiosity  on 
the  part  of  the  willing  but  inexperienced  attendant 
may  occasionally  lead  to  meddlesome  interference, 
in  the  long  run  it  should  provide  better  obstetric 
care  than  many  patients  now  receive.  In  the  hands 
of  an  untrained  and  unwilling  obstetrician  the 
present  custom  of  waiting  until  trouble  develops  is  I 
probably  safer  for  the  patient.  It  is  doubtful,  how- 
ever, whether  the  custom  of  permitting  the  injury  ' 
to  occur  before  exercising  concern  can  successfully 
compete  with  the  modern  attitude  of  anticipation 
and  prevention  of  birth  traumata.  ! 

Every  obstetrician,  be  he  specialist  or  practition- 
er, has  the  opportunity  of  preventing  maternal  birth 
injury.  In  addition  to  having  a thorough  under- 
standing of  the  birth  process  he  should  recognize  j 
that  prevention  of  maternal  trauma  requires  more 
than  a hurried  trip  to  home  or  hospital  when  the 
head  is  on  the  perineum.  It  demands  frequent  ob- 
servation and  evaluation  throughout  the  entire 
pregnancy  and  birth  process.  The  better  physician 
does  not  operate  on  his  patients  without  careful 
preliminary  study.  Why  should  he  do  less  for  his 
obstetric  cases?  Demand  the  right  to  carefully 
evaluate  every  prospective  mother  for  whom  you 
are  to  assume  responsibility.  By  frequent  observa- 
tion and  careful  instruction  the  patient  goes  into 
labor  with  many  factors  predisposing  to  maternal 
injury  known  and  trouble  thereby  circumvented. 

Once  in  labor  progress  must  be  closely  observed, 
and  the  patient  guided  in  the  use  of  her  expulsive 
forces. 

Much  has  been  said  regarding  episiotomy  as  a 
means  of  preventing  childbirth  injury.  There  can 
be  no  denying  certain  benefits  as  a result  of  its  use. 
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It  shortens  labor  for  the  average  primipara,  con- 
serves time  for  the  doctor  and  permits  a controlled 
rather  than  an  uncontrolled  perineotomy.  On  the 
other  hand,  the  average  episiotomy  probably  does 
little  to  prevent  remote  sequelae  to  the  bladder. 
When  ordinarily  done  the  occiput  has  already  trav- 
ersed the  entire  length  of  the  anterior  vaginal  wall 
and  the  damage,  if  any,  to  this  area  has  already 
occurred. 

After  birth  of  the  child  much  may  still  be  ac- 
complished toward  prevention  of  late  birth  seque- 
lae. Even  though  overstretching  has  occurred  dur- 
ing the  birth  process,  abundant  rest  and  later, 
appropriate  exercises  directed  toward  development 
of  the  supporting  perineal  and  vaginal  muscles 
may  reduce  the  possibility  of  relaxation.  Many 
of  the  late  bladder  and  bowel  lesions  can  be  mini- 
mized or  entirely  prevented  by  this  means.  Perhaps 
the  widespread  neglect  of  exercises  in  puerperal 
care  is  due  to  the  mistaken  idea  that  the  bladder 
supporting  tissue  is  entirely  of  connective  tissue 
origin.  The  existence  of  muscle  fibers  in  these  sup- 
porting structures  has  been  adequately  proved  and 
its  response  to  developmental  exercise  is  often  little 
less  than  remarkable.  But  it  must  not  be  assumed 
that  every  patient  is  a candidate  for  callisthenics 
immediately  upon  discharge.  Some  patients  are 
overly  tired  and  need  rest  more  than  exercise.  Con- 
sequently the  physician  must  individualize  and 
be  guided  by  the  indications  and  possibilities 
in  each  case.  In  many  respects  postpartum  care 
and  instruction  equals  prenatal  care  in  importance 
and  in  the  good  which  may  be  accomplished  there- 
by. It  offers  such  a rich  opportunity  for  prevention 
of  future  trouble  that  no  physician  can  afford  to 
ignore  its  benefits. 

The  value  of  an  indwelling  catheter  in  patients 
with  anticipated  bladder  trauma  should  also  be 
remembered.  Probably  some  fistulas  are  prevented 
by  this  precaution. 

Except  in  older  women  the  treatment  of  birth 
traumata  is  seldom  palliative.  While  the  operative 
technic  varies  considerably,  the  fundamental  prin- 
ciples underlying  this  type  of  surgery  are  gen- 
erally the  same  in  most  cases.  The  remainder  of 
this  discussion  will  be  devoted  to  brief  considera- 
tion of  these  principles,  particularly  as  they  apply 
to  vesicovaginal  fistula  and  complete  tears. 

Naturally  the  best  time  for  operation  is  imme- 
diately after  the  injury  has  occurred  but  this  is 
not  always  possible,  due  to  the  patient’s  poor  con- 
dition or  inadequate  facilities  and  equipment.  Long 
standing,  chronic  cases  become  surgical  problems 


of  real  importance  and  should  never  be  undertaken 
without  understanding  the  principles  involved  in 
successful  surgery  of  this  kind.  Thorough  famil- 
iarity with  the  indications  and  contraindications 
of  the  many  operative  techniques  available  is  but 
the  first  step.  While  preparation  of  the  patient 
depends  on  location  of  the  lesion  (bladder  or 
bowel)  the  principles  underlying  plastic  surgery 
of  this  kind  are  fundamentally  the  same  and  in- 
clude a knowledge  of  blood  supply,  tension,  in- 
fection, exposure,  suture  material  and  suturing. 

Fortunately  the  genital  tract  is  normally  quite 
vascular  so  that,  except  for  cases  with  excessive 
scarring,  interference  with  healing  on  the  basis  of 
poor  blood  supply  seldom  occurs.  When,  as  a result 
of  repeated  operative  failures  there  develops  an 
excess  scar,  the  circulation  may  become  so  inade- 
quate as  to  seriously  jeopardize  healing.  Excessive 
bleeding  of  serious  degree  may  also  occur,  espe- 
cially in  patients  operated  on  when  tissues  are  in- 
flamed and  improperly  prepared.  Generally  speak- 
ing, at  least  three  months  time  should  elapse  from 
the  time  of  injury  until  surgery  is  attempted. 

Tension  is  an  important  basic  principle  to  be  con- 
sidered. When  this  is  excessive,  primary  healing 
cannot  be  expected.  In  repair  of  bladder  fistulae 
tension  may  be  overcome  by  wide  mobilization  of 
the  tissues  or  by  incisions  lateral  to  the  opening. 
In  old  scarred,  complete  tears  the  anal  sphincter 
may  be  incised  subcutaneously  in  a posterior  lat- 
eral quadrant  at  the  time  of  operation.  This  may 
be  done  either  prior  to  or  after  approximation  of 
the  anteriorly  united  sphincter  ends.^  Approxima- 
tion of  the  anteriorly  united  sphincter  ends  without 
undue  tension  is  thus  permitted.  The  cut  ends  heal 
spontaneously  with  little  or  no  separation. 

Since  healing  may  fail  as  a result  of  infection, 
every  precaution  should  be  taken  to  place  the 
damaged  tissues  in  healthy  state  before  undertak- 
ing operation.  Generally  speaking,  infection  looms 
less  prominently  as  a primary  cause  for  failure  in 
repair  of  bladder  fistula  than  other  factors  men- 
tioned. The  remarkable  records  established  by 
early  masters  in  this  type  of  work,  long  before  the 
day  of  Pasteur  and  Lister,  tends  to  confirm  this 
impression. 

Adequate  exposure  is  no  problem  in  perineal 
tears  but  becomes  a major  obstacle  to  repair  of 
many  serious  bladder  injuries.  Three  approaches  for 
bladder  fistula  deserve  consideration.  Most  com- 
mon and,  in  our  opinion,  safest  and  easiest  in  the 

1.  Miller,  Norman  F.  and  Brown,  Willis;  The  Surgical 
Treatment  of  Complete  Perineal  Tears.  Am.  J.  Ob.  & Oyn. 
To  be  published  soon. 
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majority  of  cases,  is  the  vaginal  approach.  By  plac- 
ing the  patient  in  the  inverted  Trendelenburg  posi- 
tion the  surgeon  may  readily  look  directly  down 
upon  the  fistulous  opening.  Other  avenues  deserving 
consideration  are  the  transvesical  and  transperito- 
neal.  Probably  the  latter  methods  of  exposure 
should  be  reserved  for  those  cases  wherein  the 
vaginal  approach  is  for  some  reason  unsatisfactory. 

No  consideration  of  surgical  repair  of  these 
lesions  would  be  complete  without  mention  of 
sutures  and  suturing.  Not  that  it  matters  greatly 
what  material  is  used,  be  it  absorbable  catgut  or 
silver  wire.  More  important,  however,  and  to  be 
emphasized,  is  the  fact  that  satisfactory  healing 
depends  greatly  on  whether  tissues  are  approxi- 
mated or  strangulated.  Usually,  the  tendency  is 
toward  excessive  use  of  suture  material  and  undue 
tightness  in  tying.  Remember  that  healing  de- 
pends as  much  on  other  factors,  that  suturing  is 
merely  for  purposes  of  coaptation. 

While  a comprehensive  understanding  of  the 
many  technics  available  and  a knowledge  of  the 
basic  principles  underlying  this  type  of  surgery  are 
indispensable,  so  also  is  preparation  of  the  patient. 
No  need  to  discuss  here  the  minutae,  suffice  it  to 
say  that,  since  no  emergency  is  involved,  sufficient 
time  should  be  allowed  to  permit  best  possible 
health  of  the  patient  and  her  damaged  tissues.  This 
means  general  upbuilding  as  well  as  local  antisepsis 
and  cleanliness.  INIeticulous  care  should  be  paid  to 
every  detail  of  preparation.  No  stone  should  be 
left  unturned  in  planning  for  primary  union  and  a 
satisfactory  outcome.  Not  all  cases  are  alike  and 
consequently  the  operator  must  select  the  tech- 
nique best  suited  to  his  patient. 

SUMMARY 

By  proper  examination  and  observation  it  is 
possible  to  recognize  factors  likely  to  cause  birth 
injury.  Since  being  forewarned  is  being  forearmed, 
many  of  these  injuries  may  be  avoided.  While  ade- 
quate intrapartum  care  is  probably  the  biggest 
factor  in  the  prevention  of  childbirth  injuries,  the 
opportunity  for  prevention  of  remote  sequelae  by 
appropriate  rest  and  exercise  during  the  puerperium 
is  also  a potent  factor  and  should  not  be  over- 
looked. Chronic  cases  necessitating  corrective  sur- 
gery deserve  every  consideration.  Fundamentals 
underlying  this  type  of  work  should  be  well  under- 
stood by  every  physician  contemplating  perineal 
surgery  of  any  kind,  and  particularly  major  in- 
juries such  as  vesicovaginal  fistula  and  complete 
perineal  tears. 


MEASLES  PREVENTION  .AND 
ATTENU.ATION* * 

Morris  L.  Bridgeman,  M.D. 

PORTLAND,  ORE. 

The  use  of  convalescent  measle  serum  has  been 
known  since  1916,  when  it  was  used  by  Wm.  H. 
Park^.  The  first  published  results  were  by  Nicolle 
and  ConseiP.  In  1924  an  extensive  review  of  the 
literature  was  made  by  .Abraham  Zingher^.  It  is 
sufficient  to  report  that  they  were  favorable  to  its 
use  and  the  only  dissension  was  difficulty  of  secur- 
ing serum  and  having  it  on  hand.  Since  1924  there 
have  been  a great  number  of  papers  in  both  the 
foreign  and  .American  literature  on  use  of  con- 
valescent serum  but  it  has  only  been  in  the  past 
ten  years  that  the  use  of  adult  blood  has  been  ad- 
vocated^®-®’". More  recently  there  has  been  intro- 
duced the  use  of  placental  extract®. 

With  the  view  in  mind  that  convalescent  serum, 
or  adult  blood,  or  placental  extract  had  been  proven 
of  value  it  was  decided  to  maintain  a record  of  our 
results  and  compare  them  if  possible.  In  our  first 
cases  of  1935  the  use  of  the  commercial  placental 
extract  was  employed,  as  indicated  in  chart  1,  .A, 
but  because  so  many  of  the  children  developed  such 
severe  local  reaction  with  extreme  pain  and  some 
with  high  temperatures,  this  method  was  discon- 
tinued. 

.As  convalescent  serum  is  difficult  to  obtain, 
adult  blood  serum  was  used  in  the  majority  of 
cases.  Our  experience  with  convalescent  blood, 
(chart  1,  B)  however,  dates  back  to  the  1929  epi- 
demic in  Portland  at  which  time  there  was  an 
epidemic  in  a local  baby  home.  In  this  epidemic  a 
nurse  maid  in  the  baby  home  contracted  measles. 
She  had  been  caring  for  a ward  of  eighteen-month- 
old  babies  for  three  days  before  the  rash  was  dis- 


• From  the  Department  of  Pediatrics,  University  of  Ore- 
gon Medical  School. 

*Read  before  L'niversity  of  Oregon  Medical  School  Alum- 
ni Association,  Portland,  Ore.,  March  8,  1937. 
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Chart  1.  Analysis  of  results  in  various  groups. 


covered  and  had  contacted  several  other  children 
of  nearby  wards.  On  the  eighth  day,  four  days  after 
the  onset  of  her  rash,  blood  was  taken  from  the 
nurse  maid,  citrated  and  eight  cc.  of  this  whole 
citrated  blood  was  given  to  thirty  infants  and  chil- 
dren. In  due  course  a very  mild  measles  occurred 
in  those  inoculated  but  in  adjacent  wards  four  new 
cases  of  severe  measles  developed  in  children  who 
had  no  protective  blood.  Fresh  citrated  blood  from 
the  same  donor  was  given  to  the  remainder  of  the 
children  totalling  fifty-eight  (chart  1,  C).  A very 
mild  or  modified  measles  occurred  in  all  these.  No 
complications  occurred  in  any  of  the  protected 
ones,  whereas  in  two  unprotected  children  pneu- 
monia and  ototis  media  developed. 

The  interesting  experiences  was  that  such  small 
amount  of  citrated  blood  modified  the  measles. 
Most  of  the  treated  babies  from  four  to  twenty-four 
months  ran  temperatures  from  101°  F.  to  102°  F, 
for  two  days,  accompanied  by  little  loss  of  weight. 
In  a few  the  temperature  ran  to  103°  F.  At  no  time 
did  the  small  children  appear  ill,  they  sat  up  and 
took  their  food  well  with  no  nausea  or  vomiting. 
The  rash  appeared  typical  in  all  but  developed 
more  rapidly  and  disappeared  sometimes  within 
twelve  hours,  more  often  under  twenty-four  hours 
and  occasionally  could  be  seen  to  the  third  or 
fourth  day. 

In  1936,  in  the  infant  ward  of  St.  Agnes  Baby 
Home,  eight  babies  came  down  with  a rather 
severe  form  of  measles  (chart  1,  D).  To  protect  the 
remaining  ten,  ten  cc.  of  pooled  adult  serum  was 
given  and  of  these  ten  only  one  was  acutely  ill  with 
measles.  The  average  temperature  of  the  ones  not 
treated  was  103.4°  F and  the  average  of  the  treated 
was  100.8°  F.  One  of  the  untreated  survived  pneu- 
monia. No  complications  occurred  in  any  of  the 
ten  treated  babies.  Later  thirty  exposed  children 


were  given  pooled  serum  of  three  adults  and  in 
these  there  occurred  six  ordinary  cases  of  measles, 
twenty  mild  and  four  escaped  (chart  1,  E). 

In  Waverly  Baby  Home  in  1936  there  occurred 
twenty-one  cases  of  measles  in  one  division,  three 
years  old,  fifteen  were  acutely  ill  and  six  were  mild. 
About  ten  to  fourteen  days  after  the  onset,  six  to 
ten  days  after  the  initial  rash,  six  children  were 
given  ten  cc.  of  pooled  serum  (chart  1,  F).  Four 
came  down  with  mild  measles  and  two  apparently 
escaped.  Later  measles  broke  out  in  another  ward 
of  thirteen  children.  Two  children,  eighteen  months 
of  age,  were  typical  and  on  the  seventh  day,  three 
days  after  the  appearance  of  the  rash  in  these 
two,  the  remaining  eleven  (chart  1,  G)  were  given 
eight  cc.  of  pooled  human  serum.  In  nine  of  the  in- 
oculated children  a very  mild  form  of  measles  fol- 
lowed and  two  escaped.  In  the  ward  adjoining 
which  had  been  isolated  the  eleven  children  were 
inoculated  which  may  have  been  a factor  in  pre- 
venting the  spread  of  measles  to  this  ward. 

In  the  1929  epidemic  twenty-eight  patients  were 
given  adult  blood  serum,  pooled  in  six  instances  and 
only  one  parent  in  twenty- two  (chart  1,  H).  The 
results  were  sixteen  with  no  measles  and  eleven 
with  mild  measles.  It  was  interesting  to  note  that 
of  the  twenty-eight,  nine  children  were  exposed  out- 
side their  homes  and  of  these  nine,  four  had  a mild 
attack  of  measles.  An  attempt  was  made  to  find 
out  which  day  following  exposure  was  the  best  to 
give  the  serum  to  secure  a modified  attack.  No  rea- 
sonable answer  could  be  obtained,  due  to  the  few 
cases  and  to  the  fact  that  the  adult-' blood  serum 
was  different  in  each  case.  At  least  with  the  twenty- 
eight  cases  it  was  noted  that  attenuation  of  measles 
was  obtained. 

During  the  1929  epidemic  a five-year-old  boy 
had  measles  and  his  younger  sister  was  exposed. 
Both  were  to  take  part  in  an  important  wedding 
in  two  weeks  so  the  girl  was  given  twelve  cc.  of 
convalescent  serum  on  the  sixth  day  following  ex- 
posure. The  boy  was  able  to  go  and  fortunately  the 
little  girl  also  but  on  her  return  from  the  wedding 
it  was  noticed  that  she  had  a ra^h  and  a tempera- 
ture of  100°  F.  The  most  interesting  part  of  this  is 
that  I again  saw  this  young  lady  in  1935  with  a 
typical  measle  rash,  evidence  of  broken  down  Kop- 
lick  spots  in  her  throat,  mild  cough,  coryza,  etc., 
and  her  temperature  was  100°  F.  Whether  the  first 
attack  of  modified  measles  was  insufficient  to  pro- 
duce a lasting  immunity  might  be  considered. 

In  the  1935  epidemic  in  Portland  a total  of 
eighty-five  private  patients  were  protected  by  either 
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placental  blood,  parent  or  parents  blood  serum,  or 
convalescent  serum.  The  results  of  the  human 
serum  are  noted  in  chart  1,  I.  The  majority  of  the 
cases  were  from  those  treated  with  one  of  the  par- 
ents blood  serum  and  the  day  of  inoculation  was 
between  the  fifth  and  seventh  day  following  expo- 
sure, if  this  was  known,  or  one  or  two  days  after 
the  onset  of  the  rash  of  the  contacted  person. 
The  majority  of  the  contacts  were  siblings  so  that 
intimate  association  usually  occurred.  Only  one 
child  developed  an  average  case  of  measles  and  this 
girl  is  one  who  had  had  a severe  case  of  scarlet 
fever  a year  previously.  The  case  was  called  average 
because  the  temperature  was  elevated  for  three 
days  to  103  and  104°  F. 

METHOD  FOR  GIVING  SERUM 

Remove  twenty  to  thirty  cc.  of  whole  blood  from 
the  vein  of  the  parent  and  transfer  to  a suitable 
sterile  centrifuge  tube.  Cover  with  sterile  gauze 
and  allow  to  stand  at  room  temperature  for  six  or 
eight  hours.  Centrifuge  if  necessary  to  separate  the 
serum  further.  Transfer  serum  to  sterile  ampule 
and  store  in  refrigerator  ready  for  use.  If  serum  is 
to  be  kept  over  forty-eight  hours,  it  should  be  fixed 
with  preservative.  Give  from  six  to  twenty  cc.  of 
serum  according  to  time  of  exposure  and  also 
whether  active  or  passive  immunity  is  desired. 

At  first  we  used  eighteen  to  twenty  cc.  of  serum 
around  the  fifth  to  seventh  day  but  it  was  noticed 
that  in  many  instances  no  measles  developed  and 
as  we  wished  to  have  a modified  attack,  the  dosage 
was  decreased  from  ten  to  twelve  cc.  It  was  found 
that  from  the  first  to  the  fourth  day  dosage  of  adult 
sera  of  average  potency  of  six  to  ten  cc.  would 
protect  and  a small  dose  would  modify,  possibly 
two  to  six  cc.  From  the  fifth  to  eighth  day  dosage 
of  twelve  to  fifty  cc.  might  protect  and  eight  to  fif- 
teen cc.  could  be  used  for  modification.  After  the 
eighth  day,  increasing  amounts  would  have  to  be 
used  (chart  2).  In  one  child,  eighty  cc.  of  serum 
was  given  on  the  twelfth  day.  Koplick  marks  were 
present  and  the  temperature  was  over  105°  F. 
Results  seemed  very  favorable,  for  the  temperature 
dropped  to  103°  !F.,  two  days  later  rash  appeared 
and  convalescence  was  comparatively  mild. 

An  infant  ten  months  of  age  was  seen  in  con- 
vulsion. The  older  brother  had  had  measles  two 
weeks  previously.  The  temperature  was  106°  F. 
and  Koplick  marks  were  seen  in  the  throat.  Fifteen 
cc.  of  convalescent  serum  from  the  brother  and 
sixty  cc.  of  serum  from  the  father  were  given  the 
baby.  Six  to  eight  hours  later  the  baby  seemed 
much  better  with  temperature  of  103°  F.  Thirty- 


six  hours  after  convulsion  the  child  broke  out  with 
the  rash  and  then  had  an  average  convalescence. 

It  is  reasonable  to  feel  that,  if  such  a small 
amount  of  serum  shortly  after  exposure  can  modify 
or  abort  an  attack  of  measles,  then  certainly  pro- 
gressively increasing  amounts  nearer  the  time  of 
the  eruption  would  be  of  value.  It  might  be  advis- 
able for  a child  in  the  Koplick  stage  of  measles 
who  is  acutely  ill  to  have  from  sixty  to  one  hun- 
dred cc.  of  human  serum,  especially  if  he  is  in  poor 
physical  condition. 

It  was  interesting  to  note  that  in  four  cases  the 
measles,  instead  of  appearing  when  it  should  have, 
was  delayed  for  a week  or  more.  This  has  been 
mentioned  by  other  observers.  When  it  did  occur 
at  this  late  time  in  our  experience,  it  was  always 
modified. 

SUMMARY 

The  results  on  two  hundred  twenty-eight  chil- 
dren who  were  immunized  by  various  methods  as 
placental  extract,  citrated  immune  blood,  and  blood 
of  either  one  or  both  parents  is  given.  In  the  two 


saw  DAYS  AFTER  EXPOSURE 


PREVEHTION ATTENUATION 

Chart  2.  Dosage  of  serum  required  to  produce  attenua- 
tion or  prevention. 

hundred  twenty-eight  by  the  various  methods  of 
attenuation  there  occurred  fifteen  cases  of  ordinary 
measles,  six  of  these  following  twenty-one  injec- 
tions of  placental  extract  and  the  remainder  fol- 
lowing injection  of  either  convalescent  or  adult 
blood  pooled  or  single.  One  hundred  sixty-three 
cases  of  mild  measles  developed  and  fifty  children 
escaped.  The  results  show  that  any  of  the  methods 
may  be  used  and  that  use  of  adult  blood  compares 
favorably  with  convalescent  serum,  being  better 
than  that  of  placental  extract.  The  greater  pro- 
portion of  ordinary  normal  measles  followed  use 
of  commercial  placental  extract  and  local  reactions 
were  so  severe  that  use  of  commercial  placental  ex- 
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tract  is  not  advised.  Use  of  adult  serum  is  prefer- 
able to  injection  of  whole  blood  because  of  the 
smaller  quantity  that  can  be  introduced  and  also 
because  one  does  not  have  to  hurry  the  injection. 
Small  needles,  twenty  or  twenty-two  gauge,  may 
be  used  for  introducing  the  serum  whereas  with 
whole  blood  a larger  needle  is  necessary. 

It  is  interesting  to  note  in  the  series  of  two  hun- 
dred twenty-eight  cases  that  no  complication  oc- 
curred. It  was  also  interesting  to  note,  as  has  been 
reported  previously,  that  in  four  instances  the 
measles  instead  of  occurring  at  the  ordinary  inter- 
val following  exposure  was  postponed  for  usually  a 
week,  and  in  one  case  possibly  more.  We  feel  that  a 
greater  use  of  adult  serum  should  be  advocated 
especially  in  young  children  and  more  so  in  those 
who  have  had  previous  serious  ear  or  nose  and 
throat  infections.  Even  the  complicating  factor  of 
e.xposure  to  some  other  disease  concurrent  with  or 
later,  such  as  pertussis,  would  be  an  indication.  In  a 
baby  home  the  epidemic  of  measles  was  associated 
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Chart  3.  Results  in  one  hundred  seventy-seven  cases 
given  adult  or  convalescent  serum. 

with  pertussis  and  we  feel  that,  due  to  the  fact  that 
adult  serum  was  given  the  younger  babies,  greater 
mortality  was  prevented.  The  main  reason  that 
adult  blood  serum  should  be  used  is  that  it  pro- 
duces no  reaction,  is  readily  available  and  is  of 
proven  value. 

Chart  3 shows  the  results  in  one  hundred  seventy- 
seven  cases  which  do  not  include  those  given  pla- 
cental extract  (chart  1,  A)  or  the  thirty  (chart  1, 
E),  in  whom  serum  was  given  close  to  the  time  of 
eruption.  The  majority  of  cases  were  attenuated,  a 
few  escaped,  and  only  1.7  per  cent  had  ordinary 
measles.  It  is  felt  that  more  would  have  been  at- 


tenuated if  the  dosage  of  serum  had  not  been  so 
high  in  several  children.  Since  this  is  the  desirable 
result,  efforts  should  be  made  to  obtain  attenuation 
rather  than  prevention. 

CONCLUSIONS 

1.  Adult  blood  serum  is  of  proven  value  in 
actively  and  passively  immunizing  children. 

2.  Adult  blood  is  preferable  to  the  recent  com- 
mercial placental  extracts  because  it  does  not  cause 
reactions. 

3.  Adult  blood  serum  in  dosage  of  six  to  twelve 
cc.  from  the  fourth  to  seventh  day  will  produce 
a modified  measles. 

4.  Adult  blood  serum  is  of  value  to  within  a day 
of  the  rash  but  must  be  given  in  larger  doses  when 
given  late. 

5.  Adult  blood  serum  should  be  given  whenever 
definite  exposure  is  known  and  especially  to  in- 
fants or  children  who  have  suffered  serious  upper 
respiratory  infection. 

INSULIN  SHOCK  TREATMENT  OF 
SCHIZOPHRENIA* 

Frederick  Lemere,  M.D. 

SEATTLE,  WASH. 

In  1930  Manfred  Sakel  of  Vienna  began  treat- 
ing morphine  addicts  with  insulin.  He  thought  that 
craving  for  morphine  might  be  due  to  hyperadren- 
alism  which  would  be  neutralized  by  administration 
of  insulin.  Several  psychotics  included  in  the  series 
seemed  to  benefit  greatly  from  the  insulin,  espe- 
cially if  a state  of  h}q)oglycemic /Shock  was  in- 
duced. This  led,  in  1933,  to  the  development  of  a 
special  shock  technic  to  be  used  in  the  treatment 
of  psychotic  patients. 

Sakel ’s  results  were  so  impressive  that  the  treat- 
ment spread  like  wildfire  and,  although  it  was  not 
introduced  into  this  country  until  1936,  almost 
every  mental  hospital  is  now  using  it.  It  is  safe  to 
say  that  at  least  two  thousand  cases  have  been 
treated  with  essentially  the  same  results  as  will 
be  reported  in  this  paper.  My  own  experience  has 
been  with  twenty-six  cases  and  represents  a fair 
cross  section  of  problems  that  arise  in  relation  to 
treatment. 

technic 

Actual  physical  technic  of  the  treatment  is  fairly 
simple.  After  a thorough  physical  examination  the 
patient  is  placed  in  a hospital  equipped  to  handle 
mental  cases.  The  first  day  the  patient  is  given 

*Prom  Eastern  State  Hospital,  Medical  Lake,  Washing- 
ton. 

‘Read  before  meeting  of  Spokane  County  Medical  So- 
ciety, Spokane,  Washington,  May  13,  1937. 
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twenty  units  of  insulin  at  6:00  a.m.,  and  not  given 
any  breakfast.  At  10:00  a.m.,  he  is  given  two 
to  three  hundred  grams  of  glucose  by  mouth  or 
vein.  This  is  followed  by  bath  and  breakfast.  The 
rest  of  the  day  may  be  spent  as  desired,  except 
that  a constant  watch  has  to  be  kept  for  any  signs 
of  a secondary  hypoglycemic  reaction.  This  has 
even  occurred  at  night,  after  three  full  meals  during 
the  day,  and  constitutes  one  of  the  few  dangers 
of  the  treatment. 

On  each  subsequent  day  the  dosage  of  insulin  is 
raised  ten  units  until  on  the  sixth  day,  for  exam- 
ple, the  patient  is  getting  seventy  units  at  6:00 
a.m.  One  day  a week  is  a rest  day  and  no  insulin 
is  given,  but  the  next  day  it  is  continued  as  before. 
As  the  higher  dosages  are  reached,  the  patient  first 
becomes  slightly  apprehensive  or  somnolent  and 
usually  perspires  profusely.  This  is  followed  by 
developing  unconsciousness,  with  finally  coma  and 
stertorous  breathing.  Many  of  the  patients  show  a 
great  deal  of  restlessness,  with  muscular  twitchings, 
thrashing  about  and  even  rigidity  and  convulsions 
during  the  period  of  unconsciousness.  This  necessi- 
tates constant  watching  and  often  restraint  to  avoid 
self-injury  or  accidental  falls  from  bed. 

The  shock  is  terminated  by  administration  of 
fifty  cc.  of  fifty  per  cent  glucose  intravenously,  or 
tube  feeding  with  two  hundred  grams  of  sugar  solu- 
tion and  the  patient  is  usually  completely  awake  in 
from  ten  to  thirty  minutes.  Indications  for  imme- 
diate termination  of  the  shock  are  a pulse  of  over 
one  hundred  fifty  or  under  fifty,  collapse  or  a con- 
vulsion. 

Any  untoward  reaction,  as  aspiration  or  a con- 
vulsion, is  followed  by  several  rest  days.  Aspiration 
of  saliva  or  the  sugar  solution  presents  the  gravest 
danger  of  the  treatment. 

The  most  difficult  part  of  the  treatment  is  to 
know  how  deep  to  carry  the  patient,  how  long  to 
leave  him  in  coma,  and  how  many  shocks  to  give. 
Some  patients  require  only  eight  to  ten  shocks  and 
seem  to  have  a relapse  if  given  more.  Others  do  not 
respond  until  thirty  to  fifty  shocks  have  been  given. 
Some  patients  shock  on  twenty  units  and  others 
may  require  two  hundred  units  of  insulin.  Intoler- 
ance for  insulin  seems  to  develop  rapidly  and  a 
patient  shocking  on  one  hundred  fifty  units  early 
in  the  treatment  may  get  the  same  reaction  from 
seventy  units  later  in  the  treatment. 

Some  patients,  especially  catatonics,  respond  bet- 
ter to  light  coma,  while  others  get  best  results  if 
carried  close  to  the  convulsive  state. 

Time  to  terminate  coma  is  perhaps  the  most 


delicate  point  of  all  to  decide.  The  general  rule  is 
to  wake  the  patient  when  he  reaches  a condition 
near  that  which  the  treatment  is  trying  to  accom- 
plish. For  example,  a quiet,  dull  patient  should  be 
terminated  in  the  excited  stage  of  shock,  while  a 
disturbed  patient  should  be  terminated  during  the 
period  of  quiet  preceding  or  following  the  excited 
stage  of  shock.  Course  of  shocks  is  terminated  by 
reducing  dosage  of  insulin  each  day  until  none  is 
given. 

RESULTS 

It  is  now  generally  accepted  that  benefits  from 
this  treatment  are  inversely  proportional  to  dura- 
tion of  the  illness.  Seventeen  of  the  twenty-six  cases 
in  this  series  had  had  symptoms  of  over  eighteen 
months  duration  and  were  considered  chronic.  Re- 
mission rate  was  twenty-three  per  cent  in  this 
group,  as  compared  with  average  expectancy  of 
only  ten  per  cent  in  untreated  cases  of  this  type. 
Nine  cases  of  less  than  eighteen  months  duration 
were  treated  with  remission  rate  of  seventy-eight 
per  cent,  as  compared  with  expectancy  of  thirty 
per  cent  in  untreated  cases  of  short  duration.  Many 
more  cases  showed  a great  deal  of  improvement,  as 
in  the  following  case: 

Case  1.  A thirty-year-old  man  was  admitted  to  the  hos- 
pital six  years  ago,  at  which  time  he  was  irritable  and  de- 
pressed. the  time  treatment  was  begun,  he  was  dull,  intro- 
verted, lacked  interest  in  his  surroundings  and  would  not 
answer  questions.  He  heard  God’s  voice  and  thought  he  was 
being  poisoned. 

He  was  given  twenty  shocks,  with  average  shocking  dose 
of  seventy  units  of  insulin  per  day.  At  the  end  of  the  treat- 
ment he  had  gained  twenty  pounds,  took  an  interest  in  other 
patients  and  even  helped  with  ward  work.  He  wrote  home 
for  the  first  time  in  four  years  and,  although  far  from  well, 
is  now  working  on  the  hospital  grounds  and  is  of  some  use, 
whereas  before  treatment  he  sat  in  the  ward  all  day  long, 
unable  to  even  properly  care  for  himself. 

No  patient  was  considered,  however,  to  be  in 
state  of  remission  unless  relatives  and  physician 
agreed  that  the  patient  showed  no  psychotic  symp- 
toms and  had  returned  to  his  prepsychotic  level 
of  adjustment.  The  term  remission  is  used  rather 
than  cure  as  no  one  knows  whether  or  not  these 
cases  will  stay  permanently  well.  My  first  successful 
case  has  now  been  well  for  six  months.  Sakel’s  earli- 
est case  has  been  well  for  three  years  with  no  evi- 
dence of  return  of  symptoms,  or  any  harmful  ef- 
fects from  the  treatment. 

In  addition  to  much  higher  remission  rate  under 
treatment  is  the  much  better  type  of  recovery. 
Patients  getting  well  spontaneously  are  nearly  al- 
ways evasive  about  their  delusions  and  rarely  de- 
velop true  insight  into  their  condition.  They  blame 
their  breakdown  on  “flu”  or  “a  blow  on  the  head,” 
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or  say  that  nothing  was  ever  seriously  wrong.  The 
patient  recovering  under  treatment  seems  to  have  a 
more  normal  attitude  towards  the  psychotic  episode 
and  will  say:  “I  guess  I was  just  crazy  for  a while, 
Doctor,  but  I’m  all  right  now.”  Not  only  is  the  re- 
mission of  better  quality  but  it  takes  place  much 
more  rapidly  than  in  spontaneous  remission,  as 
shown  by  the  following  case: 

Case  2.  \ thirty-two-year-old  laborer  was  first  admitted  to 
the  hospital  at  age  of  eighteen.  He  had  had  mild  sunstroke 
and  had  become  delirious  and  hallucinated.  He  recovered  in 
six  months  and  was  discharged  with  diagnosis  of  dementia 
precox.  At  the  age  of  twenty-two  he  had  another  attack, 
with  irrelevant  talk,  delusions  and  auditory  hallucinations. 
He  was  in  the  hospital  for  three  years  with  the  same  diag- 
nosis. The  third  and  present  attack  came  on  suddenly  while 
he  was  working  a jack  hammer.  He  was  acutely  psychotic  on 
admission  and  insulin  shock  was  started  immediately.  .After 
nine  shocks  on  thirty  units  of  insulin  per  shock  he  was  well 
and  able  to  return  home  and  to  work.  There  is  every  reason 
to  believe  that  prolonged  hospitalization  would  have  been 
necessary  had  the  treatment  not  been  given. 

DISCUSSION 

The  first  thing  relatives  want  to  know  is  the 
danger  of  treatment.  There  were  no  fatalities  in 
my  service  and  no  ill  effects  of  any  kind.  On  the 
contrary,  all  the  patients  gained  physically  and 
usually  put  on  from  ten  to  twenty  pounds  of  weight. 
Deaths  have  been  reported,  however,  and  relatives 
should  be  told  that  risk  is  about  the  same  as  that 
of  tonsillectomy  but  well  worth  taking  in  view  of 
the  usually  hopeless  outlook  in  these  cases. 

Many  physicians  ask  whether  there  are  any 
harmful  sequelae  which  may  show  up  later,  such 
as  damage  to  liver.  None  have  been  reported  but 
there  is  the  possibility  that  injudicious  treatment, 
with  production  of  many  convulsions,  might  irre- 
versibly affect  brain  substance  through  small  hem- 
orrhages. Dosages  no  higher  than  those  often  given 
in  this  treatment  have  been  safely  used  for  many 
years  in  treatment  of  anorexia,  poor  nutrition  and 
exhaustion. 

Probably  the  most  interesting  question  is:  “how 
does  this  treatment  work  and  why  should  it  be 
beneficial?”  Recent  experimental  work  with  the 
electroencephalograph  during  insulin  shock  has  con- 
vinced me  that  action  of  the  insulin  is  nonspecific. 
Any  agent  that  produces  a convulsant-like  action 
on  the  cortex  would  produce  the  same  result.  It 
just  happens  that  insulin  is  by  far  the  most  con- 
venient drug  since  its  action  may  be  stopped  almost 
immediately  by  administration  of  sugar.  Inciden- 
tally, action  of  insulin  is  to  lower  oxydation  pro- 
cesses in  the  cortical  cells.  This  makes  them  more 
irritable  and  excitable  at  first,  then  depresses  them. 

Almost  any  psychotic  case  not  definitely  organic 


and  not  definitely  in  the  manic-depressive  group  is 
suitable  for  this  treatment,  provided  the  psychosis 
is  of  recent  onset.  The  following  case  is  the  type 
that  is  especially  suitable  for  this  sort  of  treatment: 

Case  3.  A thirty-one-year-old  salesman  developed  tubercu- 
losis eight  months  before  admission  to  the  hospital.  While 
in  the  sanitarium  for  tuberculosis  it  was  noticed  that  he  was 
slightly  confused  and  presented  a dreamlike  difficulty  in  col- 
lecting his  thoughts.  His  tuberculosis  was  arrested  and  he 
returned  home  but  was  unable  to  find  a job.  His  wife  worked 
and  supported  him.  He  brooded  over  this  and  took  up 
spiritualism.  He  read  about  mental  telepathy  until  he  thought 
his  wife  was  hypnotizing  him  and  that  he  was  going  to  die. 
He  was  depressed.  He  was  given  twenty-two  shocks  with 
average  shocking  dose  of  one  hundred  units  of  insulin  per 
day.  At  end  of  treatment  he  was  well  and  made  the  follow- 
ing comments:  “I  guess  I was  crazy  but  it  sure  seemed  like  I 
was  going  to  die.  I imagined  I heard  voices  from  heaven 
telling  me  this.  My  mind  is  clearer  now.  Before  I had  all 
kinds  of  ideas  at  once  and  couldn’t  make  my  mind  up  about 
things.”  He  was  much  more  sociable  and  friendly  than  be- 
fore treatment  and  accepted  his  illness  as  one  would  pneu- 
monia or  any  other  sickness. 

One  manic  patient  and  one  depressed  patient 
were  tried  with  such  poor  results  that  treatment  had 
to  be  promptly  discontinued.  It  has  been  reported 
that  severe  psychoneurotics,  who  have  resisted  the 
usual  forms  of  psychotherapy,  have  benefited  by 
this  treatment  but  I have  had  no  personal  experi- 
ence with  this  type  of  case. 

SUMMARY  AND  CONCLUSIONS 

Seventeen  cases  of  dementia  precox,  chronic  in 
nature  with  symptoms  of  more  than  eighteen  months 
duration,  have  been  treated  with  insulin  shock  with 
twenty-three  per  cent  complete  remission  rate,  as 
compared  to  the  usual  expectancy  of  ten  per  cent 
in  untreated  cases. 

Nine  cases  of  dementia  precox,  recent  in  nature 
with  symptoms  of  less  than  eighteen  months  dura- 
tion have  been  treated  with  insulin  shock  with 
seventy-eight  per  cent  complete  remission  rate,  as 
compared  with  the  usual  expectancy  of  thirty  per 
cent  in  untreated  cases.  Insulin  shock  recovery  is 
better  in  quality  and  more  rapid  in  accomplish- 
ment than  spontaneous  remission. 

Best  results  are  obtained  in  inverse  relation  to 
duration  of  illness  and  chronicity  of  the  psychotic 
episode.  The  situation  is  the  same  as  that  in  other 
illnesses,  as  carcinoma,  mastoiditis  or  appendicitis. 
The  sooner  the  condition  is  recognized  and  treated 
the  better  the  results.  Temporizing  only  leads  to 
the  development  of  irreversible  personality  changes 
and  deterioration. 

The  marked  benefit  obtained  in  most  cases  is 
well  worth  the  slight  risk  involved.  There  is  no 
evidence  of  any  harmful  sequelae,  either  physical 
or  mental,  as  the  result  of  the  treatment. 
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CHRONICITY  OF  RHEUMATIC  FEVER* * 

K.  K.  Sherwood,  M.D. 

KIRKLAND,  WASH. 

The  title  of  this  paper,  “Chronicity  of  Rheu- 
matic Fever,”  has  been  chosen  with  a great  deal 
of  care.  I believe  that  the  acute  symptoms  of  the 
disease  should  be  regarded  in  the  same  light  that 
hemoptysis  is  in  tuberculosis.  If  one  were  called 
to  see  a patient  suffering  from  pulmonary  hemor- 
rhage and  the  diagnosis  of  tuberculosis  were  made, 
one  would  inform  this  patient  that  the  control  of 
the  hemorrhage  was  a matter  of  a few  hours  or 
days  but  that  he  was  suffering  from  a disease 
which  would  take  months  or  even  years  to  heal. 
I believe  that  a similar  viewpoint  emphasizing  the 
chronicity  of  rheumatic  fever  would  be  a valuable 
therapeutic  adjunct. 

In  this  paper,  I shall  follow  the  standard  text- 
book outline  of  disease  description.  For  the  sake  of 
brevity  and  emphasis  I shall  omit  much  contro- 
versial material  and  description  of  the  acute  mani- 
festations of  the  disease,  thus  rendering  more  prom- 
inent the  epidemiologic  facts  and  observations 
concerning  the  chronicity  of  the  disease.  Rheu- 
matic fever  may  be  defined  as,  “a  common  illness 
which  occurs  most  frequently  in  children  or  in 
young  adults,  often  running  as  one  of  its  most 
characteristic  features  a prolonged  course  which  is 
punctuated  here  and  there  by  periods  of  acute  or 
chronic  illness.”^ 

HISTORY 

In  reviewing  the  subject  of  rheumatic  fever  I was 
quite  surprised  to  learn  of  its  comparatively  late 
recognition.  Baillou,  in  1580,  is  credited  by  Gar- 
rison- as  being  the  man  first  to  use  the  word 
rheumatism.  Pitcairn,®  between  1790  and  1800, 
taught  his  students  that  certain  types  of  acute 
articular  disease  were  frequently  accompanied  by 
cardiac  disease.  One  of  these  students,  William 
Charles  Wells,^’“  published  the  first  widely  read 
paper  reporting  this  observation. 

The  next  important  paper  was  by  Bouillaud®  in 
Paris  in  1936.  He  brought  forward  what  he  termed 
the  “Law  of  Coincidence,”  or  the  frequent  asso- 

* From  Medical  Service,  King  County  Hospital. 

* Read  before  meeting  of  King  County  Medical  Society, 
Seattle,  Wash.,  May  17,  1937. 
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Heart  J.,  1:750-772,  August,  1926. 

4.  Garrison,  F.  H. ; Ibid.,  page  424. 

5.  Sacks.,  B. ; Ibid. 

6.  Quoted  by  Coombs.  C. : Rheumatic  Myocarditis. 

Quart.  J.  Med.,  2:26-48,  1908-9. 


elation  of  heart  disease  with  acute  rheumatism. 
Samuel  WesU  in  England  in  1878  made  the  next 
important  contribution.  He  recognized  the  impor- 
tance of  myocardial  injury  in  contrast  to  valvular 
and  pericardial  inflammation. 

It  was  not  until  1906  that  Aschoff’  published 
a paper  describing  the  nodules  which  today  bear 
his  name.  Two  years  later  Coombs®  in  London  pub- 
lished a paper  in  which  he  confirmed  Aschoff’s 
findings,  emphasizing  that  they  occurred  not  only 
in  the  acute  disease  but  also  were  found  in  chronic 
rheumatic  fever. 

ETIOLOGY 

Etiology  is  at  the  present  time  unknown;  it  is 
probably  bacterial  but  all  the  evidence  we  have  for 
this  view  is  indirect.  This  evidence  may  be  briefly 
enumerated  as  follows:  first,  the  type  of  tissue  re- 
action is  typical  of  bacterial  invasion,  in  contrast  to 
protozoan  infection;  second,  the  type  of  response 
which  the  host  gives  to  the  disease  is  similar  to 
that  found  in  other  acute  infections;  third,  the 
disease  is  apparently  mildly  contagious  and  occurs 
in  association  with  upper  respiratory  infections.  It 
should  be  noted  in  passing  that  numerous  investi- 
gators have  emphasized  the  frequent  occurrence  of 
the  disease  associated  with  an  increase  in  strepto- 
cocci in  the  nasopharyngeal  floor;  and  various  in- 
vestigators have  reported  the  isolation  of  various 
organisms  from  the  blood  stream  and  from  lesions 
of  the  disease.  However,  no  investigator  has  been 
able  to  cause  the  disease  with  lesions  identical  to 
the  Aschoff  nodule  in  an  experimental  animal.  IMen- 
tion  should  be  made  of  the  work  of  Claussen®  who 
believed  that  rheumatic  fever  and  subacute  bac- 
terial endocarditis  were  two  phases  of  the  same  dis- 
ease. This  view  is,  however,  not  widely  accepted^*’. 

PATHOLOGY 

I shall  not  go  into  a detailed  description  of  rheu- 
matic fever,  but  do  wish  to  mention  that  SwifU'^  in 
a recent  article  divides  the  changes  taking  place  in 
this  disease  into  three  stages.  The  first  of  these  is 
characterized  by  structural  injury  and  tissue  swell- 
ing, the  second  by  proliferation  and  the  third  by 
replacement  with  fibrous  tissues.  He  argues  that 
this  places  the  disease  among  the  granulomata  of 
which  tuberculosis  and  syphilis  are  the  most  char- 
acteristic examples.  He  therefore  concludes  that 

7.  Aschoff,  L. : Discussion  on  Some  Aspects  of  Heart 
Block.  Brit.  M.  J.,  2:1103-1107,  Oct.  27,  1906. 

8.  Coombs,  C. : Ibid. 

9.  Coburn,  A.  F. : The  Factor  of  Infection  in  the  Rheu- 
matic State.  Williams  and  Wilkins  Co.,  Baltimore,  1931. 

10.  Sacks,  B. : Ibid. 

11.  Swift,  H.  F. : Chronicity  of  Rheumatic  Fever.  New 
England  J.  Med.,  211:197-203,  Aug.  2,  1934. 
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since  the  pathologic  changes  in  the  three  diseases 
are  analogous  and  that  syphilis  and  tuberculosis  are 
recognized  as  chronic  maladies,  it  would  be  correct 
to  so  recognize  rheumatic  fever.  In  this  connection 
a publication  of  Von  Glahn^'-^  is  noteworthy.  He 
correlated  the  presence  of  active  carditis  with  the 
time  elapsed  since  the  last  joint  symptoms.  These 
findings  substantiate  the  belief  that  the  joint  symp- 
toms are  much  more  ephemeral  than  those  in  the 

(\'on  Glahn) 

Years  since  Number  of  cases 

joint  symptoms  Endocardium  Myocardium  Pericardium 
1-5  9 9 4 

6-10  972 

11-15  2 1 

16-25  - 2 

26-38  ..  2 

Table  1.  Location  of  Active  Rheumatic  Lesions  in  35  Active 
Cases 

heart.  His  cases  show  the  presence  of  active  heart 
lesions  in  sixty  per  cent  of  the  individuals  who 
have  had  no  joint  symptoms  for  over  one  year 
(table  I). 

EPIDEMIOLOGY 

Gradually  statistics  and  clinical  observations 
force  the  conclusion  that  rheumatic  fever  should 
be  recognized  as  a contagious  disease  with  a high 
threshold  of  susceptibility.  Numerous  studies  have 
been  performed  in  which  it  has  been  demonstrated 
that  the  incidence  of  this  disease  in  multiple  mem- 
bers of  a family,  or  in  individuals  in  contact  with 
the  patient  suffering  the  disease,  is  much  greater 
than  the  incidence  in  the  population  as  a whole. 
The  work  of  St.  Lawrence^®  has  shown  that  rheu- 
matic fever  has  the  same  incidence  in  contacts  as 
tuberculosis.  Work  done  by  Paul^"*  and  Coburn^® 
confirms  this. 

INCIDENCE 

The  question  of  how  best  to  determine  the  inci- 
dence of  rheumatic  fever  has  been  difficult  to  answer. 
Two  obstacles  lie  in  the  way  of  measuring  the  inci- 
dence of  the  disease  directly;  namely,  a varying  pro- 
portion of  cases  is  so  minimal  as  to  escape  clinical 
recognition,  and  the  disease  is  not  reportable.  In  the 
few  areas  in  England^*^  where  an  attempt  has  been 
made  to  make  it  reportable  little  success  has  been 
met  with.  One  has  therefore  to  measure  the  end 
results  of  rheumatic  fever  rather  than  its  incidence. 
The  two  most  accepted  guides  to  the  prevalence  of 
rheumatic  fever  are:  first,  the  incidence  of  chronic 

12.  Van  Glahn,  W.  C.,  Rheumatic  Disease  of  the  Heart; 
Quoted  Paul,  R.,  supra,  p.  28. 

13.  St.  Lawrence,  W. ; Family  Associations  of  Cardiac 
Disease,  Acute  Rheumatic  Fever  and  Chorea.  J.  A.  M.  A., 
79:2051-2055,  Dec.  16,  1922. 

14.  Paul.  J.  R. : Ibid. 

15.  Coburn.  A.  F. : Ibid. 

16.  Paul,  J.  R. : Ibid. 


Location  of 

Latitude 

Years 

Per  Cent 
of  Hospital 

Hospital 

N. 

Included 

Admissions 

Spokane,  Wash. 

47 

1920-23 

3.0 

Portland,  Ore. 

45 

1920-25 

1.2-4.5 

Boston,  Mass. 

42 

1914-23 

1.85 

Baltimore,  Md. 

39 

1925-30 

1.3 

Oklahoma  City,  Okla. 

35 

1922-25 

0.0-0.2 

New  Orleans,  La. 

29 

1915-25 

O.l-l.O 

Seattle,  Washington 

48 

1931-37 

0.85 

Table  2.  Incidence  of  Rheumatic  Disease  in  Hospital 
Admissions 


valvular  disease  of  the  heart,  combined  with  the  in- 
cidence of  rheumatic  fever  and  chorea  in  general 
hospital  admissions;  and,  second,  the  incidence  of 
mitral  heart  disease  as  revealed  in  post  mortem  ex- 
aminations. 

In  table  2 are  given  the  figures  of  these  three 
rheumatic  diseases  in  general  hospital  admissions  as 
quoted  by  NichoP'  and  the  figures  which  we  have 
obtained  from  King  County  Hospital  in  Seattle. 
It  must  be  noted,  however,  that  the  cross  files  at 
King  County  Hospital  are  not  complete,  hence  the 
figure  obtained  is  probably  slightly  lower  than  the 
actual  incidence.  I believe  it  is  worthy  of  note  that 
our  incidence  of  rheumatic  diseases  is  less  than  that 
of  Baltimore,  which  lies  ten  degrees  in  latitude  fur- 
ther south.  This  could  well  be  explained  by  our 
milder  climate. 

The  second  measure  of  the  incidence  of  rheumatic 
fever,  namely,  the  incidence  of  mitral  heart  disease 


Hospital 

Location 

Latitude 

N. 

Years 

Per  Cent 
of  Rheumatic 
Heart  Disease 

Boston 

42 

1914-23 

4.0 

Cincinnati 

39 

1927-30 

3.0 

Baltimore 

39 

1925-30 

1.6 

Oklahoma  City 

35 

1919-25 

0.0 

New  Orleans 

29 

1916-24 

0.2 

Seattle 

48 

1913-24 

1.8 

Table  3.  Incidence  of  Rheumatic  Fleart  Disease  in  Autopsy 
Series 


found  in  autopsy  series  is  given  in  table  3,  again 
quoted  from  Nichol.  County  Hospital  files  are 
probably  very  slightly  incomplete  but  it  is  signifi- 
cant, I believe,  that  our  incidence  again  is  com- 
parable to  that  found  in  Baltimore,  ten  degrees 
further  south. 

SYMPTOMATOLOGY 

Many  papers  have  been  written  about  the  symp- 
tomatology of  rheumatic  fever.  The  gist  of  these  is 
that  the  three  cardinal  symptoms,  namely,  joint 
pain,  chorea  and  cardiac  complaints,  are  so  minimal 
in  from  twenty-five  to  fifty  per  cent  of  the  cases  of 
mitral  heart  disease  that  no  history  of  rheumatic 
fever  is  obtained.  In  our  postmortem  series  of 

17.  Nichol,  E.  Sterling:  Geographic  Distribution  of 

Rheumatic  Fever  and  Rheumatic  Heart  Disease  in  the 
United  States.  .1.  Lab.  & Clin.  Med.,  21:588-596,  March, 
1936. 
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forty-three  cases,  twenty-one  gave  no  history  of 
rheumatic  fever  or  chorea. 

I do  not  wish  to  repeat  the  various  accurate  de- 
scriptions of  the  acute  symptoms  of  rheumatic 
fever.  I wish,  however,  to  point  out  that  there  usually 
occur,  prior  to  the  acute  exacerbation,  certain  pro- 
dromal symptoms  which  are  easily  neglected.  Of 
these,  undue  palor,  undue  flushing,  easy  fatigue,  loss 
of  or  failure  to  gain  weight  and  joint  pains  are  the 
most  significant. 

Shapiro^*  emphasizes  that  growing  pains  can  be 
separated  into  two  classes.  The  first  of  these,  mus- 
cular in  location,  nocturnal  in  time,  is  probably  not 
closely  related  to  rheumatic  fever.  The  second  group 
is  characterized  by  pain,  localized  in  the  joints,  and 
brought  on  by  use;  these  very  frequently  foreshadow 
the  occurrence  of  acute  symptoms.  It  should  be 
noted  also  that  epistaxis  occurs  very  frequently  as  a 
precursor  of  rheumatic  fever,  various  authorities 
quoting  it  in  from  ten  to  twenty  per  cent  of  the  cases 
as  a prodromal  symptom.^^’-® 

Further,  it  should  be  recognized  that  a certain 
percentage  of  rheumatic  fever  cases  will  be  ushered 
in  by  signs  of  pneumonia,  nephritis,  or  more  rarely, 
erythema  nodosum. 

DIFFERENTIAL  DIAGNOSIS 

The  correct  inclusion  and  the  proper  exclusion  of 
cases  from  the  diagnosis  of  rheumatic  fever  is  of 
grave  importance.  To  miss  a diagnosis  is  almost  cer- 
tainly to  condemn  an  individual  to  a life  of  cardiac 
invalidism;  to  mistake  an  acute  or  infectious,  or 
focal  arthritis  for  a rheumatic  fever  is  to  unneces- 
sarily place  an  individual  on  a restricted  regime  for 
a period  of  months  or  years.  From  personal  experi- 
ence and  from  reviewing  rheumatic  fever  admissions 
at  King  County  Hospital,  I find  that  the  most  dif- 


Rheumatic 

Focal 

Atrophic 

Fever 

Arthritis 

Arthritis 

■\ge Under  IS 

15-40 

15-40 

Previous 

attacks Frequent 

Frequent 

Progressive 

Nutrition Usually  poor 

Usually  good 

Progressively 

Joint 

worse 

involvement. ...Successive 

Few  joints 

Smallest  joints 

middle  sized 

first 

joints 

Character  of 

attack .\cute 

.\cute 

Sub  acute 

Upper  respira- 

tory  infection.  Usual 

Frequent 

Occasional 

Cardiac  signs In  80% 

In0% 

InO% 

EKG  chan'^es...  Frequent 

•Absent 

Absent 

Leucocytosis Positive 

Positive 

Absent 

Salicylate 

response Usual 

Rare 

.Absent 

Table  4.  Differential  Diagnosis  of  Rheumatic  Fever 
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ficult  diseases  to  differentiate  from  rheumatic  fever 
are  only  two;  namely,  acute  focal  or  infectious  ar- 
thritis and  chronic  atrophic  arthritis  (table  4). 

ACTIVITY 


Duration 

Days 

Weeks 

Weeks 

Two  to  twelve  months 
Two  to  twelve  months 
Four  plus  months 
Four  plus  months 


Having  made  the  diagnosis  of  rheumatic  fever,  a 
correct  estimation  of  the  activity  of  the  disease  be- 

Findings 
Temperature 
Tachycardia 
Leucocytosis 
Sedimentation 
Electrocardiogram 
Anemia 
Weight  Loss 

Table  5.  Duration  of  Clinical  Evidence  of  Activity 

comes  the  item  of  greatest  importance  (table  5).  It 
should  be  emphasized  that  objective  symptoms  are 
transitory  in  character  and  that  their  absence  is  of 
little  value  in  estimating  disease  activity.  Likewise 
temperature  and  tachycardia  are  relatively  transi- 
tory, in  addition  to  which  the  former  is  usually 
masked  by  the  administration  of  salicylate.  Tachy- 
cardia is  usually  more  persistent,  and  one  may  safely 
make  the  statement  that  existence  of  a rapid  pulse 
is  almost  positive  proof  of  continued  activity  of 
rheumatic  fever.  Leucocytosis  is  almost  always  pres- 
ent in  the  acute  attacks  and,  while  persisting  longer 
than  the  temperature,  becomes  normal  some  weeks 
prior  to  the  cessation  of  activity  of  the  disease. 

Electrocardiographic  evidence,  when  positive, 
may  usually  be  regarded  as  proof  that  active  disease 
is  present.  It  is,  however,  frequently  negative  in  even 
the  active  stages  of  the  disease;  furthermore,  in  clin- 
ical practice,  frequent  electrocardiographic  tracings 
are  not  always  available.  The  sedimentation  test  is 
probably  the  most  sensitive  laboratory  test  of  rheu- 
matic fever  which  we  have.  It  is  usually  persistently 
positive  for  a period  of  from  one  to  several  months 
after  both  the  tachycardia  and  the  leucocytosis  have 
returned  to  normal.  It  should  be  noted  that  a high 
grade  of  anemia  will  give  a positive  sedimentation 
test  at  times  but  I feel  that  the  existence  of  anemia 


during  the  convalescence  from  rheumatic  fever 
might  safely  be  regarded  as  a sign  suggestive  of  its 
continued  activity.  Similarly,  I feel  that  failure  to 
return  to  normal  rate  of  weight  gain  might  well  be 
considered  suggestive  evidence  of  continued  rheu- 
matic activity. 


TREATMENT 

There  is  no  specific  treatment  for  this  syndrome. 
It  seems  quite  well  established  that  residence  in  a 
tropical  climate  will  attenuate  the  symptoms  or 
render  quiescent  the  disease.-^  It  should  be  noticed 
that  upon  a return  to  a temperate  climate,  the  disease 
frequently  recurs.  Rest  has  been  a time  honored 

21.  Coburn,  A.  F. : Ibid. 
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treatment  and  it  is  generally  accepted  that  cardiac 
involvement  is  minimized  by  its  prolonged  use. 

The  acute  symptoms,  especially  articular,  are 
usually  controlled  by  salicylates  or  neocincophen. 
This  is  especially  true  of  the  articular  symptoms 
and  it  is  believed  that  this  is  accomplished  by  means 
of  the  control  of  exudative,  as  contrasted  to  prolifer- 
ative changes.  The  administration  of  arsenic,  either 
as  Fowler’s  solution  or  as  a cacodylate  is  tradition- 
ally of  value.  A limited  trial  of  gold  salts  in  rheu- 
matic fever  has  been  of  disappointing  efficacy.  Vita- 
mins are  probably  of  no  importance  except  as  an  in- 
fluence on  the  general  nutrition  of  the  individual. 
Vaccines  may  be  of  distinct  help  after  the  acute 
symptoms  have  subsided.  Reports  have  been  pub- 
lished attempting  to  prove  that  their  administration 
has  reduced  the  number  of  recurrences.^-- 

Tonsillar  removal  has  been  the  source  of  much  in- 
vestigation. Apparently  one  may  conclude  that  re- 
moval prior  to  the  first  attack  reduces  the  incidence, 
removal  after  the  first  attack,  while  failing  to  in- 
fluence appreciably  the  frequency  of  recurrences, 
does  lessen  their  severity.-^- 

The  point  I wish  to  emphasize  may  be  inferred 
from  some  of  the  foregoing  and  should  be  applied  to 
any  of  them.  As  a practitioner  who  treats  practically 
nothing  but  chronic  disease,  I have  observed  the  tre- 
mendous advantage  gained  by  the  recognition  of  the 
chronicity  of  a disease.  When  a patient  is  treated 
for  an  acute  illness,  he  expects  a rapid  convales- 
cence; if  this  does  not  materialize,  it  is  the  tendency 
for  him  to  blame  the  physician.  If,  on  the  other  hand, 
it  is  made  clear  to  the  patient  that  he  is  suffering 
from  a chronic  disease  with  a more  or  less  accidental 
acute  exacerbation,  he  is  led  to  expect  a prolonged 
and  uneven  convalescence.  This  very  fact  permits 
him  to  be  kept  under  observation  and  treatment  for 
a prolonged  period  of  time,  and  automatically  places 
the  blame  upon  himself  or  the  disease  for  any  recur- 
rence. It  has  been  my  experience  that,  when  this  is 
done,  the  patient  will  much  more  willingly  submit 
himself  to  prolonged  supervision.  I believe  that  re- 
currences under  such  prolonged  supervision  could 
be  materially  reduced  from  their  sixty  per  cent  in- 
cidence of  today.  In  other  words,  perhaps  the  failure 
of  our  treatment  at  the  present  time  is  not  in  the 
therapy,  but  in  the  span  of  time  over  which  it  is 
employed. 

22.  Cecil,  R.  L. : Ibid.  Quoting  Swift. 

23.  Wilson,  M.  G.  and  Swift,  H.  F. : Intravenous  Vac- 
cination with  Hemolvtic  Streptococci.  Am.  .1.  Dis.  Child., 
42:42-51,  July,  1931. 

24.  St.  Lawrence,  W. ; Effect  of  Tonsillectomy  on  the 
Recurrence  of  Acute  Rheumatic  Fever  and  Chorea.  J.  A. 
M.  A.,  75:1035,  Oct.  16,  1920. 

25.  Mackie,  T.  T. : Rheumatic  Fever.  Am.  J.  M.  Sc., 
172:199-221,  August,  1926. 


BILATERAL  URETERAL 
TRAN  SPLANTATION 

REPORT  OF  CASE 

George  R.  Vehrs,  M.D. 

SALEM,  ORE. 

In  1909  R.  C.  Coffey  reported  the  technic  of 
transplanting  the  common  bile  duct  into  the  duo- 
denum. At  this  time  he  greatly  stressed  the  im- 
plantation of  soft  ducts  between  the  muscular  and 
submucous  coats  of  the  intestine  in  order  to  form 
a valvular  action  in  contradistinction  to  sphincteric 
action  for  the  purpose  of  allowing  syphonage  from 
a low  into  a higher  pressure  system  and  to  prevent 
ascending  infection.  The  technic  used  by  each  sur- 
geon who  has  recorded  original  methods  in  trans- 
planting the  ureters  into  the  colon  has  been  modi- 
fied and  perfected,  but  the  underlying  principles  of 
duct  transplantation  by  Coffey  have  served  the 
profession  without  modification. 

The  following  case  history  and  records  of  oper- 
ation for  carcinomatosis  of  the  bladder  and  in 
this  case  the  cervix  give  ample  evidence  of  con- 
tinued nephric  function,  exceptional  freedom  from 
diurnal  or  nocturnal  frequency  and  from  bowel 
disturbances,  and  a prolonged  life  span,  during 
which  there  were  five  years  of  health,  comfort  and 
happiness.  The  sixth  year  was  eventful  in  that 
squamous  cell  cancer  caused  her  death. 

CASE  REPORT 

A woman  of  57  years  complained  of  suffering  with  hem- 
orrhages from  the  vagina,  pain  in  the  bladder  and  blood  in 
the  urine,  Feb.  IS,  1931. 

Past  history.  When  the  first  baby  was  tjorn,  twenty  years 
ago,  the  perineum  was  badly  torn.  Prolapse  of  the  uterus 
followed  in  the  wake  of  the  unrepaired  perineal  tear.  The 
menopause  started  about  five  years  ago  with  hot  and  cold 
flashes,  weak  feelings,  nervousness  and  a gradual  cessation 
of  the  menses.  Two  years  ago  there  was  an  increase  in  the 
leukorrhea  which  she  thought  was  of  no  importance.  This 
discharge  was  ichorous,  foul  and  brown  in  color.  An  initial 
hemorrhage  followed  by  a second  and  even  greater  hem- 
orrhage almost  caused  her  death. 

Present  illness.  About  a year  ago  the  bladder  pained  when 
partly  full  and  again  when  it  was  empty.  .An  increased  fre- 
quency was  present,  especially  at  night  which  was  exag- 
gerated as  time  went  along.  The  urine  at  times  contained 
visible  red  blood,  but  usually  it  contained  much  foamy 
albuminous  or  brownish  sediment  and  smelled  much  like 
the  vaginal  discharge.  The  vaginal  discharge  consisted  of 
clots  and  coffee  ground  material  with  an  offensive  odor.  Dur- 
ing the  past  year  she  lost  fifty-four  pounds.  Her  present 
weight  is  130  pounds.  She  suffers  with  gas,  anorexia,  hatred 
of  food  and  weakness.  The  bowels  are  constipated,  there  is 
no  pain  in  the  rectum,  and  there  is  no  history  of  hem- 
orrhoids. 

Resume  of  examination.  Examination  reveals  no  pathologic 
process  of  note  except  in  the  cystocervicovaginal  regions.  The 
blood  pressure  is  llS  over  62.  There  is  moderate  secondary 
anemia,  normal  blood  urea  nitrogen  and  negative  Wasser- 
mann  reaction. 

Vaginal  examination  reveals  a large,  mean  looking  ulcera- 
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tion  deep  into  the  anterior  half  of  the  cervix  and  involving  a 
lesser  amount  of  the  posterior  cervix.  Bleeding  is  present. 
Palpation  causes  much  flow  of  blood  and  reveals  no  involve- 
ment of  the  rectum.  There  is  infiltration  and  induration  of 
the  anterior  and  superior  vaginal  wall  with  extension  into 
the  bladder.  The  odor  is  very  foul,  the  discharge  is  ichorous, 
and  the  drainage  has  caused  considerable  dermatitis.  The 
cancerous  infiltration  of  the  bladder  is  primary  in  the  cer- 
vix. 

Rectal  examination  reveals  no  induration  and  no  masses. 
There  are  some  small  internal  hemorrhoids  that  are  causing 
no  particular  trouble.  Sigmoidoscopic  examination  reveals  no 
added  pathologic  process  of  the  bowel.  The  patient  is  sallow, 
anemic,  thin,  cachetic,  and  looks  like  she  might  die  within 
the  next  few  months. 

Preoperative  diagnosis.  Carcinoma  of  the  cervix  and  blad- 
der. Secondary  anemia.  Operation  No.  1 was  performed  Feb. 
18  under  subarachnoid  nerve  block,  augmented  by  local 
novocain  infiltration. 

.After  thorough  exploration  of  the  abdominal  content  an 
immediate  decision  was  made  to  transplant  the  ureters  be- 
cause the  gastrointestinal  tract  and  the  ureters  were  free  of 
invasion,  and  the  carcinomatous  process  was  limited  to  the 
bladder  and  cervix.  Raymond  Waltz  inserted  the  sigmoido- 
scope under  direct  guidance  of  the  operator,  the  sigmoid  was 
clamped,  the  rectum  was  washed  and  then  packed  with 
sterile  gauze  previously  impregnated  with  an  antiseptic  fluid. 
V.  E.  Hockett  then  assisted  the  author  in  performing  a bila- 
teral ureteral  transplantation  in  complete  accordance  with 
the  Robert  C.  Coffey  technic  published  in  Surgery,  Gynecol- 
ogy and  Obstetrics,  Nov.,  1928.  No  drainage  was  instituted. 

The  postoperative  period  was  marked  by  rapid  recovery 
with  good  function  of  both  kidneys.  One  catheter  was  re- 
moved on  the  fifth  day,  the  other  on  the  sixth.  .Although 
the  six  day  catheter  was  left  in  situ,  there  was  no  external 
drainage  after  the  fourth  day.  Early  intravenous  followed 
by  oral  feeding  and  renewed  hope  permitted  the  second  oper- 
ation to  be  scheduled  on  the  fifteenth  postoperative  day. 

Operation  A'o.  2 was  also  performed  under  subarachnoid 
nerve  block,  March  S.  .After  removing  the  scar  and  enlarging 
the  incision  of  the  first  operation,  the  ovaries,  tubes,  uterus, 
broad  ligaments  and  deep  glands  were  removed.  The  bladder 
and  vagina  were  then  dissected  free,  the  urethra  and  lower 
vagina  were  clamped  and  cut  free  above  the  right  angled 
clamp.  After  hemostasis  and  the  insertion  of  Coffey  quar- 
antine drains  suprapubically  and  through  the  vaginal  open- 
ing, the  upper  end  of  the  abdominal  incision  was  closed. 

Synopsis  of  postoperative  care.  The  quarantine  drains 
contained  a three-eighth -inch  rubber  tube  which  permitted 
irrigation  with  one  per  cent  Dakin’s  solution.  This  assisted 
in  eliminating  the  foul  odor  of  the  drainage,  thinned  the 
discharge  and  washed  the  wicks.  The  gauze  wicks  were  re- 
moved, one  at  a time,  beginning  on  the  seventh  postopera- 
tive day.  The  entire  quarantine  was  removed  within  twenty- 
one  days.  The  drainage  openings  closed  within  five  weeks. 
■After  eight  weeks  of  hospitalization  she  was  allowed  to  go 
home.  With  plenty  of  food,  sunshine  and  rest  at  her  coun- 
try home  she  rapidly  regained  weight  and  strength. 

The  patient  spent  the  next  five  years  in  good 
health.  The  urine  was  passed  three  or  four  times 
during  the  day  and  twice  at  night.  She  had  no 
backaches,  no  bowel  disturbances,  and  was  very 
happy.  She  raised  her  adopted  daughter  (age  10) 
cared  for  her  house,  did  the  washing,  raised  ducks, 
and  chickens,  and  in  the  seasonal  months  picked 
berries  and  fruit  for  the  cannery. 


Fig.  1.  This  photograph  shows  the  relative  proportion 
of  nephric  parenchyma  and  tubules,  the  lack  of  inflamma- 
tion in  the  calices  and  ureters,  the  normal  diameters  of  the 
ureters,  the  openings  of  the  distal  ureters  in  the  colon 
and  the  absence  of  inflammatory  reaction  of  its  mucosa. 
The  openings  of  the  ureters  are  not  coaptated  because  of 
the  presence  of  a cord  and  the  hardening  produced  by 
formalin.  The  left  kidney  calices  are  torn  and  not  diseased. 
The  right  middle  calyx  shows  three  or  four  small  papil- 
lomatous growths  which  are  secondary  to  carcinoma  of  the 
jejunum.  The  ureters  were  cut  short  to  avoid  lymphatic 
carcinomatous  extension  from  the  distal  end  of  the  ureters 
and  bladder. 


Fig.  2.  This  enlarged  photograph  of  the  fresh  specimen 
shows  the  normalcy  of  the  ureteral  openings  of  the  colonic 
mucosa  and  the  end  of  the  diameters  of  the  ureters.  One 
can  visualize  the  lack  of  inflammatory  reaction  in  and 
around  the  ureteral  openings  at  the  points  of  the  arrows. 
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In  November,  1936,  this  patient  returned  for  additional 
diagnosis  and  medical  care. 

Historical  resume.  The  present  complaint  is  pain  in  the 
lower  abdomen  and  back. 

The  past  history  exclusive  of  previous  operations;  During 
the  early  part  of  the  sixth  postoperative  year  she  fell  and 
hurt  her  abdomen  and  back.  She  experienced  backache,  pain 
in  the  abdomen  about  the  navel  and  gaseous  distention.  These 
symptoms  gradually  increased  in  severity.  She  became  pale, 
weak,  sallow  and  thin.  The  doctor  was  consulted  three 
months  before  death.  At  this  time  she  complained  of  severe, 
cramp-like  pain  in  the  abdomen  and  backache,  anorexia, 
hatred  of  food,  weakness  and  inability  to  work.  Her  daugh- 
ter, now  sixteen,  cared  for  her  during  this  unhappy  and 
miserable  period  before  death.  The  doctor  did  not  see  her 
after  the  following  examination  except  to  perform  the 
autopsy,  five  years,  eleven  and  one-half  months  after 
operation. 

Resume  oj  physical  examination.  The  head,  neck,  chest 
and  cardiovascular  organs  are  free  of  special  and  pertinent 
pathology.  The  patient  appears  weak,  cachectic,  sallow 
and  unsteady.  Both  pupils  react  to  light  and  accommo- 
dation. The  blood  pressure  is  90/60.  The  liver  is  smooth, 
normal  in  size,  and  the  gallbladder  region  is  not  painful.  The 
spleen  is  not  palpable.  The  mid  and  lower  abdominal  mus- 
cles are  rigid,  there  is  pain  on  pressure,  and  the  patient 
complains  of  constant  cramp-like  pains  in  the  lower  ab- 
domen and  in  the  lower  lumbar  region.  There  is  a large, 
painful  mass  which  feels  like  small  bowels.  The  back  is 
free  of  special  pathology  but  is  tender  and  painful  over  the 
lumbar  region.  Vaginal  examination  reveals  a friable  bleed- 
ing ulceration  of  the  roof  in  the  remnant  of  the  lower 
vagina.  There  are  two  hard  lumps  attached  to  the  inner 
wall  of  the  pubes,  one  on  each  side.  Anorectal  palpation 
and  visualization  through  the  sigmoidoscope  reveals  no 
pathology. 

The  blood  picture  is:  hemoglobin  SO  per  cent,  red  cells 
2,300,000,  white  cells  10,600. 

Diagnosis.  Chronic  obstruction  of  the  small  bowel  and 
carcinoma  of  the  lower  vagina,  squamous  cell  carcinoma  of 
the  vaginal  remnant  and  metastasis  to  the  small  intestines. 

Pathologic  examination.  Gross.  The  specimen  consists  of 
a number  of  small  friable  fragments  of  soft  tissue  totaling 
about  1.5  grams.  Histologic  sections  reveal  malignant  hyper- 
plasia of  stratified  squamous  epithelium.  The  cells  are  ar- 
ranged in  various  shaped  masses.  Throughout  marked  ana- 
plastic change  is  seen  with  large  numbers  of  mitoses  and 
I hyperchromatic  cell  nuclei. 

I Diagnosis.  Squamous  celled  carcinoma  apparently  cervi- 
cal in  origin. 

I Postmortem.  The  postmortem  was  limited  to  the  lower 
I part  of  the  sigmoid,  kidneys  and  the  small  bowel,  together 
with  inspection  of  the  entire  abdominal  content.  The  kid- 
I neys  are  normal  in  size  but  show  some  chronic  interstitial 
j nephritis.  The  middle  anterior  calyx  of  the  left  kidney  shows 
I a small  area  of  superficial  papillomatous  growth.  Otherwise 
I the  pelves  and  ureters  are  normal  and  free  of  inflammation. 

I The  ureteral  paths  through  the  colon  walls  healed  nicely, 
there  is  good  valve  action,  and  the  ureteral  openings  are 
normal.  The  colon  is  likewise  free  of  inflammation  (figs. 
1 and  2). 

The  jejunum  is  larger  in  diameter  than  normal,  the  walls 
are  quite  thick,  and  the  mucosa  is  not  inflamed  except  at 
and  above  the  bifurcation  of  the  aorta,  where  the  intestines 
are  matted  together,  obstructed  and  very  friable.  There  are 
no  nodules  in  the  liver.  The  stomach  presents  no  evidence 
of  ulcer  or  carcinoma. 


JAUNDICE  FOLLOWING  CARDIO- 
VASCULAR DISEASE* 

Frank  R.  Menne,  M.D. 

AND 

David  Mason,  M.D. 

PORTLAND,  ORE. 

Jaundice,  discoloration  of  the  body  tissues  by 
bile  pigment,  is  regarded  as  but  one  of  the  clinical 
and  pathologic  signs  of  many  different  diseases 
which  increase  the  production  and  facilitate  the 
deposition  of  bilirubin  in  abnormal  amounts  in 
the  body  tissues  and  fluids. 

Some  are  of  the  opinion  that  a true  generalized 
icterus  does  not  occur  without  the  liver  being  in- 
volved. Such  views  are  based  upon  the  following 
observations:  the  finding  by  Menkowski  and 
Naunya^  that  hemolysis  following  introduction  of 
arseniretted  hydrogen  led  to  icterus  in  geese  only 
when  the  liver  was  present;  the  repeated  demon- 
stration of  bile  and  its  salts  in  the  urine  in  septic 
poisonings,  which  have  been  looked  upon  as  pro- 
ducing hematogenous  jaundice,  indicating  an  ab- 
sorption from  the  liver;  the  histologic  demonstra- 
tion of  lesions  in  the  liver  which  may  account  for 
resorption  of  the  bile.  It  has  also  been  further 
pointed  out  that  toxic  destruction  of  red  blood 
cells  may  bring  to  the  liver  increased  amounts  of 
dissociated  hemoglobin  with  resultant  production 
of  viscid  bile  that  blocks  the  canaliculi.  On  account 
of  the  low  pressure  here  in  the  bile  canaliculi  a 
minimum  stoppage  may  result  in  maximum  re- 
sorption. In  this  connection  it  has  also  been  con- 
sidered possible  that  toxic  injury  miglft  result  in 
disintegration  of  the  intrahepatic  bile  capillaries, 
forcing  newly  formed  bile  into  the  lymphatics  and 
the  blood  stream. 

However,  Whipple  and  Hooper-  obtained  experi- 
mental evidence  that,  following  the  intravenous  in- 
jection of  hemoglobin  into  dogs,  with  the  liver  ex- 
cluded from  the  circulation,  bile  pigments  appear 
in  the  urine  and  fat.  Accordingly,  these  investi- 
gators concluded  that  the  liver  may  not  be  the 
sole  source  of  bile  pigment  production.  This  ob- 
servation has  been  corroborated  by  Mann  and 
iMagath^  who  found  bilirubin  in  animals  from 
whom  the  liver  had  been  removed.  These  studies, 

♦From  the  Department  of  Pathology  of  the  I’niversity 
of  Oregon  Medical  School. 
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as  well  as  the  finding  of  bile  pigments  about  local- 
ized inflammatory  and  hemorrhagic  lesions  in 
which  the  liver  could  have  only  a remote  relation, 
seemed  to  support  the  view  that  the  liver  is  prob- 
ably not  involved  in  all  forms  of  jaundice. 

Since  the  studies  of  Aschoff^  that  developed  the 
concept  of  the  reticuloendothelial  system,  Kupffer 
cells  in  the  liver,  and  reticulocytes  in  the  spleen  and 
bone  marrow  have  assumed  importance  in  produc- 
tion of  bilirubin.  The  sites  of  maximum  production 
seem  to  vary  in  different  animals.  In  support  of 
the  significance  of  this  extrahepatic  production  of 
bile  in  jaundice,  IMc^Iaster  and  Rous®  pointed  out 
that  three-fourths  or  more  of  the  bile  ducts  may 
be  occluded  without  producing  icterus.  Following 
these  observations  van  den  Bergh'’  found  that  bili- 
rubin in  the  blood  serum  behaves  differently  in  the 
diazo  reaction  in  the  two  conditions,  the  obstruc- 
tive bilirubin  being  more  easily  oxidized  than  the 
hemolytic  bilirubin.  In  addition  to  this  it  has  been 
noted  that  bilirubin  from  different  causes  varies 
physically  as  to  the  readiness  with  which  it  enters 
the  urine  or  impregnates  tissues. 

All  of  the  foregoing  observations  have  led  to  the 
conclusion  that  bilirubin  is  formed  for  the  most 
part  by  the  reticuloendothelial  system  and  that 
the  liver  cells,  after  modifying  it  by  the  addition 
of  bile  salts,  pass  it  on  to  the  bile  capillaries  for 
excretion  into  the  intestinal  tract,  where  it  partici- 
pates in  digestion  of  fats  and  from  which  tract  it 
may  be  reabsorbed  and  conserved  or  passed  out 
with  the  feces. 

A consideration  of  the  phenomenon  of  icterus 
involves  the  conditions  which  interfere  with  the 
passage  of  bilirubin  through  the  liver  (obstructive 
jaundice),  pathologic  conditions  which  bring  about 
an  increased  formation  and  resorption  of  bilirubin 
and  the  functional  capacity  of  the  liver. 

There  are  many  diseases  which  may  interfere 
with  modification  and  passage  of  bile  through  the 
liver  to  the  end  that  jaundice  occurs,  namely, 
tumors,  primary  and  secondary,  pressure  from  dis- 
ease of  related  organs,  infection  of  the  bile  pas- 
sages leading  to  the  inspissation  of  bile,  calculus 
formation  and  pylephlebitis  extending  to  the  bile 
ducts.  In  addition  to  these  the  so-called  toxic  hepa- 
toses, hepatidides  and  cirrhoses  may  lead  to  dis- 
turbed modification  and  transmission  of  bile  with 
resultant  jaundice.  Hartmann'  in  a study  of  four 
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hundred  cases  found  twenty-four  per  cent  due  to 
various  forms  of  carcinoma,  sixty-nine  pier  cent 
to  stones,  constrictions  and  inflammations,  and 
seven  per  cent  to  be  of  hemolytic  origin. 

The  well  known  icterus  neonatorum,  familial 
icterus,  pernicious  anemia  icterus,  hemolytic  strep- 
tococcus icterus,  as  well  as  that  occurring  in  mas- 
sive hemorrhage,  are  familiar  examples  of  excess 
extrahepatic  bilirubin  production  by  the  so-called 
reticuloendothelial  system.  Among  all  these  circu- 
latory irregularities,  the  relationship  of  blood  stasis 
and  hemorrhage  to  extrahepatic  icterus  has  re- 
cently aroused  considerable  interest.  Fishberg®  in 
a study  of  jaundice  in  myocardial  insufficiency 
pointed  out  that  in  the  majority  of  patients  the 
bilirubin  content  of  the  serum  was  greatest  in 
cases  of  long  standing  cardiac  decompensation.  In 
these  cases  he  regarded  congestion  of  mucous  mem- 
branes of  the  bile  passages  as  playing  only  a minor 
role  in  the  way  of  obstruction.  But  it  was  thought 
by  the  author  that  passive  congestion  and  develop- 
ment of  bile  thrombi  were  factors,  as  well  as  en- 
gorgement and  hemorrhage  with  resultant  blood 
destruction  in  the  lungs  and  other  viscera.  Fish- 
berg  further  thought  that  it  was  not  so  much 
infarction  of  the  lungs  but  general  stasis  and  quick 
formation  and  dispersion  of  hematoidin  that  caused 
jaundice. 

In  1926,  Keefer  and  Resnick^  reported  an  analy- 
sis of  ten  instances  of  jaundice  associated  with  pul- 
monary infarction.  Prior  to  the  pulmonary  infarc- 
tion seven  of  the  cases  had  had  severe,  and  three 
moderate,  heart  disease.  Of  the  ten,  six  had  jaun- 
dice, although  bilirubin  was  present  in  the  urine 
in  only  two  cases.  Following  infarction  the  jaun- 
dice became  intensified  after  one  to  four  days, 
usually  the  second  or  third  day.  They  found  the 
source  of  the  emboli  causing  infarction  to  be  the 
right  auricular  appendages  in  five  instances.  There 
was  no  apparent  blocking  in  the  liver.  They  noted 
only  chronic  passive  congestion.  These  authors 
followed  their  clinical  study  with  an  experimental 
one,^®  producing  central  liver  lesions  in  dogs  with 
carbon  tetrachloride.  By  means  of  a Y-shaped 
tracheal  canula,  they  introduced  nitrogen  to  pro- 
duce anoxemia,  the  degree  of  which  was  deter- 
mined by  examining  the  dog’s  blood. 

Under  these  conditions  they  observed  an  in- 
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crease  in  the  bilirubin  content  of  the  blood.  If  the 
liver  was  not  previously  damaged,  anoxemia  of 
several  hours  failed  to  produce  an  increase  in  bili- 
rubin. It  was  also  demonstrated  that  bilirubin  vari- 
ations were  not  due  to  altered  renal  function  and, 
therefore,  the  sole  cause  of  bilirubinemia  in  anox- 
emic  conditions  was  attributed  to  depressed  excre- 
tion on  the  part  of  the  liver.  INIangerP^  in  a con- 
sideration of  the  pulmonogenic  origin  of  icterus 
considered  the  different  processes  which  may  give 
rise  to  increased  bilirubin  production.  He  empha- 
sized the  importance  of  the  architecture  of  the 
lungs  and  the  activity  of  the  heart  failure  cells  in 
disintegration  and  rapid  absorption  of  hematoidin. 
He  failed  to  consider  the  factor  of  anoxemia,  al- 
though he  produced  increased  bilirubinemia  by  re- 
peated intratracheal  injection  in  rabbits  of  ten  cc. 
of  defibrinated  blood  which  must  have  seriously 
interfered  with  aeration. 

Therefore,  if  it  is  correct  to  assume  that  the 
production  of  bilirubin  is  extrahepatic,  the  occur- 
rence of  icterus,  secondary  to  pulmonary  infarc- 
tion, is  dependent  upon  a number  of  interrelated 
factors;  first,  rapid  destruction  and  absorption 
of  hemoglobin  (hematoidin) ; second,  activity  of 
the  histiocytes  (heart  failure  cells);  third,  inter- 
ference with  aeration  of  the  blood  and  resultant 
anoxemia.  Although  there  are  other  similar  observa- 
tions concerning  occurrence  of  icterus  following 
massive  pulmonary  infarction  and  instances  of  ex- 
trahepatic jaundice  from  other  types  of  massive 
hemorrhage,  these  are  not  numerous  and  the 
mechanism  of  their  production  is  still  controversial. 
Accordingly  the  following  instances  of  jaundice 
from  massive  hemorrhage  seem  worthy  of  consid- 
eration. 

Case  1.  A.  M.  M„  a white  male,  thirty-four  years  of  age, 
entered  the  hospital  July  11,  1929,  complaining  of  short- 
ness of  breath  and  pain  in  the  abdomen.  His  heart  first 
bothered  him  in  1918  while  in  the  army,  and  since  then  his 
cardiac  trouble  has  been  progressive  as  regards  intensity 
and  frequency  of  distress.  In  1910  he  had  rheumatic  fever. 

When  examined  considerable  conjunctival  jaundice  was 
evident.  Dullness  was  noted  in  both  lung  bases  and  mucous 
crepitating  rales  were  elicited  on  auscultation.  The  respira- 
tions were  thirty-six  per  minute.  The  ventricular  rate  was 
one  hundred  twenty  per  minute,  and  the  radial  pulse  was 
ninety-six.  The  action  of  the  heart  was  arrhythmic.  Both 
the  right  and  left  heart  were  enlarged.  A loud,  systolic 
murmur  was  heard  at  the  apex  but  was  not  transmitted. 
Xo  ascites  or  edema  were  noted. 

Examination  of  the  blood  the  day  after  entrance  re- 
vealed the  hemoglobin  to  be  89  per  cent;  the  red  cell  count 
was  not  done;  the  white  cells  numbered  13,100,  and  the 
differential  count  was  essentially  normal.  A large  excess  of 
bilirubin  was  found  in  the  blood  serum.  The  Wassermann 
and  Kahn  reactions  were  negative.  Many  hyaline  and 
granular  casts  as  well  as  large  amounts  of  albumin  were 

11.  Maugeri,  S. ; Die  Pulmonogene  Entstehung  ties  Ik- 
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found  in  the  urine.  The  diagnosis  included  valvular  heart 
disease  with  mitral  insufficiency,  auricular  fibrillation, 
aortitis  and  pulmonary  chronic  passive  congestion. 

Two  days  after  entrance  the  patient  coughed  up  about 
a half  pint  of  blood  and  following  this  he  became  more 
jaundiced  and  intensely  ill.  .\t  the  time  of  death,  six  days 
after  entrance,  the  icterus  was  marked.  The  duration  of  the 
cardiac  illness  was  eleven  years.  The  onset  of  the  icterus  was 
five  days  before  the  day  of  death. 

Examination  of  the  body  at  autopsy  revealed  the  entire 
skin  to  be  pigmented  a deep  yellow.  About  two  hundred 
cc.  of  blood  tinged  fluid  were  noted  in  the  abdominal  cav- 
ity and  multiple  petechial  hemorrhages  were  seen  in  the 
peritoneum.  The  right  ventricle  was  greatly  hypertrophied 
and  dilated  and  in  the  appendage  of  the  right  auricle  was 
found  a gray  thrombus.  The  mitral  valve  was  thickened, 
firm  and  its  free  border  measured  only  five  and  one-half 
cm.  in  circumference.  Another  antemortem  blood  clot  was 
noted  in  the  left  auricular  appendage. 

The  left  pleural  cavity  contained  about  one  liter  of  dark, 
amber  colored  fluid.  The  visceral  and  parietal  pleurae  were 
covered  with  fibrin  and  were  hemorrhagic.  The  cut  surfaces 
of  the  firm  lower  lobe  of  the  left  lung  were  for  the  most 
part  deep  purplish  red,  non-air  containing  and  presented 
the  typical  appearance  of  recent  hemorrhagic  infarction. 
-About  one-third  of  this  lobe  was  involved  in  an  older  pro- 
cess of  infarction.  A large  antemortem  blood  clot  was  found 
in  the  branch  of  the  pulmonary  artery  supplying  the  lower 
lobe  of  the  left  lung. 

The  spleen  was  of  normal  size  and  its  cut  surfaces  were 
firm  and  deep  purplish-red.  The  malpighian  corpuscles  were 
indistinct.  The  liver  was  very  small ; its  margins  were  sharp 
and  at  the  costal  border.  The  cut  surfaces  were  firm  and 
disclosed  marked  dilatation  of  the  hepatic  veins  with  the 
gross  picture  of  chronic  passive  congestion. 

Microscopic:  Pigment  Changes.  Microscopic  sections  of 
the  lungs  disclosed  the  atria  in  the  region  of  hemorrhagic 
infarction  to  be  solidly  filled  with  red  blood  cells  to  the 
extent  of  obliteration  of  lung  architecture.  The  atrial  walls 
here  appeared  to  be  compressed.  This  obliteration  of  space 
extended  for  some  distance  around  the  suffusion  of  blood. 
■Areas  about  the  periphery  contained  considerable  numbers 
of  polymorphonuclear  leukocytes,  evidently  congregated  in 
the  vicinity  of  the  terminal  bronchi.  Still  more  peripherally 
circular  air  filled  atria  were  seen  to  be  isolated  by  broad 
bands  of  lung  tissue  composed  of  confluent  or  compressed 
atrial  walls  with  a large  number  of  pigment  filled  heart 
failure  cells.  The  latter  occurred  in  large  masses.  In  addi- 
tion to  these  heart  failure  cells  there  appeared  to  be  non- 
phagocytized  blotches  of  pigment  in  or  near  the  margins  of 
the  infarct. 

Microscopic  sections  of  the  spleen  disclosed  the  splenic 
sinuses  to  be  filled  with  blood  to  the  extent  of  a rather 
wide  separation  of  the  malpighian  bodies.  The  blood  had 
a yellowish  brown  pigment  in  certain  areas  or  dependent 
portions.  There  was  a moderate  hyperplasia  of  the  reticulo- 
cytes. Phagocytosis  of  blood  pigment  was  not  marked. 
Sections  of  the  liver  disclosed  extensive  areas  of  degenera- 
tion about  the  central  veins.  These  areas  had  become  con- 
fluent, producing  a false  lobulation  and  trabeculization  of 
the  liver  substance.  The  extent  of  degeneration  varied 
somewhat  around  different  central  veins.  In  these  broad 
areas  of  degeneration  there  were  only  scattered  liver  cells 
to  be  observed.  Such  cells  were  vacuolated  and  their  nuclei 
were  distorted,  misshapen  and  irregularly  displaced.  Within 
the  vacuoles  bile  pigment  could  be  seen.  In  the  surround- 
ing and  remaining  liver  sinusoids  there  were  relatively  nor- 
mal clusters  of  red  blood  cells  and  a moderately  increased 
number  of  Kupffer  cells,  some  of  them  laden  with  blood 
pigment,  others  empty.  .As  the  periphery  of  the  area  of 
degeneration  was  approached,  definite  bile  plugs  were 
noted.  There  were  also  plasma  cells  noted  here.  In  less  in- 
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volved  intervening  liver  tissue  the  cells  were  swollen  while 
sinusoids  were  narrowed  and  irregular  in  size. 

Case  2.  G.  C.,  a single  white  male,  fifty-seven  years  of 
age,  entered  the  hospital  on  February  10,  1933,  complain- 
ing of  nocturnal  dyspnea,  general  weakness  and  shortness 
of  breath,  palpitation,  tachycardia  and  rheumatism.  Indef- 
inite complaints  were  registered  since  1929;  mild  joint 
complaints  since  1930;  mild  swelling  of  the  ankles  since 
1931;  and  shortness  of  breath  on  exertion  since  1932.  Re- 
peated attacks  of  nocturnal  dyspnea  had  occurred  from 
the  latter  date  up  to  the  present  time.  The  sclerae  were 
slightly  icteric.  The  lungs  were  essentially  negative.  The 
apex  beat  was  one  hundred  eighty  per  minute,  and  the 
radial  pulse  was  one  hundred  sLxty.  The  heart  tones  were 
distant  and  no  thrills  or  murmurs  were  detected.  The  liver 
was  not  tender  and  its  inferior  border  was  two  cm.  below 
the  costal  margin. 

The  red  blood  cells  numbered  4,320,000;  the  hemoglobin 
was  88.6  per  cent;  the  white  blood  cells  were  8,750;  and 
the  differential  count  was  normal.  The  Kahn  and  Kolmer 
reactions  were  negative. 

Four  days  after  admission  a marked  icterus  developed 
and  on  the  following  day  the  icterus  index  was  one  hun- 
dred thirty-two.  From  then  until  death,  seven  days  after 
admittance,  the  icterus  deepened  progressively.  The  dura- 
tion of  the  illness  was  four  years.  The  onset  of  icterus  was 
three  days  prior  to  death. 

Final  diagnosis:  hypertensive  cardiovascular  renal  disease, 
hypertrophy  and  dilatation  of  the  right  and  left  heart  with 
extreme  tachycardia,  functional  capacity  of  the  heart  Grade 
2-.\. 

-\t  postmorten  examination  of  the  body  the  skin  was 
seen  to  be  deep  greenish  yellow  and  the  sclerae  were  in- 
tensely icteric.  The  right  plural  cavity  contained  about  1500 
cc.  of  bloody  fluid,  and  the  right  parietal  pleura  was  hem- 
orrhagic and  coated  with  fibrin  tags.  The  inferior  lobe  of 
the  right  lung  was  solid  and  non-air  containing.  Its  cut 
surfaces  were  deep  purplish  red  and  firm  throughout.  A 
large  antemortem  blood  clot  was  found  in  the  large 
branch  of  the  pulmonary  artery  supplying  the  lower  lobe. 
.Another,  although  smaller,  hemorrhagic  infarct  was  present 
in  the  lower  lobe  of  the  left  lung. 

The  pericardium  was  adherent  by  fibrinous  and  fibrous 
adhesive  bands  to  the  lungs.  The  heart  was  greatly  en- 
larged, the  ventricular  chambers  were  dilated  and  walls 
were  hypertrophied.  The  right  auricular  appendage  was 
thrombosed  and,  in  the  absence  of  other  thrombi  in  the 
venous  circulation,  was  no  doubt  the  source  of  the  pul- 
monary embolism.  The  coronary  arteries  were  sclerotic  and 
narrowed  and  a moderate  degree  of  myofibrosis  was  noted. 
The  sharp  inferior  border  of  the  liver  extended  well  below 
the  costal  margin. 

The  liver  weighed  1672  grams  and  its  cut  surfaces 
were  brownish  red,  less  friable  than  normal  and  distinctly 
nutmeg-like.  The  cut  surfaces  of  the  small,  firm  spleen  were 
dark  purplish  red  and  glistening.  No  bulging  of  the  paren- 
chyma was  observed  nor  were  the  malpighian  corpuscles 
distinctly  visible. 

Microscopic  Sections  of  the  spleen  disclosed  sinusoids  to 
be  irregularly  filled  with  red  blood  cells  and  pigment  derived 
from  them.  In  certain  areas  these  elements  obliterated 
splenic  architecture;  in  others  the  capillaries  were  only 
partly  filled.  The  amount  of  pigment  varied  considerably. 
In  certain  regions  there  was  an  abundance  of  phagocytized 
pigment;  in  others  it  was  practically  absent. 

Sections  of  the  liver  disclosed  an  engorgement  about  the 
central  veins.  Here  the  capillary  sinusoids  were  filled  with 
blood.  Most  of  the  blood  was  not  disintegrated  and  de- 
struction of  liver  cells  was  also  not  marked.  In  other  areas 
destruction  of  liver  and  blood  pigment  changes  were  more 
pronounced.  Closer  examination  of  these  central  vein  en- 
gorgements revealed  abundance  of  pigment  accumulation 


within  the  liver  cells  and  moderate  accumulation  within 
the  Kupffer  cells.  There  was  considerable  hyperplasia  of 
the  latter.  In  addition  there  was  marked  rarification  and 
vacuole  formation  and  pigment  accumulation  within  liver 
cells.  Definite  bile  thrombi  could  be  seen. 

Case  3.  J.  I.  L.,  a white  male,  thirty-four  years  of  age, 
entered  the  hospital  on  January  17,  1933,  complaining  of 
chills,  dyspnea,  precordial  pain  and  a slight  cough.  The 
night  before  entrance  a sudden  chill  occurred,  accompanied 
by  severe  precordial  pain  and  marked  dyspnea  until  the 
latter  was  relieved  by  opiates.  In  November,  1932,  the 
patient  was  at  the  same  hospital  for  a month,  being  treated 
for  cholecystitis  and  valvular  heart  disease  with  moderate 
mitral  stenosis. 

The  skin  was  slightly  yellow.  The  cardiac  beat  was  ir- 
regular and  arrhythmic.  The  pulse  was  ninety-six,  the 
blood  pressure  one  hundred  twenty  over  seventy.  A mod- 
erate systolic  murmur  was  noted  at  the  apex  which  was 
transmitted  to  the  axilla.  Congestion  was  the  only  feature 
of  note  in  the  lungs.  Slight  tenderness  was  observed  over 
the  liver. 

The  red  blood  cells  numbered  4,240,000;  hemoglobin  80 
per  cent;  white  blood  cells  12,100.  Differential  count  was 
normal.  Icterus  index  two  months  before  death  was 
twenty-five.  The  Kahn  and  Wassermann  reactions  w’ere 
negative.  The  urine  was  essentially  negative. 

Diagnosis:  Valvular  heart  disease,  mitral  stenosis,  severe. 

At  autopsy  a slight,  diffuse  icteric  tinge  was  noted  over 
the  entire  body.  Pitting  edema  was  present  and  marked  in 
the  inferior  extremities.  About  five  hundred  cc.  of  orange 
yellow,  clear  fluid  were  noted  in  the  abdominal  cavity. 

The  right  pleural  cavity  was  seen  to  contain  about  two 
thousand  cc.  of  blood  tinged,  amber  fluid.  Both  pleural 
reflections  were  slightly  thickened,  hemorrhagic  and  cov- 
ered with  fibrin.  Sections  of  the  right  and  left  lungs 
revealed  the  parenchyma  studded  with  multiple,  dark  red, 
firm  areas  of  obvious  hemorrhagic  infarction.  No  ante- 
mortem blood  clots  were  noted  in  the  larger  pulmonary 
arteries. 

The  heart  was  greatly  enlarged.  Tricuspid  valve  leaflets 
were  fused  at  their  borders,  forming  an  orifice  measuring 
about  one  and  one-half  centimeters  in  diameter.  In  the 
right  auricular  appendage  was  a large  grayish  red  throm- 
bus. The  mitral  valve  leaflets  were  so  thickened  and  in- 
timately fused  that  it  was  impossible  to  pass  even  a small 
probe  through  the  orifice. 

The  spleen  was  slightly  enlarged  and  bound  to  the  ab- 
dominal wall  by  dense  fibrous  adhesions.  Its  cut  sur- 
faces were  firm  and  light  maroon  colored.  The  pulp  was 
on  a level  with  the  stroma  and  the  malpighian  bodies  were 
not  visible. 

The  sharp  inferior  margin  of  the  liver  was  far  below  the 
costal  border  and  xiphoid  process.  The  liver  cut  with  de- 
creased resistance,  disclosing  friable,  greasy  parenchymal 
surfaces  which  exhibited  marked  evidence  of  nutmegging. 

Microscopic  Sections  of  the  lungs  disclosed  an  extensive 
extravasation  of  blood  which  completely  filled  the  atria 
and  atrial  walls,  leaving  only  a few  scattered  air  spaces. 
Heart  failure  cells  were  numerous. 

Sections  of  the  spleen  revealed  moderate  engorgement 
of  the  splenic  pulp.  The  malpighian  bodies  were  not  un- 
usually separated.  There  was  considerable  cellular  prolifera- 
tion. Study  with  higher  magnification  revealed  marked 
blood  pigment  change  with  proliferation  of  reticulocytes. 

Sections  of  the  liver  disclosed  marked  destruction  of 
parenchyma  in  the  region  of  central  veins  with  concentra- 
tion and  presence  of  bilirubin,  vacuolization  of  epithelial  t 

cells  and  occurrence  of  bile  thrombi.  There  was  marked  1 

proliferation  of  the  Kupffer  cells. 

Case  4.  H.  C.  T.,  seventy-three  years  of  age,  called 
his  physician  (Dr.  Wesley  E.  Gatewood),  stating  that  on  :• 
the  previous  day  he  had  had  severe  pain  in  the  chest  com-  <» 
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Blood  Examination 
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of 
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prior  to 
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tachycardia. 
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J.L.  34 

M 
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80.0  12,100 

25 
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precordial  pain; 
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prior to 

cough. 

sis,  severe. 

death. 

H.  C.T.  73 

M 

Weakness ; precordial 

Ruptured  athero- 

1-25-32 
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3-4 yrs. 
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Case  4 

pain. 

matous  ulcer  and 

3.36 

71.0  16,900 

dice  observed  clin- 

prior to 

coronary  thrombo- 

1-30-32 

ically  from  slight 

death. 

sis. 

2.71 

53.0  23,600 

to  moderate. 

Chart  1 — Clinical  Data 


ing  from  the  heart.  This  pain,  he  said,  radiated  up  his 
shoulders  and  arms  and  was  terrible,  the  like  of  which 
he  had  never  e.xperienced  before.  He  appeared  pale  and 
ill.  His  temperature  was  99.4°  F.  and  his  blood  pressure 
one  hundred  fifty  over  one  hundred.  There  were  extrasys- 
toles but  no  evidence  of  edema.  Treatment  failed  to  relieve 
pain  which  on  the  following  day  had  extended  to  the 
dorsolumbar  region.  He  remained  ill  and  was  confined  to 
his  bed.  There  was  a gradual  fall  in  blood  pressure  and 
he  became  progressively  weaker.  About  a week  after  the 
onset  he  was  removed  to  the  hospital.  The  pain  in  the 
heart  and  back  continued. 

During  the  last  week  in  the  hospital  he  became  distinct- 
ly yellow.  His  hemoglobin  fell  from  70  per  cent  to  S3 
per  cent,  with  corresponding  fall  in  number  of  red  cells. 
The  white  cell  count  was  high,  ranging  from  9,950  to 
23,600.  He  died  eighteen  days  after  the  onset,  the  diagnosis 
being  coronary  thrombosis. 

-\t  autopsy  there  was  found  in  the  abdomen  an  exceed- 
ingly large,  soft,  blackish  retroperitoneal  blood  clot  which 
occupied  a space  extending  from  the  right  of  the  midline 
to  the  left  wall  of  the  abdominal  cavity  and  from  the  brim 
of  the  pelvis  up  almost  to  the  diaphragm.  Its  origin  was 
seen  to  be  from  a large  rent,  seven  cm.  in  length  in  the 
left  side  of  the  aorta  just  below  the  origin  of  the  renal 
arteries.  It  occurred  at  a point  where  there  was  a huge 
atheromatous  ulcer.  In  the  opening  was  a grayish  red,  firm 
blood  clot. 

The  right  and  left  ventricles  of  the  heart  were  markedly 
dilated.  About  four  cm.  from  its  origin  the  anterior  inter- 
ventricular coronary  artery  was  dilated  and  occluded  by  a 
thrombus.  There  appeared  to  be  a distinct  aneurysm  of 
the  vessel  wall  at  the  point  of  occlusion.  Areas  of  infarc- 
tion were  noted  in  the  apical  and  anterior  left  ventricular 
wall. 

The  lungs  were  essentially  negative  grossly  but  showed 
microscopic  signs  of  terminal  bronchopneumonia.  The  liver 
margin  was  sharp  and  projected  several  centimeters  below 
the  costal  margin.  On  section  the  lobular  markings  were 
seen  to  be  slightly  accentuated  and  the  liver  substance  was 
quite  friable.  The  spleen  was  of  average  size  and  on  sec- 
tion appeared  quite  pale.  The  malpighian  bodies  were  not 
visible. 

Microscopic  Sections  of  the  lungs  disclosed  the  alveoli 
to  be  collapsed ; some  of  them  contained  albuminous 
material  and  most  of  them  heart  failure  cells.  There  was 
only  a scant  amount  of  blood  in  the  capillaries.  Still  other 
areas  showed  cellular  invasion  of  the  type  characteristic  of 
bronchopneumonia.  In  such  regions  heart  failure  cells  were 


more  numerous  and  capillary  engorgement  was  more 
marked. 

Sections  of  the  liver  disclosed  an  accumulation  of  blood 
with  early  degeneration  of  liver  cells  in  the  region  of  the 
central  veins.  There  was  also  increased  amount  of  pig- 
ment in  these  areas.  There  was  not  much  activity  of  the 
Kupffer  cells.  Sections  of  the  myocardium  disclosed  fibrosis 
with  moderate  areas  of  hemorrhage  and  numerous  pig- 
ment laden  reticulocytes.  Sections  of  the  spleen  were  not 
studied. 

DISCUSSION 

It  is  significant  that  in  the  four  instances  of  so- 
called  extrahepatic  jaundice,  occurring  in  males 
ranging  in  age  from  thirty-four  to  seventy-two 
years,  primary  site  of  disease  was  in  the  heart.  In 
two  of  these,  coronary  disease  predominated,  while 
the  valvular  endocarditis  prevailed  in  the  others. 
There  was  present  in  all  instances  a pronouncedly 
lowered  hemoglobin  content  parallelejd  by  a fall  in 
the  red  blood  cell  count.  The  white  cell  count 
varied,  being  generally  high  at  the  last  due  to 
secondary  infection  of  the  lungs.  Icterus  was  pro- 
gressive in  three  instances,  appearing  a few  days 
before  death,  and  in  one  case  was  present  for  two 
months.  The  clinical  descriptions  indicate  that 
jaundice  was  not  as  marked  as  it  generally  is  in  the 
obstructive  type.  Jaundice,  in  addition  to  being  less 
intense,  was  of  shorter  duration,  being  present  only 
a few  days  prior  to  death  except  in  one  instance  in 
which  it  was  present  two  months  prior  to  death  (see 
chart  1 for  clinical  data). 

Clinically,  then,  in  three  of  the  cases  there  was 
evidence  of  a prolonged  cardiac  disease  with  un- 
doubted circulatory  imbalances  over  a period  of 
time  leading  to  stasis  of  blood  with  increased  dis- 
sociation of  blood  pigments.  This  undoubtedly 
culminated  in  varied  but  increased  bilirubin  con- 
tent in  the  blood  although  never  sufficiently  to 
manifest  itself  as  a jaundice.  The  latter  became 
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Chart  2 — Essential  Pathologic  Changes 


apparent  only  when  the  hearts  of  these  patients 
lost  their  synchronous  action,  fibrillated  and  failed. 
In  the  other  instance  there  is  reason  to  believe 
that  heart  disturbance  also  occurred  over  a longer 
period  of  time  on  the  basis  of  coronary  disease. 
Pathologic  basis  for  the  jaundice  in  all  four  in- 
stances was  excessive  stasis  with  extravascular  ex- 
travasation of  blood  (chart  2).  In  three  of  the  in- 
dividuals it  was  due  to  hemorrhagic  infarctions  of 
the  lungs  superimposed  upon  terminal  cardiac  fail- 
ure, while  in  one  it  was  due  to  massive  retroperi- 
toneal hemorrhage  with  cardiac  failure  due  to 
thrombosis  of  a coronary  artery. 

There  were  no  constant  histologic  findings  ex- 
cept for  the  obvious  congestion  in  the  lungs  and 
liver,  the  two  great  circulatory  reservoirs  for 
the  stagnation  of  blood  in  failing  compensation  of 
the  heart.  The  lungs  were  most  seriously  involved 
because  of  the  combined  effect  of  engorgement,  in- 
farction and  secondary  infection.  It  was  here  that 
long  continued  pigment  destruction  as  well  as  more 
recent  intensive  disintegration  were  evident.  There 
was  also  considerable  damage  about  the  central 
veins  in  the  liver.  Cells  here  were  in  general  dis- 
sociated, vacuolated  and  rarefied.  Here,  too,  there 
was  obvious  bile  stasis  with  occurrence  of  bile 
thrombi  in  periphery  of  the  lobules.  From  the 
histologic  studies  it  seemed  apparent  that  the  so- 
called  reticulendothelial  system  was  active,  par- 
ticularly in  the  regions  of  the  hemorrhage  but  less 
prominently  in  the  spleen  and  liver.  Local  areas 
of  engorgement  and  hemorrhage  were  undoubtedly 
the  chief  sites  of  extrahepatic  bilirubin  formation. 


It  is  our  opinion  from  the  study  of  these  four 
instances,  three  with  massive  pulmonary  infarction 
and  one  with  hemorrhage  from  a ruptured  an- 
eurysm, that  the  resultant  clinical  jaundice  is  due 
as  has  been  previously  pointed  out  by  Fishberg  and 
others  to,  first,  occurrence  of  massive  hemorrhagic 
infarctions  of  the  lungs  superimposed  upon  a 
chronic  passive  hyperemia;  second,  anoxemic  de- 
generation of  the  liver  cells  about  the  central 
veins  with  inspissation,  stagnation  and  bile  throm- 
bus formation;  third,  existence  of  extended  car- 
diac disease  valvular  or  coronary  with  periodic  de- 
compensation clinical  or  subclinical,  resulting  in 
varous  degrees  of  passive  congestion  and,  fourth, 
increased  activity  of  the  reticuloendothelial  sys- 
tem. The  significant  role  of  chronic  heart  disease  in 
the  production  of  clinical  jaundice  is,  undoubtedly, 
its  insidious  excitation  of  the  phagocytic  destruc- 
tion of  blood  by  the  above  mentioned  system,  espe- 
cially in  the  lungs  where  absorption  of  bilirubin 
is  rapid  because  of  a convenient  functional  ana- 
tomic structure.  In  the  instances  here  reported  the 
degree  of  jaundice  was  proportionate  to  the  pha- 
gocytosis seen  in  the  lungs.  Changes  in  the  liver 
due  to  chronic  passive  hyperemia  are  perhaps  more 
important  than  those  due  to  immediate  reduction 
in  oxygen  tension  caused  by  obliteration  of  aerat- 
ing space  in  the  lungs.  Although  both  conditions 
must  be  considered  as  acting  in  a similar  manner, 
one  slowly,  the  other  rapidly,  quickly  developing 
hemorrhagic  infarctions  of  the  lungs,  from  condi- 
tions that  do  not  cause  chronic  passive  hyperemia, 
do  not  result  in  clinical  jaundice. 
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:\IEDICAL  INTOLERANCE 
Frequently  one  hears  attacks  on  the  medical 
profession  for  its  alleged  intolerance  and  prejudice 
against  the  introduction  of  new  remedies  and 
methods  of  treatment  which  have  not  been  spon- 
sored by  members  of  the  regular  profession.  Re- 
cently a retired  banker  vigorously  attacked  “you 
doctors’’  because  they  would  not  recognize  a fan- 
tastic method  of  treating  deafness  by  digital  manip- 
ulation of  the  eustachian  tube,  introduced  and 
promoted  by  an  irregular  practitioner  claiming  an 
extraordinary  series  of  cures,  which  this  critic  was 
convinced  was  a great  discovery  for  the  relief  of 
deafness.  It  was  explained  to  him  that  the  medical 
profession  accepts  and  adopts  for  practice  any 
proposed  method  for  the  treatment  of  disease  re- 
gardless of  its  origin,  when  the  claims  for  it  have 
been  verified  by  competent  investigators  and  by 
the  actual  experience  of  physicians  who  have  used 
it  successfully  in  their  practice.  In  this  particular 
instance  the  critic  accepted  as  gospel  truth  the 
assertions  made  by  the  introducer  of  this  method, 
although  it  was  admitted  that  he  alone  possessed 
the  knowledge  and  skill  to  carry  it  out  success- 
fully. 

It  is  a timely  suggestion  to  physicians  that  they 
should  devote  some  time  and  effort,  when  the 
opportunity  arises,  to  impress  upon  the  laity  the 
principles  herewith  presented.  It  is  undoubtedly 
true  that  existing  prejudice  against  the  medical  pro- 
fession is  to  a large  extent  based  on  their  refusal 
to  recognize  any  value  in  methods  of  treatment 
introduced  by  anyone  who  is  not  a member  of  the 
regular  profession.  Some  time  ago  William  J.  Mayo 
emphasized  the  fact  that  the  medical  profession 
should  be  open-minded.  It  is  possible  that  there 
may  be  value  in  methods  of  treatment  that  at  first 
glance  appear  absurd  and  not  worthy  of  recogni- 
' tion.  If  investigation  confirms  the  opinion  that  it  is 
; valueless,  this  provides  a basis  for  its  rejection, 
i It  is  not  sufficient  to  condemn  a method  of  treat- 
I ment  without  explaining  to  the  inquirer  some  ade- 


quate reason  for  its  rejection  in  addition  to  a mere 
prejudice  inspired  against  its  promoter. 

The  predominant  position  of  scientific  medicine 
for  effective  treatment  of  disease  may  become 
established  and  accepted,  when  the  public  is  con- 
vinced that  its  claims  for  superior  value  have  been 
demonstrated,  and  they  may  be  led  to  believe  that 
these  methods  of  treatment  are  more  effective  than 
those  advocated  by  the  swarms  of  irregular  practi- 
tioners who  exist  in  our  country.  This  result  can 
be  obtained  by  evidence  and  proof  of  the  inade- 
quacy of  the  many  forms  of  treatment  exploited 
by  voluble  and  noisy  promoters.  These  can  be 
suppressed  only  by  demonstration  of  their  fraudu- 
lent and  deceptive  character,  presented  in  a patient 
and  tolerant  manner  by  physicians  who  are  ade- 
quately prepared  to  prove  the  falsity  of  the  claims 
of  these  many  impositions  on  the  public. 


IDAHO  STATE  IMEETING 
During  recent  years  Idaho  State  Medical  Asso- 
ciation has  converted  its  annual  meeting  into  a post- 
graduate course  of  lectures.  Each  year  it  has  pre- 
sented a program  of  exceptional  excellence,  all  the 
speakers  belonging  to  the  faculty  of  a leading  medi- 
cal school.  For  the  meeting  this  year,  which  will 
be  held  in  Boise,  August  30-September  2,  the  mem- 
bers of  the  faculty  will  be  the  following  from  the 
University  of  Minnesota  Medical  School  and  the 
Mayo  Foundation;  William  F.  Braasch,  professor 
of  urology;  Harold  E.  Robertson,  professor  of 
pathology;  William  P.  Sadler,  Jr.,  instructor  in  ob- 
stetrics and  gynecology;  Frank  Heck,  ifiternist  and 
Dr.  Lynch,  assistant  professor  of  dermatology. 

A guest  speaker  for  August  31  will  be  Fay- 
Cooper  Cole,  professor  of  anthropology  at  the 
University  of  Chicago,  who  has  served  as  assistant 
curator  of  Malayan  ethnology  at  the  Field  Museum 
of  Natural  History.  He  is  a noted  lecturer  and 
author  of  many  books. 

Following  is  the  program  of  lectures: 

PROGR.\M 
Monday,  .A.ugust  30 

.^.M.  Dr.  Robertson:  Pathogenesis  and  Course  of  Tubercu- 
losis. 

Dr.  Braasch:  Genitourinary  Tuberculosis. 

Dr.  Heck:  The  Present  Status  of  Vitamin  and  Hor- 
mone Therapy. 

Dr.  Sadler:  Sepsis  in  Obstetrics. 

P.M.  Dr.  Lynch:  Syphilis,  Including  General  Diagnosis. 

Dr.  Robertson:  Pathology  of  Kidney  Lesions. 

Dr.  Braasch:  Hydronephrosis,  Nephrolithiasis  and 
Polycystic  Kidneys. 
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Tuesday,  August  31 

A.M.  Dr.  Heck:  Clinical  Management  of  Nephritis. 

Dr.  Sadler;  To.xemias  of  Pregnancy. 

Dr.  Lynch;  Syphilis,  a Resume  of  Treatment. 

Dr.  Robertson:  The  Laboratory  Diagnosis  of  Tumors. 
P.M.  Dr.  Lynch:  Carcinomata  of  the  Skin. 

Dr.  Sadler:  Clinic. 

Dr.  Braasch:  Clinic. 

Wednesday,  September  1 

■\.M.  Dr.  Braasch:  Hematuria,  Cause  and  Significance. 

Dr.  Heck:  Pernicious  .Anemia  and  Secondary  Anemias. 
Dr.  Sadler:  Hemorrhage  in  Obstetrics. 

Dr.  Lynch:  Dermatitis,  Including  Eczema. 

P.M.  Dr.  Sadler:  Spurious  Pregnancy. 

Dr.  Lynch:  Clinic. 

Dr.  Heck:  Clinic. 

Thursday,  September  2 

A.M.  Dr.  Lynch:  The  Purulent  Skin — Scabies — Impetigo. 
Dr.  Robertson;  Pathologic  Features  of  Cardio-Vascu- 
lar  Disease. 

Dr.  Heck:  Hypertension  and  Coronary  Disease. 

Dr.  Braasch:  Infections  of  the  Genito-Urinary  Tract. 
Dr.  Sadler:  .\lleviation  of  Pain  in  Labor. 

P.M.  Dr.  Heck:  The  Management  of  Cases  with  Jaundice. 
Dr.  Robertson:  Pathology  of  Cirrhosis  of  the  Liver. 
Dr.  Braasch:  Diseases  of  the  Prostate. 

Dr.  Robertson:  Illustrations  of  Prostatic  Lesions. 


POSTGRADUATE  LECTURES  AND  THE 
STATE  MEDICAL  ASSOCIATION 
Postgraduate  instruction  through  a systematic 
course  of  lectures  has  become  an  established  in- 
stitution in  Seattle  under  auspices  of  the  Univer- 
sity of  Washington.  The . course  presented  last 
month  was  universally  declared  to  have  been  espe- 
cially satisfactory  and  instructive.  The  lectures  by 
A.  J.  Carlson  on  physiology,  Hans  Lisser  on  en- 
docrinology, W.  S.  IMiddleton  on  medicine,  and 
Waltman  Walters  on  surgery  presented  connected 
series  of  lectures  which  were  most  informing. 

Since  the  annual  meeting  of  Washington  State 
IMedical  Association  was  scheduled  for  Seattle,  it 
was  decided  to  combine  the  two,  thinking  they 
might  supplement  each  other  in  a satisfactory 
manner.  In  reality  this  combination  was  a great 
disappointment.  The  plan  provided  for  postgrad- 
uate lectures  in  the  mornings,  with  hospital  clinics 
and  scientific  sessions  of  the  State  Association  in 
the  afternoons.  While  the  registration  for  the  post- 
graduate course  was  highly  satisfactory  from  the 
state  at  large,  it  was  not  well  patronized  by  the 
Seattle  profession.  As  a result  of  so  many  features 
of  the  daily  program  being  more  or  less  conflicting, 
the  attendance  at  clinics  and  association  meetings 
was  less  than  anticipated,  while  the  papers,  though 
few  in  number,  were  of  a high  order  of  merit. 

While  this  result  was  unfortunate,  the  experi- 
ment was  perhaps  worthwhile  as  a demonstration 
of  the  futility  of  attempting  to  combine  state 
meetings  instead  of  scheduling  each  one  as  an  in- 


dividual event.  This  experience  revives  the  ques- 
tion as  to  the  extent  to  which  it  is  advisable  to 
employ  outside  talent  on  the  programs  of  state 
meetings.  It  is  contended  by  some  that  these  meet- 
ings should  be  reserved  for  papers  by  members  of 
the  state  organizations.  If  properly  canvassed  in  ad- 
vance, it  is  believed  that  a sufficient  number  of 
attractive  papers  can  be  assembled  from  the  local 
profession  of  any  of  our  states  without  bolstering 
them  with  outside  talent.  At  the  same  time  the 
University  of  Washington  lecture  course,  the 
Pacific  Northwest  Medical  Association  and  the 
Idaho  postgraduate  course  of  lectures  assemble 
each  year  the  best  talent  available  in  general  and 
special  lines  of  practice.  Thus  abundant  opportun- 
ity seems  to  be  presented  to  encourage  and  de- 
velop programs  among  state  association  members. 
This  is  a problem  that  may  well  deserve  the  care- 
ful consideration  of  the  state  officials  in  preparing 
future  annual  programs. 

At  this  Seattle  meeting  social  features  were  con- 
ducted to  the  satisfaction  of  all  in  attendance.  In 
reality  this  is  one  of  the  most  important  aspects 
of  the  annual  state  meeting.  Under  present  social 
conditions  it  is  of  vital  importance  to  the  medical 
profession  that  physicians  in  all  sections  of  any 
state  should  become  acquainted  and  be  able  to  act 
as  a unit  when  required  to  do  so  in  the  promotion 
of  matters  dealing  with  public  health  and  the  wel- 
fare of  the  medical  profession. 


PACIFIC  NORTHWEST  MEDICAL  ASSOCIA- 
TION MEETING  AT  GREAT  FALLS 

Able  speakers,  good  weather,  cordial  hospitality 
and  gracious  entertainment  are  the  elements  of  a 
successful  and  enjoyable  scientific  meeting.  The 
sixteenth  annual  meeting  of  the  Pacific  Northwest 
Medical  Association  held  at  Great  Falls,  IMontana, 
July  15,  16  and  17,  produced  such  a happy  com- 
bination of  those  elements  that  it  will  long  be  re- 
membered by  members  in  attendance  as  one  of 
the  most  successful  ever  held  by  the  organization. 

Dean  of  the  speakers  was  able  A.  J.  Carlson  of 
the  University  of  Chicago.  His  keen  intellect  and 
sharp  skepticism  are  tempered  with  such  lively 
humor  that  his  lectures  were  as  entertaining  as  they 
were  instructive. 

H.  E.  Robertson  of  the  IMayo  Clinic  gave  the 
other  basic  subject,  pathology.  While  there  was 
little  new  material  covered  in  his  series  of  three 
lectures,  his  able  delivery  and  excellent  demonstra- 
tions by  slides  were  much  appreciated. 
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Clinical  subjects  constituted  the  remainder  of 
the  program.  F.  C.  Rodda  of  Minneapolis,  clinical 
professor  of  pediatrics  at  the  University  of  Minne- 
sota, discussed  vomiting  in  children,  infant  feeding 
and  pediatric  practice  in  general. 

Norman  F.  Miller,  head  of  the  department  of 
Obstetrics  and  Gynecology  at  the  University  of 
Michigan,  gave  papers  on  birth  injuries,  bloody 
complications  of  obstetrics  and  the  acuie  lower 
abdomen  in  the  female. 

V^irgil  S.  Counsellor  of  the  Mayo  Clinic  dis- 
cussed adnexal  tumors,  surgery  of  the  biliary  tract 
and  surgical  management  of  congenital  anomalies 
of  genitourinary  organs.  The  last  subject  included 
a new  method  of  creating  a canal  lined  with  epi- 
thelium. 

R.  H.  Freyberg  of  Ann  Arbor  presented  the  ma- 
terial prepared  by  Dr.  Newburgh  who  was  unable 
to  make  the  trip  to  Great  Falls.  These  lectures  in- 
cluded new  and  valuable  ideas  on  the  subjects  of 
obesity,  kidney  disease  and  parathyroid  dysfunc- 
tion. 

The  ladies  were  graciously  entertained  by  the 
Cascade  County  Auxiliary  and  were  kept  busy 
throughout  their  stay.  Breakfast  at  the  country 
club  on  Thursday  was  a notable  event,  while  the 
tea  on  Friday  at  the  beautiful  home  of  Dr.  and 
Mrs.  McBurney  was  no  less  enjoyed.  Gardens  at 
the  McBurney  home  were  reported  as  being  un- 
usual in  their  beauty.  A tour  of  the  hospitals  and 
luncheon  at  Columbus  Hospital  concluded  the  pro- 
gram for  the  ladies. 

The  annual  banquet  held  Friday  night  in  the 
Palm  Room  of  the  Rainbow  Hotel  was  attended 
by  nearly  two  hundred.  Retiring  president  Cong- 
don  presented  the  toastmaster  Charles  E.  Sears, 
now  president  of  the  association,  whose  genial  wit 
added  to  the  pleasure  of  the  evening.  Notable  guest 
was  J.  H.  J.  Upham,  president  of  the  American 
Medical  Association,  who  spoke  on  the  necessity 
of  united  action  on  the  part  of  medical  men  and 
the  urgent  need  of  education  of  the  public  along 
medical  lines. 

While  entertainment  was  a splendid  feature  of 
the  meeting,  there  is  no  doubt  that  those  in  attend- 
ance will  also  long  remember  this  gathering  as  one 
of  unusual  scientific  merit.  Each  speaker  had  a 
message  of  value  and  was  able  to  present  it  with 
clarity  and  interest.  Much  credit  is  due  the  secre- 
tary, C.  W.  Countryman,  for  presentation  of  this 
valuable  program. 


SUSPENSION  OF  PACIFIC  NORTHWEST 
MEDICAL  MEETING 

During  the  summer  of  1909  the  Tristate  So- 
ciety of  Oregon,  Washington  and  Idaho  was  organ- 
ized which  held  meetings  triannually  in  one  of  these 
states.  This  was  succeeded  by  Pacific  Northwest 
Medical  Association  in  1921,  including  other  ad- 
jacent states  in  the  Northwest  and  provinces  of 
Canada,  which  has  met  annually.  During  its  period 
of  existence  it  has  presented  notable  programs  in  its 
annual  meetings,  featuring  many  distinguished 
members  of  the  medical  profession.  The  officers  of 
the  organization  are  alive  to  new  conditions  that 
may  arise  in  medical  circles  in  this  section  of  the 
country. 

It  has  been  announced  by  Secretary  C.  W.  Coun- 
tryman of  Spokane  that  its  officers  and  counsellors, 
at  the  expressed  desire  of  J.  H.  J.  Upham,  president 
of  American  Medical  Association;  J.  C.  MacGregor, 
president-elect  of  Medical  Association  of  Montana; 
Charles  E.  Sears,  president,  and  Charles  T.  Sweeney, 
president-elect  of  Oregon  State  Society;  J.  G.  Irwin, 
A.M.A.  delegate  of  Montana,  and  John  L.  Brown, 
A.M.A.  delegate  of  Utah,  have  decided  that  the 
1938  meeting  of  the  organization  be  suspended  in 
favor  of  the  American  Medical  Association  meeting 
in  San  Francisco,  as  was  previously  done  in  1929 
on  the  occasion  of  the  A.M.A.  meeting  in  Portland. 
It  is  believed  that  the  best  interests  of  the  medical 
profession  of  the  west  will  be  served  by  united  sup- 
port of  the  A.M.A.  at  that  time. 

Pacific  Northwest  Medical  Association  will  meet 
officially  at  the  Clift  Hotel  in  San  Jrancisco  the 
second  day  of  the  A.M.A.  meeting.  The  routine 
business  of  the  Association  will  be  transacted  at 
daily  council  meetings  and  officers  for  the  following 
year  nominated  and  elected.  The  1937  officers  of  the 
Association  will  remain  in  office,  with  only  minor 
changes,  until  the  meeting  in  San  Francisco.  The 
officers  and  counsellors  wish  to  encourage  and  assist 
in  the  success  of  this  coming  splendid  meeting  in 
San  Francisco  and  desire  their  membership  to  at- 
tend if  possible. 

HEALTHOGRAMS 

The  sufferer  from  cancer  who  relies  on  a misguided  en- 
thusiast, however  honest,  will  die  just  as  surely  as  he  who 
patronizes  the  most  arrant  cancer  cure  swindler. — Hygeia. 

The  cow  has  been  called  the  “foster-mother  of  the  world”; 
it  is  the  most  indispensable  of  all  domestic  creatures. — 
Hygeia. 

Evidences  of  failing  heart  action  must  be  recognized  early 
and  treated  so  that  the  reserve  power  of  the  heart  can  be 
preserved. — Hygeia. 

Stray  dogs  are  a menace  to  your  dog  and  to  your  child 
as  well  as  to  others,  and  they  may  be  carriers  of  rabies. — 
Hygeia. 
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Association  of  Military  Surgeons  of  the  United  States 
will  hold  its  forty-fifth  annual  meeting  at  Ambassador  Hotel, 
Los  Angeles,  October  13-16.  An  interesting  and  instructive 
program  has  been  provided.  This  includes  papers  on  military 
subjects  including  aviation  as  well  as  surgical  and  medical 
topics.  Secretary  of  the  association  is  Dr.  H.  L.  Updegraff, 
6777  Hollywood  Blvd.,  Hollywood,  California. 

Pan  American  Medical  Association  is  planning  for  the 
Seventh  Cruise-Congress  on  “Queen  of  Bermuda.”  The  ves- 
sel will  leave  New  York  January  IS,  returning  on  the  31st, 
visiting  Cuba,  Haiti,  Santo  Domingo  and  Puerto  Rico.  The 
main  part  of  the  Congress  will  be  held  in  Havana.  The  pro- 
gram committee  will  be  pleased  to  receive  application  for 
the  presentation  of  scientific  contributions.  For  further  in- 
formation address  Dr.  Joseph  J.  Eller,  74S  Fifth  .Avenue, 
New  York  City. 

.American  Board  of  Obstetrics  and  Gynecology  will 
hold  its  next  written  examination  and  review  of  case  his- 
tories of  Group  B applicants.  This  will  be  held  in  various 
cities  in  the  United  States  and  Canada  on  Saturday,  Novem- 
ber 6.  .Application  blanks  and  further  information  may  be 
obtained  from  Dr.  Paul  Titus,  secretary,  1015  Highland 
Building,  Pittsburgh,  Pa. 


OREGON 

Date  of  Meeting  Changed.  The  Council  of  Oregon  State 
Medical  Society  has  announced  a later  date  for  the  annual 
meeting  in  Salem.  Instead  of  September  16-18  this  meeting 
will  be  held  October  2-23.  It  is  stated  that  a superior  pro- 
gram of  much  interest  is  being  prepared  for  this  occasion. 
Further  information  may  be  obtained  under  the  heading 
State  Departments,  page  288  of  this  issue. 

Nurses  Home.  A new  two-story  residence  for  nurses  is 
under  construction  at  the  Eastern  Oregon  State  Hospital  at 
Pendleton.  The  building  is  expected  to  be  completed  in 
October  and  the  cost  has  been  estimated  at  $50,000. 

Hospital  .Addition.  St.  Elizabeth’s  Hospital  at  Baker  has 
let  contract  for  a $23,000  addition. 

R.  E.  Lee  Steiner,  who  resigned  two  months  ago  as 
superintendent  of  the  state  hospital  at  Salem,  turned  over 
his  duties  to  P.  C.  Evans,  July  1.  The  past  forty-five  years 
of  his  life  have  been  spent  in  service  to  the  state  of  Oregon. 

.Alfred  J.  Erench,  who  recently  completed  his  interne- 
ship  in  Portland,  has  associated  with  doctors  Peacock,  Simp- 
kin  and  Long  at  Marshfield. 

County  Physician  Appointed.  H.  B.  O’Brien  has  been 
appointed  county  physician  for  Franklin  County. 


WASHINGTON 

War  on  Rabies.  Although  the  ordinary  physician  may 
have  had  no  personal  contact  with  rabies,  it  is  a menace  of 
such  constant  importance  that  the  State  Department  of 
Health  is  actively  combatting  it.  It  is  stated  that  during 
the  past  four  years  five  people  in  the  state  have  died  from 
the  bites  of  rabid  dogs.  The  state  laboratory  of  epidemiology 
reports  that  the  heads  of  eight  cows  and  ten  cats  examined 
in  the  past  two  years  indicated  rabies  as  the  cause  of  death. 


while  one  hundred  forty-three  dogs  examined  during  this 
period  showed  their  brains  affected.  A campaign  is  being 
conducted  to  extend  vaccination  to  all  dogs.  At  the  request 
of  state  and  county  officials  veterinarians  have  agreed  to 
vaccinate  dogs  at  a cost  of  one  dollar  each.  It  is  anticipated 
that  universal  observation  of  these  precautions  may  ob- 
literate this  menace  against  our  children. 

Medic.al  Display  at  Fair.  Tacoma  Public  Health  Council, 
Tacoma  District  Dental  Society  and  Pierce  County  Medical 
Society  are  sponsoring  an  exhibit  of  thirty  murals  to  be  dis- 
played at  the  Western  Washington  Fair  at  Puyallup  this 
fall.  These  will  depict  history  of  medicine  from  the  stone 
age  to  the  present  time  and  will  include  portraits  of  men 
famous  in  medicine  from  earlier  days  to  the  present. 

Hospital  .Anniversary.  Fiftieth  anniversary  of  the  found- 
ing of  St.  Peter’s  Hospital  at  Olympia  was  celebrated  June 
29.  The  first  hospital  was  at  Eleventh  and  Water  Streets,  now 
part  of  the  Capitol  grounds.  The  present  building  was  put 
into  service  in  1924. 

Hospital  Addition.  Construction  has  been  started  on  the 
addition  to  Virginia  Mason  Hospital,  Seattle,  which  will 
house  heating  plant  and  interne  quarters. 

Subscription  .Aids  Hospital.  Popular  subscription  of 
$1,000  has  been  turned  over  to  the  Arlington  General  Hos- 
pital. This  fund  will  serve  to  prevent  closing  of  the  hospital, 
which  was  imminent. 

M.aternity  Homes  to  be  Licensed.  City  council  of 
Tacoma  has  passed  an  ordinance  requiring  licensing  of 
maternity  homes  in  that  city.  Standards  will  be  raised 
considerably  by  this  measure. 

Snohomish  County  Medical  Society  held  a regular 
meeting  in  the  library  of  the  Medical  and  Dental  Building 
at  Everett,  July  1.  Business  matters  and  election  of  mem- 
bers occupied  the  attention  of  those  present. 

New  Head  Appointed  at  Indian  Hospital.  Jesse  H. 
Hendry  has  been  appointed  head  of  the  United  States  Indian 
Hospital  at  Tacoma,  to  succeed  John  N.  Alley. 

New  Health  Officer.  H.  C.  Watkins  of  Hoquiam  has 
been  established  as  county  physician  and  health  officer  for 
Grays  Harbor  County.  He  replaces  John  W.  Stevenson, 
whose  term  expired  June  30. 

Health  Officer  Travels.  .A.  U.  Simpson,  for  many  years 
with  the  state  health  department  at  Seattle,  has  sailed  for 
the  Orient,  where  he  will  inspect  public  health  methods. 

Joseph  F.  Griggs  is  leaving  Sumner,  where  he  was  asso- 
ciated with  G.  C.  Kohl,  to  become  director  of  the  health 
service  in  Claremont  College  in  California.  He  will  be  suc- 
ceeded by  Charles  H.  Denzler,  formerly  of  Gig  Harbor. 

John  W.  Epton,  who  has  been  stationed  at  Fort  George 
Wright,  has  opened  an  office  in  the  Paulsen  Medical  and 
Dental  Building  in  Spokane. 

R.  W.  Stevens  of  Madison,  Wis.,  has  moved  to  Walla 
Walla,  where  he  will  join  G.  R.  Gowen  and  R.  E.  Golden 
in  the  establishment  of  a nose  and  throat  clinic. 

Wallace  C.  Shearer,  Jr.,  has  acquired  the  practice  of  the 
late  F.  W.  Maier  of  Wilbur. 
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Father  and  Son  to  Practice.  John  Owen  Taylor  has 
joined  his  father,  to  practice  at  Auburn. 

Carl  J.  Scheyer  has  joined  his  brother,  F.  L.  Scheyer,  in 
practice  in  Puyallup. 

H.  D.  Carnahan  has  joined  E.  J.  Barnett  in  his  offices  in 
the  Paulson  Medical  and  Dental  Building,  Spokane. 

R.  E.  Morton,  who  completed  interneship  at  the  Tacoma 
General  Hospital  July  1st,  has  opened  an  office  in  Sumner. 

George  Varney  has  opened  an  office  for  practice  at 
Monroe. 


IDAHO 

New  Hospital  Opened.  The  new  hospital  at  Emmett 
was  opened  for  admission  of  patients  June  14.  With  no 
celebration  or  publicity  the  new  and  modern  structure  was 
put  into  immediate  use.  Twelve  private  rooms  and  two 
wards  are  available  for  the  care  of  patients.  Full  modern 
equipment,  including  air-conditioning,  has  been  installed 
throughout. 

Premedic  Course  at  Boise.  The  Boise  Junior  College 
has  announced  the  establishment  of  a two  year  premedic 
course.  First  instruction  will  start  in  the  coming  school 
year.  Bruce  C.  Budge,  now  practicing  in  Boise,  will  have 
charge  of  the  special  medical  features  of  the  course. 

Glenn  Smith  of  Jerome  has  been  appointed  medical 
superintendent  of  the  state  mental  hospital  in  Blackfoot.  He 
succeeds  Charles  R.  Lowe,  who  resigned  after  a short  term 
of  office. 

New  Hospital  Head.  Jay  H.  McClellan  has  been 
transferred  from  Jefferson  Barracks  at  St.  Louis,  to  the 
veterans  administration  facility  at  Boise,  where  he  will 
superintend  the  institution. 

Lectures  on  Pediatrics.  J.  D.  Boyd,  associate  professor 
of  pediatrics  at  University  of  Iowa,  gave  a series  of  lec- 
tures in  Idaho  recently.  He  was  at  Lewiston,  June  29, 
Boise  July  1,  and  Pocatello  July  6.  Dr.  Boyd  has  done  a 
great  deal  of  work  on  nutrition  in  childhood  and  on  dental 
caries. 

Health  Officer  Appointed.  H.  L.  McMartin  has  been 
appointed  head  of  Twin  Falls  county  health  unit,  to  suc- 
ceed J.  W.  Hawkins,  now  head  of  the  state  division  of 
public  health. 

Pioneer  Retires.  Tracy  R.  Mason,  who  has  practiced  for 
thirty-nine  years  in  Kellogg  and  Wardner,  is  retiring  from 
active  practice.  He  will  continue  to  reside  in  Kellogg  but 
will  devote  his  entire  time  to  management  of  mining  prop- 
erty. 

Orthopedic  Clinic.  The  state  health  department  has 
sponsored  a clinic  for  the  examination  of  young  persons  with 
orthopedic  problems,  the  examinations  to  be  held  in  Lewis- 
ton, August  3 and  4,  by  B.  M.  Shaw  of  Boise-. 

G.  T.  Parkinson,  formerly  of  Buhl,  has  moved  to  Twin 
Falls,  where  he  will  practice. 


Constipation  is  not  a disease  but  a symptom  of  many  dis- 
eases and  hence  is  not  to  be  managed  by  general  suggestions 
to  cover  the  entire  group  of  people  so  afflicted. — Hygeia. 


OBITUARIES 

Dr.  Julius  B.  Wright  of  Portland,  Ore.,  died  June  20  at 
the  advanced  age  of  102  years.  He  was  a pioneer  of  the  Boise 
valley  region  of  Idaho  and  had  been  retired  for  twenty-seven 
years.  He  was  born  in  Virginia,  January  16,  1835.  After 
graduation  from  College  of  Keokuk,  Iowa,  he  started  to 
practice  in  that  state  in  1860.  .\fter  discovery  of  gold  at 
West  Bannock,  Idaho,  he  made  the  trip  from  Iowa  by  means 
of  ox  cart.  He  arrived  in  1864.  He  established  the  first  drug 
store  in  Boise,  and  operated  it  for  a number  of  years.  After 
this  store  was  sold  to  Dr.  Ephraim  Smith,  he  moved  to 
Caldwell,  where  he  opened  a second  store.  At  the  latter  city 
he  became  interested  in  canal  projects,  and  directed  most  of 
the  canal  organizations  throughout  the  valley.  He  was  a 
prolific  writer  and  frequently  addressed  notes  to  editors  of 
various  newspapers  on  economic  and  political  matters.  To 
the  last  he  retained  his  youthful  outlook  and  was  continually 
anticipating  progress  in  the  section  of  Idaho  which  he  called 
his  home. 

Dr.  Frank  C.  Robinson  of  Walla  Walla,  Wash.,  aged 
63,  died  in  his  office  of  a heart  attack,  July  14.  He  received 
his  medical  degree  at  Rush  Medical  College  of  Chicago  in 
1902,  where  he  led  his  class  in  scholarship.  .After  three  years 
hospital  training  in  Chicago,  he  moved  to  Walla  Walla,  where 
he  has  practiced  continuously.  He  was  the  first  in  Walla 
Walla  to  be  appointed  a fellow  of  the  American  College  of 
Surgeons.  He  served  with  the  medical  corps  during  the  world 
war  and  obtained  the  rank  of  captain.  He  was  the  oldest 
practicing  physician  in  Walla  Walla  in  years  of  service. 

Dr.  Paul  James  Mahone  of  Seattle,  Wash.,  died  of  heart 
disease  at  his  home,  June  30.  He  was  55  years  of  age.  He 
received  his  medical  education  at  College  of  Physicians  and 
Surgeons,  Baltimore,  where  he  was  given  his  medical  degree 
in  1907.  During  the  world  war  he  was  in  the  medical  corps 
and  stationed  at  Fort  Lewis.  He  had  practiced  in  Seattle  since 
1919. 

Dr.  Frank  S.  Post  of  Portland,  Ore.,  died  July  12,  aged 
66.  He  was  born  in  Kansas  and  received  his  medical  degree 
from  University  of  Pittsburgh  School  of  Medicine  in  1899. 
He  moved  to  Portland  in  1910  and  has  practiced  continually 
since  then.  y 


Fractures  and  Dislocations  of  Cervical  Spine:  First 
Aid  and  Transportation.  In  reviewing  his  series  of  ninety 
patients  with  dislocation  of  the  neck,  seen  during  the  last 
seven  years,  Theodore  Prewitt  Brookes,  St.  Louis  {Journal 
A.M.A.,  July  3,  1937),  finds  that  twenty-one  were  trans- 
ported distances  varying  from  5 to  300  miles.  It  was  an  ex- 
ception to  see  a patient  for  whom  any  attempt  had  been 
made  at  adequate  immobilization.  Principles  of  first  aid 
preparation  to  transportation  are  threefold:  First,  movement 
must  be  reduced  to  a minimum.  Facilities  for  immobilization 
must  be  brought  to  the  patient  and  not  the  patient  to  the 
splint.  Nowhere  is  this  more  important  than  in  spinal  in- 
juries. Second,  the  patient  should  be  put  in  a proper  position 
for  moving.  Injuries  to  the  thoracic  and  lumbar  spine  require 
that  the  patient  be  placed  on  the  abdomen,  but  in  injuries 
to  the  cervical  spine  he  must  be  laid  on  his  back  with  his 
head  and  neck  fully  extended.  When  a patient  is  placed  on  the 
litter,  one  person’s  entire  attention  must  be  given  to  support- 
ing and  keeping  in  alinement  the  head  and  neck.  Third,  im- 
mobilization must  be  such  as  to  preclude  flexion,  lateral 
bending  and  rotation  of  the  head.  Sandbags,  three-fourths 
full  and  placed  on  both  sides  of  the  head  and  along  the 
shoulders,  give  good  temporary  splinting.  The  old  pillow 
splint  has  long  been  a standby  for  early  immobilization  of 
fractures.  Whether  one  uses  sandbags  or  pillows,  a small  firm 
pad  must  be  placed  under  the  mid-cervical  region  to  sustain 
the  natural  cervical  curve. 
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ELIMIN.\TION  OF  CONTRACT  PRACTICE 

Portland,  Ore.,  July  20,  1937. 

The  regular  monthly  meeting  of  the  Council  of  the  Ore- 
gon State  Medical  Society  was  held  at  Bend  at  the  home 
of  J.  C.  Vandevert,  first  vice-president,  on  Saturday,  June 
26,  at  8:30  p.m.  Thirteen  members  of  the  Council  were 
present. 

It  was  voted  that  the  Woman’s  Auxiliary  be  authorized 
to  place  Hygeia  in  the  public  schools  and  libraries  of  Wal- 
lowa County. 

It  was  voted  to  request  the  State  Industrial  .\ccident 
Commission  to  increase  the  fee  now  being  allowed  for 
diathermy  treatments.  A request  will  also  be  made  to  the 
Commission  to  discontinue  the  twenty-five  per  cent  dis- 
count on  fees  for  physicians  services. 

Communications  were  read  from  component  county  so- 
cieties regarding  the  progress  which  they  are  making  in 
eradicating  undesirable  practices  in  their  counties.  Some  dis- 
tricts reported  that  all  unethical  contract  practice  would  be 
eliminated  by  January  1,  1938.  An  effort  is  also  being  made 
to  discontinue  unethical  contract  practice  carried  on  through 
lodge  organizations.  This  is  also  being  brought  to  a satis- 
factory conclusion.  Varied  opinions  were  also  expressed 
regarding  the  apparent  need  in  some  communities  for  some 
scheme  of  contract  w'hich  would  assure  outlying  small 
sawmills  and  other  lumbering  projects  adequate  medical 
services. 

The  feasibility  of  physicians  in  small  communities  join- 
ing together  in  any  plan  for  providing  medical  care  under  a 
contract  was  questioned,  for  the  reason  that  the  number  of 
persons  who  would  be  covered  would  be  insufficient  to 
make  the  plan  successful.  An  effort  will  be  made  to  work 
out  the  problem  while  conforming  to  the  Principles  of 
Medical  Ethics. 

It  was  stated  that  investigations  by  statisticians  in  a cer- 
tain small  community  showed  that  contract  practice  would 
be  unsuccessful  because  of  the  relatively  small  number  of 
persons  to  be  covered. 

It  was  proposed  that  the  State  Medical  Society  give 
serious  attention  to  the  problem  so  that  they  may  have 
something  constructive  to  offer,  if  possible,  at  the  next 
session  of  the  legislature. 

President  Sears  pointed  out  that  certain  pressing  matters 
made  it  desirable  that  the  annual  session  be  postponed  in 
order  that  more  time  might  be  available  to  develop  policies 
to  be  pursued  and  that  it  would  be  better  to  postpone  the 
meeting  of  the  State  Society  than  to  carry  the  matter  over 
for  another  year.  It  was,  therefore,  decided  that  the  meeting 
of  t^e  State  Society  will  be  held  on  October  21,  22  and  23, 
instead  of  the  date  previously  announced.  The  meeting  will 
be  held  at  Salem. 

It  was  voted  that  a committee  be  appointed  to  study  the 
problems  of  contract  practice  in  all  local  communities  in 


which  such  problems  exist  and  to  make  a report  to  the 
Council  containing  specific  recommendations  to  guide  the 
State  Medical  Society  and  the  component  medical  societies 
in  dealing  with  these  problems. 

.\ction  was  taken  upon  report  of  the  special  Committee 
on  the  Study  of  Medical  Care  of  Relief  Clients,  along  the 
line  discussed  in  last  month’s  communication  in  this 
column. 

It  was  voted  that  the  Resettlement  Administration  be 
informed  that  the  Oregon  State  Medical  Society  is  a pro- 
fessional society  and  is,  therefore,  not  in  a position  to  par- 
ticipate in  the  execution  of  plans  involving  the  delivery  of 
medical  care. 

President  Sears  called  attention  to  the  provisions  of  the 
Statement  of  Principles  and  Procedures  for  the  Control  of 
Contract  Practice  which  had  been  adopted  by  the  Council 
on  September  2,  1936,  and  by  the  House  of  Delegates  at  the 
1936  meeting,  which  required  meipbers  to  submit  to  the 
Council-  all  contracts  to  provide  medical  care. 

The  Society  is  now  ready  to  carry  out  the  procedures 
indicated  as  sufficient  time  has  elapsed  for  this  purpose. 
The  executive  secretary  presented  a form  to  be  filled  out  by 
members  who  have  made  or  contemplate  making  such  con- 
tracts. Copies  may  be  had  by  addressing  the  Society  offices. 

Through  the  executive  secretary  the  president  reported 
concerning  the  recent  meeting  of  the  Central  Willamette 
Medical  Society.  A special  meeting  of  the  society  was  held 
at  Corvallis  in  June,  at  which  time  the  ethics  of  contract 
practice  were  discussed  by  representatives  of  the  Council 
who  were  invited  to  be  present. 

Certain  members  strongly  expressed  the  view  that  the 
Council  of  the  Oregon  State  Medical  Society  should  take 
the  initiative  in  dealing  with  members  of  component  so- 
cieties who  are  alleged  to  be  engaging  in  unethical  contract 
practice.  They  pointed  out  the  extreme  difficulty  of  the 
local  society  to  deal  with  the  problems.  At  present  the 
Council  of  the  State  Society  does  not  investigate  members 
but  acts  simply  to  consider  appeals  from  decisions  of  the 
component  medical  societies.  However,  the  By-Laws  pro- 
vide that  the  State  Society  may  take  original  jurisdietion  in 
unethical  situations.  The  Council  in  the  consideration  of 
these  matters  is  limited  to  its  judicial  capacity. 

Many  of  those  present  expressed  the  opinion  that  a 
Grievance  Committee  of  three  members  should  be  ap- 
pointed by  the  president  to  investigate  alleged  unethical 
practices,  to  make  reports  and  when  necessary  to  file 
charges  and  present  them  to  the  Council  for  consideration. 
,A  resolution  to  this  effect  was  voted. 

The  Program  Committee  stressed  the  superior  program 
which  is  being  prepared  for  the  Salem  meeting  on  October 
21,  22  and  23.  All  members  are  asked  to  make  a notation 
of  the  change  in  date. 

Adalbert  G.  Bettman, 
Editor 
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CORRESPONDENCE 

UNAUTHORIZED  USE  OF  NAME  AS  ENDORSEMENT 
Olympia,  Wash.,  July  2,  1937. 

V.  W.  Spickard,  M.D., 

Secy-Treas.  Washington  State  Medical  Association, 

Seattle,  Wash. 

Dear  Doctor: 

It  has  been  brought  to  my  attention  by  Dr.  S.  P.  Lehman 
and  others  that  my  name  is  being  freely  used  as  having 
employed  and  endorsed  a certain  so-called  chlorine  prep- 
aration, marketed  by  the  Main  Laboratories,  situated  in 
Olympia,  in  the  Donald  Building.  I am  informed,  though 

I cannot  personally  vouch  for  this,  that  Dr 

of  this  city  is  financially  interested  in  this  product  and  uses 
and  endorses  the  same,  as  well  as  acting  in  the  capacity  of 
medical  advisor  for  this  outfii. 

.\s  far  as  I have  been  able  to  ascertain,  one  certain  in- 
dividual by  the  name  of  Lester  Main  came  to  Olympia  some 
time  ago,  claiming  to  be  a chemist,  and  that  he  knew  how  to 
remove  the  irritating  qualities  from  chlorine.  He  formed  a 
company  in  conjunction  with  a Mr.  Leach,  which  company 
is  called  the  B.  & M.  Products  Company,  situated  near  the 
eastern  city  limits  of  Olympia.  They  manufacture  an  “anti- 
septic” soap,  paint  remover,  etc.  It  now  appears  that  they 
have  branched  into  the  manufacture  of  a preparation  for 
intravenous  use  and  apparently  extravagant  claims  are  being 
made  as  to  its  curative  properties. 

I wish  to  state  emphatically,  that  I have  never  employed 
any  product  of  the  Main  Laboratories  in  the  practice  of  my 
profession,  and  have  never  recommended  or  endorsed  the 
use  of  same  to  any  individual.  I regret  very  much  that  my 
name  should  be  unjustifiably  used  in  connection  with  a 
project  and  a preparation  concerning  which  I have  no 
knowledge  or  connection  whatsoever,  and  which  I fear  is 
being  used  in  connection  with  advertising  propaganda  to  ex- 
ploit the  public. 

I have  also  been  informed  that  other  physicians  in 
Olympia,  in  fact,  almost  the  entire  profession  are  being  mis- 
quoted in  this  affair.  Cannot  something  be  done  to  stop  the 
unwarranted  use  of  physicians’  names  trying  to  practice  their 
profession  in  an  ethical  manner? 

Enclosed  is  a copy  of  a letter  directed  to  Lester  Main,  to 
which  no  reply  has  been  received. 

Sincerely  yours, 

Ralph  C.  Brown. 
Olympia,  Wash.,  July  2,  1937. 

Mr.  Lester  Main, 

Donald  Building,  Olympia,  Wash. 

Sir: 

It  has  been  forcibly  brought  to  my  attention  that  my 
name  is  being  used  by  you  or  your  salesmen  as  having  used 
and  endorsed  the  products  of  Main  Laboratories  in  the 
treatment  of  patients. 

Since  I have  never  employed  any  product  of  the  Main 
Laboratories  in  the  treatment  of  disease,  or  even  endorsed 
any  one  of  them  in  any  manner,  I consider  this  an  unjusti- 
fiable use  of  my  name  and  ask  that  you  immediately  re- 
quest your  employees  to  stop  quoting  me  in  any  way  as 
having  used  or  endorsed  your  product  or  products.  Unless 
the  above  practice  as  outlined  is  immediately  stopped,  I will 
feel  compelled  to  take  whatever  legal  steps  are  necessary  to 
protect  myself.  Ralph  C.  Brown,  M.D. 


BOOK  REVIEWS 


Surgical  Treatment.  By  James  Peter  Warbasse,  M.D., 
F.A.C.S.,  Special  Lecturer  in  the  Long  Island  Medical  Col- 
lege; Formerly  Attending  Surgeon  to  the  Methodist  Episco- 
pal and  the  Wyckoff  Heights  Hospitals,  Brooklyn,  N.  Y.,  and 
Calvin  Mason  Smyth,  Jr.,  B.S.,  M.D.,  F.A.C.S.,  Assistant 
Professor  of  Surgery  in  the  University  of  Pennsylvania, 
Graduate  School  of  Medicine ; Surgeon-in-chief  to  the  Meth- 
odist Episcopal  Hospital,  Phila.,  Pa.;  Visiting  Surgeon  to  the 
Abington  Memorial  Hospital,  Abington,  Pa.  Second  Edition, 
Thoroughly  Revised  and  Reset.  3 Volumes  with  Separate 
Index.  2617  pages  with  2486  illustrations  on  2237  figures, 
some  in  colors.  Philadelphia  and  London:  W.  B.  Saunders 
Company,  1937.  Cloth,  $35.00  set. 

Many  surgeons,  particularly  those  engaged  in  special 
branches  of  surgery,  depend  largely  on  monographs  and  the 
surgical  journals  for  the  newer  advances  in  the  changing 
fields  of  surgery.  They  thus  anticipate  for  various  periods  of 
time  what  is  finally  incorporated  in  some  collected  volume  of 
surgery.  However,  there  will  always  be  a good  demand  for 
comprehensive  systems  of  surgery  for  the  man  engaged  in 
general  surgery  and  general  practice.  This  three-volume  work 
apparently  fills  such  a demand,  dealing  with  the  treatment 
of  surgical  diseases  and  conditions,  a rather  extensive  under- 
taking and  embracing  in  a comprehensive  manner  all  of  the 
various  departments  of  surgery.  It  is  not  merely  an  operative 
surgery  but  includes  the  clinical  aspects  as  well. 

-\mong  the  larger  chapters,  those  concerning  “Fractures 
and  Dislocations,”  “Blood  and  Blood  Vessels,”  “Gallbladder” 
and  the  “Abdomen”  perhaps  stand  out  more  prominently. 
The  less  pretentious  subjects  are  also  admirably  covered.  We 
find  the  treatment  of  tetanus  described  in  a very  concise 
manner  and  with  pleasing  definiteness;  we  also  note  an 
article  on  the  possibilities  of  the  intrascapulothoracic  ampu- 
tation for  extensive  malignancies  in  the  neck.  On  the  other 
hand,  we  could  have  wished  for  a more  detailed  exposition 
regarding  the  care  and  treatment  of  diaphragmatic  hernia 
and  also  the  retroperitoneal  operation  for  drainage  of  sub- 
diaphragmatic  abscess,  procedures  which  have  been  well 
established  as  entities  during  the  last  few  yea^s.  There  is  a 
detailed  description  of  the  operation  for  trifacial  neuralgia 
by  the  resection  of  the  zygoma  and  coronoid  process,  one 
which  is  most  probably  obsolete  at  the  present  time. 

With  the  exception  of  some  minor  deficiencies  as  above 
and  which  are  incident  to  such  a large  undertaking  and  which 
most  probably  represent  the  personal  opinion  of  the  re- 
viewer, one  can  state  that  on  the  whole  the  book  is  very 
up-to-date,  does  not  cater  to  the  novelties  in  surgery.  The 
information  is  very  readily  accessible  and  the  volumes  are 
filled  with  many  practical  helpful  suggestions  to  the  average 
surgeon.  The  authors  seem  to  recognize  fully  that  there  is  not 
only  a hazard  in  the  pathology  present  but  also  in  the 
operative  procedure  and,  therefore,  they  have  tried  to  fit  the 
treatment  not  only  to  the  patient  but  also  to  the  varying 
skill  of  the  surgeon. 

The  illustrations  are  one  of  the  features  of  this  publica- 
tion ; they  are  almost  2500  in  number  and  most  of  them  are 
“to  the  point”  and  of  definite  value.  There  is  a reliable  index 
to  each  volume  as  well  as  a general  index  as  a special  volume. 
The  book  was  written  for  the  benefit  of  surgery  and  the 
surgical  patient  and  will  appeal  very  strongly  to  the  man 
doing  general  surgery  and  general  practice.  Jacobson. 
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The  Treatment  of  Diabetes  Mellitus.  By  Elliott  P. 
Joslin,  M.D.  (Harvard),  M.A.  (Yale).  Medical  Director 
George  T.  Baker  Clinic,  New  England  Deaconess  Hospital, 
etc.  With  the  Cooperation  of  Howard  F.  Root,  M.D.,  In- 
structor in  Medicine,  Harvard  Medical  School,  etc.,  Priscilla 
White,  M.D.,  Instructor  in  Pediatrics,  Tufts  Medical  School, 
etc.  .Ale.xander  Marble,  M.D.,  Assistant  in  Medicine,  Harvard 
Medical  School,  etc.  Sixth  Edition,  Thoroughly  Revised. 
707  pp.  $7.00.  Lea  & Febiger,  Philadelphia,  1937. 

The  author  of  this  volume  is  the  most  voluminous  writer 
on  the  subject  of  diabetes  mellitus  of  this  time.  It  is  one 
thing  to  have  lived  and  produced,  and  another  to  have 
taught  others  to  carry  on  one’s  work.  The  poise  of  the  one 
of  long  experience  is  seen  through  these  pages,  and  yet  there 
is  the  vigor  and  enthusiasm  of  youth. 

The  background  of  previous  accomplishments  is  all  here 
and  the  discussion  of  the  newer  methods  is  characteris- 
tically clearly  and  simply  expressed.  The  contributions  of 
the  collaborators  has  made  a comprehensive  approach  to 
the  subject. 

The  chapter  on  protamine  insulin  is  most  encouraging 
and  the  detailed  instructions  for  shifting  to  it  are  most 
helpful.  Precautions  for  its  use  are  given.  Those  who  have 
handled  children  through  the  necessary  adjustments  of  treat- 
ment will  appreciate  the  contribution  on  this  severe  phase 
of  the  problem  by  Priscilla  White.  This  group  of  workers 
deserves  all  the  praise  and  respect  which  can  be  given  them 
for  the  past  and  present  efforts  in  this  field  of  medical  need. 

Hofrichter 

Practical  Methods  in  the  Diagnosis  and  Treatment 
OF  Venereal  Disease.  For  medical  practitioners  and  stu- 
dents. By  David  Lees,  D.S.O.,  M.A.,  M.B.,  D.P.H.,  F.R.C.S. 
(Edin.),  F.R.C.P.  (Edin.),  F.R.S.E.  Third  Edition  Edited 
and  Revised  by  Robert  Lees,  M.B.,  F.R.C.P.  (Edin.),  As- 
sistant Medical  Officer  for  Venereal  Diseases  to  Edinburgh 
Royal  Infirmary  and  Edinburgh  Corporation,  and  other 
contributors.  608  pp.,  with  8 coloured  plates  and  85  illus- 
trations. Price  $5.  Baltimore:  William  Wood  & Company, 
Baltimore,  1937. 

This  British  publication  by  five  authors  reminds  one 
throughout  of  its  being  a foreign  production.  Terminology, 
diagnostic  methods  and  medicines  recommended  are  worded 
in  the  British  vernacular.  Proprietary  names  unknown  to 
us  are  often  used,  neoprotosU  (a  silver  salt)  for  instance. 
Dissertation  is  not  limited  to  the  genitourinary  side  as  we 
think  of  it.  The  diseases  are  considered  in  more  of  an  en- 
cyclopedic manner.  Approximately  half  is  given  to  gonor- 
rhea and  half  to  syphilis  and  a fiftieth  to  the  other  venereal 
infections. 

Syphilis  includes  laboratory  methods  and  clinical  diag- 
nostic procedures  covering  all  the  different  stages.  The 
extraordinary  manifestations,  as  vascular  and  neurocom- 
plications, are  covered  in  detail.  Treatments  are  outlined 
empirically.  The  gonorrhea  part  begins  with  the  anatomy 
of  the  genitourinary  system  and  ends  with  a criterion  of 
cure.  Children  and  adults  of  both  sexes  are  included. 
Seemingly  none  of  the  complications  are  omitted,  including 
the  seldom  seen  eye  infections,  skin  manifestations  and 
gonorrheal  sepsis. 

Throughout  there  is  evidence  that  it  was  written  by 
several  men.  Some  parts,  as  the  unusual  manifestations 
of  gonorrhea,  are  superb  and  the  treatment  routine  as 
recommending  water  drinking,  diets,  exercises,  etc.,  are 
boresome.  Withall,  the  completeness  of  the  subject  material 
more  than  compensates  for  the  confusion  caused  by  the 
British  terminology.  It  is  very  different  from  and  much 
more  complete  than  similar  .American  books. 

W.  R.  Jones. 


The  Common  Neuroses,  their  Treatment  by  Psycho- 
therapy. Second  Edition.  By  T.  A.  Ross,  M.D.,  F.R.C.P., 
Formerly  Medical  Director,  Cassel  Hospital  for  Functional 
Nervous  Disorders,  236  pp.  $4.00.  William  Wood  & Com- 
pany, Baltimore,  1937. 

In  the  introductory  chapters  the  author  has  reviewed  the 
various  schools  of  psychology  which  have  been  interested  in 
the  treatment  of  the  neuroses,  and  has  some  interesting  views 
as  to  classification  and  also  as  to  practical  aspects  of  treat- 
ment. One  is  inclined  in  reading  his  book  to  respect  these 
views  because  of  his  wide  experience,  and  also  because  of 
reports  from  other  sources  of  the  success  which  the  author 
has  experienced. 

This  classification  of  the  psychoneuroses  into  states  of 
overaction,  underaction  and  obsessive  compulsive  types  is 
somewhat  different  than  the  usual  classification  of  the  neu- 
roses. The  author’s  ideas  concerning  causation  represent  a 
mixture  taken  from  the  psychoanalytic  school,  as  well  as 
from  the  psychobiologic  school  of  Adolf  Meyer,  combined 
with  his  own  results.  There  are  many  illustrations  from  the 
war,  which  is  explained  by  the  fact  that  his  original  work 
with  the  psychoneuroses  began  in  military  hospitals. 

One  of  the  most  valuable  parts  of  the  book  is  that  in- 
cluded in  Chapters  IV,  V and  VI  which  have  to  do  with 
diagnosis,  differential  diagnosis  and  treatment  of  anxiety 
reaction,  also  called  tension  state  or  anxiety  state,  which  is 
commonly  seen  by  internists  and  general  practitioners,  and  is 
one  of  the  most  amenable  tyjies  of  the  neuroses  to  treat.  In 
all  one  is  inclined  to  recommend  the  book  because  of  its 
applicability  to  the  general  practitioner.  Hoedemaker. 


Diseases  of  the  Nose  and  Throat.  A Textbook  for 
Students  and  Practitioners.  By  Sir  St.  Clair  Thomson, 
M.D.,  F.R.C.P.  Lond.,  F.R.C.S.  Eng.,  LL.D.  (Hon.)  Win- 
nipeg, Consulting  Surgeon  for  Diseases  of  the  Throat  and 
Emeritus  Professor  of  Laryngology  in  King’s  Hospital,  etc., 
and  V.  E.  Negus,  M.D.  Lond.,  F.R.C.S.,  Eng.  Surgeon  for 
Diseases  of  the  Throat  and  Ear,  King’s  College  Hospital, 
etc.  Fourth  Edition  with  13  Color  and  16  Radiographic 
Plates  and  386  Figures.  976  pp.  $14.00.  D.  Appleton-Cen- 
tury  Co.,  Inc.,  New  York  and  London,  1937. 

This  is  a more  complete  and  systematized  book  than 
previous  editions,  treating  the  various  subjects  and  classi- 
fying them  under  anatomic  rather  than  pathologic  condi- 
tions. This  not  only  makes  a very  convenient  reference  book 
but  also  is  written  very  simply,  giving  a broad  embryologic 
view  on  nose  and  throat  structures. 

Conservatism  appears  to  be  the  key  note  throughout  the 
book,  especially  in  the  discussion  and  treatment  of  sinusitis, 
advocating  conservative  operative  procedure  and  discarding 
the  more  radical  and  disfiguring  types.  Considerable  change 
is  made  in  the  chapter  dealing  with  injuries  affecting  the 
trachea,  bronchiectasis,  abscesses,  neoplasms  and  the  technic 
of  lipiodol  injections  into  the  bronchi. 

St.  Clair  Thomson  is  one  of  the  foremost  authorities  on 
neoplasms  of  the  larynx,  extrinsic  and  intrinsic  types,  and 
has  supplied  good  reasoning  for  the  indications  of  the 
choice  of  different  surgical  procedures  of  the  larynx.  He 
discusses  fully  the  subject  of  tracheotomy  and  contraindica- 
tions for  permanent  tracheotomy  and  treatment  for  re- 
pairing stenosis  by  skin  graft  of  old  tracheotomy  scars. 
Special  attention  is  paid  to  pharyngeal  pouches  and  he  has 
used  the  work  of  Trotter  and  others  to  bring  about  a more 
conservative  approach  to  the  esophagus.  In  conclusion,  this 
book  is  especially  easy  to  understand  and  an  excellent  ref- 
erence volume.  F.  H.  Wanamaker. 
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Physiology  in  Health  and  Disease,  Second  Edition, 
Thoroughly  Revised.  By  Carl  J.  Wiggers,  M.D.,  Professor 
of  Physiology  in  the  School  of  Medicine  of  Western  Re- 
serve University,  Cleveland,  Ohio.  Illustrated  with  191 
engravings.  1124  pp.,  $9.00.  Lea  & Febiger,  Philadelphia, 
1937. 

This  is  the  second  edition  of  the  book  by  Carl  J.  Wiggers, 
Professor  of  Physiology,  School  of  Medicine  of  Western 
University.  It  has  been  two  years  since  the  first  book  was 
written.  From  that,  one  can  be  certain  that  the  author  has 
attempted  to  keep  up  with  the  rapid  progress  in  the  fields 
of  research.  The  volume  is  written  in  simple  style  and  thus 
discussion  of  complex  phenomena  is  much  easier  to  under- 
stand. An  extensive  bibliography  is  an  important  part  of 
each  chapter.  At  the  end  of  the  chapter  there  is  a list  of 
reviews  while  references  to  original  articles  appear  as  foot- 
notes. The  section  on  “Blood  and  Blood-Forming  Organs” 
is  very  good.  Attention  is  called  to  the  discussion  of  electro- 
cardiography. In  the  ever  and  rapid  changing  field  of  en- 
docrinology the  author  very  ably  presents  current  thought 
and  knowledge.  The  work  qualifies  well  as  a text-book  for 
the  student  and  a valuable  reference  medium  for  the  clinical 
man.  Ackerman 


Elements  of  Orthopedic  Surgery.  By  N Ross  Smith, 
M.B.,  Ch.M.  (Sydney),  F.R.C.S.  (Eng.)  Orthopedic  Surgeon, 
Cornelia  Hospital,  etc.  With  99  Illustrations.  240  pp.  $4.00. 
William  Wood  & Co.,  Baltimore,  1937. 

The  purpose  of  this  book  “is  to  present  a concise  and  prac- 
tical account  of  the  elements  of  orthopedic  surgery  for  prac- 
titioners and  students  who  do  not  require  the  full  knowledge 
given  by  larger  text-books,  and  for  nurses  and  masseuses  en- 
gaged in  orthopedic  work.”  Each  of  the  common  orthopedic 
conditions  is  taken  up  systematically  and  a condensed  dis- 
cussion of  the  symptoms  and  gross  pathology  is  given,  fol- 
lowed by  an  abbreviated  consideration  of  a method  of  treat- 
ment. In  some  places  the  treatment  given  is  stated  rather 
dogmatically,  not  allowing  for  the  wide  variations  in  method 
by  different  men.  The  appendices  discuss  briefly  physiother- 
apy, splints  and  appliances,  and  plaster-of-Paris  technique. 
On  the  whole,  a great  deal  of  information  is  given  in  a con- 
densed and  simplified  manner  and  the  book  may  be  recom- 
mended, keeping  in  mind  its  limitations.  Tuell. 


Health  Education  of  the  Public.  A Practical  Manual 
of  Technic.  By  W.  W.  Bauer,  B.S.,  M.D.,  Director,  Bureau 
of  Health  and  Public  Instruction,  American  Medical  Asso- 
ciation, and  Thomas  G.  Hull,  Ph.D.,  Director,  Scientific  Ex- 
hibit, American  Medical  Association.  Illustrated,  227  pp., 
$2.S0.  W.  B.  Saunders  Company,  Philadelphia  and  London, 
1937. 

Of  recent  years  continuous  efforts  have  been  put  forth 
for  public  instruction  on  the  principles  of  public  health. 
A physician  may  at  any  time  be  called  upon  to  deliver  an 
address  before  clubs  and  organizations  in  his  city,  where 
information  on  the  subject  of  public  health  is  important. 
Nowhere  does  there  exist  such  a mass  of  material  along 
these  lines  as  is  available  in  the  headquarters  of  the  Ameri- 
can Medical  Association.  The  authors  of  this  volume  have 
assembled  working  material  which  will  be  of  great  assist- 
ance to  anyone  undertaking  this  line  of  public  instruction. 
There  are  suggestions  as  to  the  use  of  the  radio,  exhibits, 
pamphlets,  motion  pictures,  newspapers.  This  book  can  be 
recommended  for  the  assistance  which  it  will  offer  anyone 
in  attempting  this  form  of  work. 


\ Textbook  of  Mental  Deficiency  (Amentia).  By 
A.  F.  Tredgold,  M.D.,  F.R.C.P.,  F.R.S.E.  Lecturer  on 
Mental  Deficiency,  London  University,  etc.  Sixth  Edition. 
556  pp.,  $7.50.  William  Wood  & Co.,  Baltimore,  1937. 

During  the  past  decade  the  study  of  the  mental  defective 
has  advanced  from  comparative  obscurity  and  neglect  to 
a fair  understanding  of  the  fundamental  and  underlying 
principles  of  its  cause,  course  and  effect  on  society.  While 
controversy  and  bias  are  eliminated  at  present  by  the  more 
scientific  of  its  students,  still  the  majority  of  those  inter- 
ested seem  lost  in  the  fog  of  propaganda  or  ignorance.  It 
is,  therefore,  a relief  to  find  such  a clear  cut,  sensible  and 
intelligent  exposition  of  the  subject  as  is  given  in  this 
volume.  The  chapter  on  etiology  is  worth  reading  carefully 
for  the  arguments  and  conclusions  regarding  heredity  and 
environment  are  well  balanced.  Moral  deficiency  deals  with 
the  psychologic  basis  of  antisocial  conduct,  delinquency 
and  crime  in  the  mental  defective. 

“There  can  be  little  doubt  that  the  extension  of  such 
facilities  (expert  examination)  and  of  child  guidance  clinics, 
provided  they  are  kept  on  sane  and  proper  lines  and  are 
not  allowed  to  develop  into  sentimental  fads,  will  eventually 
be  attended  by  a decrease  in  the  number  of  criminals  and 
the  amount  of  crime.”  About  10  per  cent  of  mental  defec- 
tives of  all  grades  are  criminal.  The  mental  defective  may 
pass  a high  intelligence  test.  The  book  gives  a complete  list 
of  mental  tests  and  the  methods  of  procedure.  Ruge. 


Woman’s  Prime  of  Life.  Making  the  Most  of  Maturity. 
By  Isabel  Emslie  Hutton,  M.D.,  physician  to  the  British 
Hospital  for  Functional  Mental  and  Nervous  Diseases,  Lon- 
don. 150  pp.,  $2.00.  Emerson  Books,  Inc.,  New  York,  1937. 

The  author  states  there  are  few  women  who  do  not 
have  occasional  moments  of  uneasiness  as  to  what  is  in 
store  for  them  at  the  climacteric.  The  object  of  this  book 
is  briefly  to  consider  the  whole  subject  of  the  change  of 
life  with  directions  for  the  care  of  the  health  based  on 
sound  physiologic  and  psychologic  principles.  Treatment  is 
not  prescribed,  women  being  urged  to  seek  the  aid  of  their 
physicians.  There  are  descriptions  of  menstruation,  meno- 
pause, diseases,  hygiene  and  diet  at  the  climacteric.  A use- 
ful chapter  consists  of  advice  to  husbands  which  they 
might  read  with  profit,  since  the  comfort  and  well  being  of 
the  wife  at  this  period  may  depend  largely  upon  his  con- 
siderate treatment.  A chapter  on  obesity  and  slimming  is 
timely.  If  read  by  suitable  individuals  this  book  may  be 
helpful. 


The  Endocrines  in  Obstetrics  and  Gynecology.  By 
Raphael  Kurzrok,  Ph.D.,  M.D.,  Associate  in  Obstetrics  and 
Gynecology,  College  of  Physicians  and  Surgeons,  Columbia 
University,  470  pp.  $7.50.  Williams  and  Wilkins  Company, 
Baltimore,  1937. 

This  book  is  an  excellent  text  in  its  manner  of  presenting 
accumulated  experimental  and  clinical  data  in  a brief  and 
orderly  form.  Separate  chapters  deal  with  each  of  the  duct- 
less glands,  dwelling  in  some  detail  on  the  chemistry  of  their 
secretions.  This  is  followed  by  further  chapters  on  amenor- 
rhea, the  climacteric,  functional  dysmenorrhea,  sterility,  pre- 
cocious sexual  maturity  and  the  like.  Such  a book  is  particu- 
larly of  value  in  bringing  the  literature  up  to  date  and  pre- 
senting it  in  such  an  available  and  concise  form.  It  is  a book 
to  be  highly  recommended  as  a “jumping  off  place”  for  more 
intensive  reading  in  endocrinology  and  one  which  warrants 
thorough  perusal.  Rollins. 
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Synopsis  of  Gynecology.  Based  on  the  Textbook  Dis- 
eases of  Women.  By  Harry  Sturgeon  Crossen,  M.D.,  F..\.C.S., 
Professor  Emeritus  of  Clinical  Gynecology,  Washington 
University  School  of  Medicine,  etc.,  and  Robert  James 
Crossen,  M.D.,  Assistant  Professor  of  Clinical  Gynecology 
and  Obstetrics,  Washington  University  School  of  Medicine, 
etc.  Second  Eclition.  247  pp.,  $3.00.  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1937. 

This  volume  is  prepared  for  the  use  of  those  seeking 
the  essential  facts  of  gynecology,  avoiding  the  necessity 
of  a study  of  the  complete  work  of  the  authors.  It  is  in- 
tended primarily  for  students  expecting  to  follow'  other 
branches  of  the  profession  in  contrast  to  those  who  expect 
to  make  a specialty  of  gynecology.  It  will  also  serve  as  a 
handy  book  of  reference  for  the  practitioner  who  may  later 
seek  elaboration  of  the  particular  subject  under  considera- 
tion. In  twenty  chapters  it  discusses  briefly  the  subjects 
detailed  in  the  well  known  text  book. 


A Textbook  of  Applied  Biochemistry.  By  Frank  Wokes, 
B.Sc.,  Ph.C.,  F.I.C.,  Member  of  the  Staff  of  the  Pharma- 
cological Laboratories,  College  of  the  Pharmaceutical  Society 
of  Great  Britain.  79  illustrations,  522  pp.  $5.00.  William 
Wood  and  Company,  Baltimore,  1937. 

The  title  of  this  text  may  be  somewhat  misleading,  since 
it  is  a considerably  more  technical  work  than  can  ordinarily 
be  applied  in  the  practice  of  medicine.  It  is  rather  in  the 
nature  of  a guide  for  those  doing  research  in  well  equipped 
laboratories,  where  the  utmost  is  to  be  demanded  in  the  way 
of  accurate  work.  It  is  a very  carefully  prepared  volume, 
on  the  fundamentals  of  a subject  which  is  growing  in  im- 
portance day  by  day.  .\fter  considerable  space  in  the  fore- 
part of  the  book  given  over  to  such  highly  technical  subjects 
as  hydrogen  ion  concentration,  colloids  and  spectroscopy, 
the  midportion  is  devoted  to  a detailed  study  of  carbohy- 
drates, fats  and  proteins,  and  the  latter  part  to  bacteria, 
hormones  and  vitamins.  It  should  be  a valuable  aid  to  the 
laboratory  worker. 


International  Medical  Annual.  Edited  by  H.  Letheby 
Tidy,  M.A.,  M.D.,  F.R.C.P.,  and  A.  Rendle  Short,  M.D., 
B.S.,  B.Sc.,  F.R.C.S.  605  pp.,  68  plates.  Numerous  Draw- 
ings. $6.00.  William  Wood  and  Company,  Baltimore,  1937. 

It  is  difficult  to  summarize  in  a short  statement  a volume 
which  is  in  itself  a summary  of  medical  literature  for  one 
year.  It  is  especially  difficult  to  state  briefly  the  qualities  of 
a volume  which  are  represented  by  the  very  careful  work 
shown  in  this  annual.  Subjects  covered  are  of  timely  interest, 
progress  is  noted  in  nearly  every  field  of  medicine  and  char- 
acter of  reports  included  is  unusually  high.  Medicine  and 
surgery  both  receive  adequate  attention  and  the  book  is 
replete  with  excellent  illustrations  and  plates.  Printing  is  of 
the  highest  grade.  The  volume  is  thoroughly  indexed  for 
easy  use.  It  is  an  exceptionally  fine  review  and  can  be  recom- 
mended without  any  qualification  whatever. 


The  Technic  of  Local  Anesthesia.  Sixth  edition.  By 
Arthur  E.  Hertzler,  A.M.,  M.D.,  Ph.D.,  L.L.D.,  F.A.C.S., 
professor  of  surgery  in  the  University  of  Kansas,  etc.  284  pp., 
$5.00.  The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

This  work  has  become  standard  in  any  consideration  of 
the  field  of  local  anesthesia.  It  represents  the  author’s  own 
experience  and  reflects  his  interesting  personality  and  view- 
point. It  is  free  from  theory  and  verbosity  and  is  explicit  in 
its  practical  instruction.  The  new  edition  has  not  been 
greatly  changed,  except  for  the  chapter  on  spinal  anesthesia. 


which  was  revised  by  Irene  Koeneke.  Otherwise  the  text  has 
been  simplified  and  suggestions  have  been  brought  into  line 
with  practice  now  current.  The  book  is  extremely  useful  and 
practical. 


Personal  Hygiene.  By  C.  E.  Turner,  M.A.,  Dr.  P.  H.  1 
Professor  of  Biology  and  Public  Health  in  the  Massachu- 
setts Institute  of  Technology,  etc.  With  eighty-four  Text 
Illustrations  and  three  color  plates.  335  pp.,  $2.25.  The 
C.  V.  Mosby  Company,  St.  Louis,  1937.  I 

The  purpse  of  this  volume  is  to  impart  health  instruction  ^ 
to  university  students,  presenting  the  essential  present-day 
knowledge  of  personal  health  based  on  many  years  of 
health  instruction.  The  contents  of  the  volume  offer  in- 
structive reading  to  anyone  desiring  such  information.  The  i 
twenty  chapters  cover  many  subjects,  such  as  digestion, 
oral,  mental  and  foot  hygiene,  as  well  as  that  of  the  nerv- 
ous system,  body  activity,  reproduction.  Communicable  ; 
diseases  and  immunity  are  also  considered.  These  and  other 
subjects  are  discussed  in  a nontechnical  manner  understand- 
able by  any  reader.  ^ 

Senile  Cataract.  Methods  of  Operating.  Third  Revised  1 
Edition.  By  W.  A.  Fisher,  M.D.,  F.A.C.S.  Professor  of  Oph-  • 
thalmology,  Chicago  Eye,  Ear,  Nose  and  Throat  College,  etc.  ' 
181  Illustrations,  150  pp.  Adair  Printing  Co.,  Chicago,  111.  | 

The  major  portion  of  the  book  is  devoted  to  the  intra-  | 
capsular  operation  as  performed  by  the  author.  The  technic  j| 
has  been  developed  from  his  experiences  while  operating  in  i 
India,  where  he  performed  over  two  thousand  extractions. 

■All  of  the  chapters  discussing  the  various  technics  are  well 
illustrated,  showing  definitely  the  manner  of  extracting  the 
lens  and  the  placing  of  the  sutures.  It  is  a book  easy  to  read 
and  well  worth  studying.  C.  D.  F.  Jensen. 


Source  Book  of  Orthopedics.  By  Edgar  M.  Bick,  M.A., 
M.D.  Adjunct  Orthopedic  Surgeon,  Hospital  for  Joint  Dis- 
eases with  Mt.  Sinai  Hospital,  New  York,  etc.  376  pp.  $4.00. 

The  Williams  & Wilkins  Co.,  Baltimore,  1937. 

This  text  will  be  found  useful  for  the  orthopedic  surgeon 
or  for  any  other  medical  man  who  wishes  to  refer  to  a con- 
cise historical  study  on  any  subject  in  surgery  which  might 
be  considered  related  to  the  orthopedic  branch.  It  is  ob- 
vious that,  in  the  early  history  of  medicine,  there  was  no  dis- 
tinct division  between  the  different  types  of  surgeons  and, 
therefore,  it  is  only  in  retrospect  that  the  orthopedic  sur- 
geon claims  for  his  own  specialty  certain  procedures  which 
led  up  to  the  development  of  the  modern  era  of  orthopedics. 

It  is  very  instructive  to  note  that  many  procedures  now  | 

considered  modern  in  their  application,  such  as  traction  jf 

for  fractures  of  the  femur,  date  back  into  medieval  times.  I 

This  text  is  well  crossindexed  as  to  the  first  novelties  1 

connected  with  the  advance  of  orthopedic  surgery,  both  I 

modern  and  ancient.  It  also  contains  another  index  as  to  i) 

the  disease  processes  and  the  diagnostic  index.  Leavutt. 

Clinical  Reviews  of  the  Pittsburgh  Diagnostic  I 
Clinic.  Guideposts  to  Medical  Diagnosis  and  Treatment,  i 
Edited  by  H.  M.  Margolis,  B.S.,  M.D.,  F.A.C.P.  552  pp., 
$5.50.  Paul  B.  Hoeber,  Inc.,  Meciical  Book  Department  of  i 
Harper  & Brothers,  New  York,  1937. 

With  the  assistance  of  seven  other  contributors  the  editor  i 

of  this  volume  presents  reports  of  work  done  in  his  private  | 

clinic.  It  is  an  illustration  of  the  scientific  work  conducted  t 

in  such  well-established  institutions.  There  are  forty-five  f 

reports,  each  of  which  is  followed  by  a bibliography  sug-  II 

gesting  further  study  in  the  subject  under  consideration.  J 
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The  subjects  discussed  are  such  as  are  encountered  in  every 
day  practice  covering  a great  variety  of  diseases.  Each  sub- 
ject is  considered  with  brevity,  combined  with  attention  to 
essential  facts.  The  volume  offers  interesting  reading. 

International  Clinics.  A quarterly  of  Illustrated  Clini- 
cal Lectures  and  Especially  Prepared  Original  Articles.  By 
leading  members  of  the  medical  profession  throughout  the 
world.  Edited  by  Louis  Hamman,  M.D.,  Visiting  Physician, 
Johns  Hopkins  Hospital.  Vol.  II.  Forty-seventh  Series.  31S 
pp.,  $3.00.  J.  B.  Lippincott  Company,  Philadelphia,  Mon- 
treal, London,  1937. 

This  quarterly  volume  presents  clinical  reports  by  twenty- 
four  contributors  connected  with  medical  institutions  and 
hospitals.  They  cover  infections,  abdominal  and  blood  dis- 
eases, together  with  diagnosis  and  treatment.  They  contain 
reports  of  progress  and  development  in  many  important 
conditions  among  the  above  listed  diseases.  One  will  not 
fail  to  obtain  valuable  information  by  referring  to  this 
volume. 


The  Little  Things  in  Lite.  The  Vitamins,  Hormones, 
and  Other  Minute  Essentials  for  Health.  By  Barnett  Sure, 
Ph.D.,  Professor  of  Agricultural  Chemistry  in  the  University 
of  -Arkansas.  340  pp.,  $2.50.  D.  -Uppleton-Century  Company, 
New  York,  1937. 

Seldom  fully  appreciated  are  the  minute  traces  of  certain 
chemical  substances  which  are  essential  to  the  maintenance 
of  life  and  health.  This  is  particularly  true  of  the  vitamins 
which  naturally  occupy  the  largest  part  of  this  book  devoted 
to  some  of  these  needed  substances.  Each  vitamin  is  taken 
up  in  considerable  detail;  its  distribution  in  various  food 
stuffs  and  its  stability  to  cooking  processes  are  discussed.  The 
author  occasionally  goes  into  some  of  the  mechanism  of  the 
vitamin  action.  While  the  work  is  carefully  done  from  a 
scientific  standpoint,  it  is  presented  in  a fashion  which  makes 
it  interesting  and  easily  read.  Other  little  things  which  the 
author  chooses  to  discuss  include  minerals  and  the  various 
allergens.  The  last  two  chapters  of  the  book  are  devoted  to 
hormones,  other  chemical  substances  which  in  minute  traces 
produce  such  profound  effect.  This  book  presents  an  inter- 
esting phase  of  medicine,  and  it  is  done  in  a manner  which 
will  make  for  easy  and  pleasant  reading. 


Electrocardiography.  Second  edition.  By  Chauncey  C. 
Maher,  B.S.,  M.D.,  assistant  professor  of  medicine  at  North- 
western University.  254  pp.  $4.00.  William  Wood  and  Com- 
pany, Baltimore,  1937. 

The  second  edition  of  this  volume,  published  two  and 
one-half  years  after  the  first,  merely  brings  up  to  date  the 
material  included  in  the  first  volume  and  slightly  rearranges 
some  of  the  subject  matter.  The  text  proposes  to  acquaint 
students  and  practitioners  with  some  of  the  fundamentals 
of  electrocardiography.  It  includes  many  diagrams  illustrat- 
ing the  principles  upon  which  electrocardiography  is  based, 
as  well  as  a multitude  of  tracings  from  normal  and  patho- 
logic cases.  The  book  is  helpful  on  the  whole,  although  occa- 
sionally interpretation  of  the  tracings  is  somewhat  difficult 
to  understand. 


WEARERS  OF  CONTACT  GLASSES  PROVE  TO  BE 
MEN  BY  RATIO  OF  5 TO  1 
In  the  use  of  contact  glasses,  the  eyeglass  that  fits  snugly 
against  the  eyeball,  men  predominate  in  the  ratio  of  5 to 
1 among  the  3,000  persons  now  wearing  them,  Dr.  James 
E.  Lebensohn  reveals  in  his  article  “Contact  Glasses”  now 
appearing  in  the  August  Hygeia. 

Most  of  those  who  choose  to  wear  contact  glasses  do  so 


because  of  medical  and  vocational  considerations  rather  than 
for  purely  cosmetic  reasons.  The  principal  drawback  has 
been  the  difficulty  involved  in  securing  a comfortable  fit, 
but  this  problem  is  being  gradually  overcome  by  improve- 
ments in  design. 

As  far  as  the  average  lens-wearing  individual  is  con- 
cerned contact  glasses  are  not  yet  to  be  considered  as  an 
optional  substitute  for  spectacles,  but  this  possibility  may  be 
realized  when  and  if  complete  comfort  is  assurable. 

In  general  the  shape  of  a contact  glass  is  that  of  a helmet ; 
and  when  properly  fitted  the  brim  rests  evenly  on  the  sur- 
face of  the  eyeball,  and  the  crown  clears  the  cornea.  In  ap- 
plying a contact  glass  the  bowl  is  first  filled  with  a tepid 
solution  of  0.9  per  cent  table  salt,  so  that  after  insertion 
this  fluid  will  completely  occupy  the  space  between  the 
cornea  and  the  glass,  thus  eliminating  variable  curves. 

Gas  Gangrene  Treated  with  Sulfanilamide;  Report 
OF  Three  Cases.  Harold  R.  Bohlman,  Baltimore  {Journal 
AM. A.,  July  24,  1937;,  used  sulfanilamide  in  the  treatment 
of  three  cases  of  gas  gangrene.  It  appears  to  be  a valuable 
adjunct  in  this  respect  and  offers  great  promise  with  regard 
to  saving  of  limb  and  life.  Patient  1 had  received  10,000 
units  of  combined  gas  bacillus  antitoxin.  His  temperature 
rose  to  102  F.  on  the  second  day  and  fluctuated  in  an  irregu- 
lar manner.  Because  of  great  distention,  extensive  infection 
and  the  patient’s  toxicity,  amputation  seemed  to  offer  little 
hope.  His  prognosis  was  very  poor.  Sulfanilamide  therapy 
was  instituted  on  the  fifth  day,  5 grains  (0.3  Gm.)  every  six 
hours.  This  dose  was  continued  for  two  days,  followed  by 
two  tablets  every  six  hours  for  five  days  and  then  one  tablet 
every  three  hours  for  an  additional  two  days.  Eighteen  hours 
after  the  first  dose  of  sulfanilamide  the  patient’s  temperature 
was  normal,  he  had  no  toxic  symptoms  and  he  appeared 
quite  well.  Patient  2 had  a temperature  on  the  third  day 
of  100.4  F.,  with  a pulse  rate  of  95 ; marked  crepitation  of 
gas  could  be  felt  about  and  above  the  wound,  extending  to 
the  lateral  side  of  the  knee.  The  wound  was  discharging 
hemolyzed  blood.  Sulfanilamide  therapy  was  started,  five 
tablets  every  four  hours.  The  patient  received  25  grains  (1.6 
Gm.)  the  third  day  (the  first  day  of  this  therapy),  75  grains 
(6  Gm.)  the  fourth  day,  30  grains  (2  Gm.)  the  fifth  day  and 
45  grains  (3  Gm.)  the  sixth  day,  after  which  it  was  discon- 
tinued. His  temperature  ranged  from  normal  to  99  F.  plus 
until  the  tenth  day  and  thereafter  was  normal.  All  toxic 
symptoms  disappeared  on  the  second  day  of  sulfanilamide 
therapy.  Patient  3 was  admitted  to  the  Union  Memorial 
Hospital  in  a severe  state  of  shock.  She  had  been  injured  in 
an  elevator  accident  in  a hotel.  As  soon  as  her  condition  war- 
ranted, she  was  taken  to  the  operating  room  and  a guillotine 
amputation  of  the  right  leg  was  done  under  cyclopropane 
anesthesia  at  the  upper  third  of  the  thigh.  Amputation  was 
performed  above  the  fracture  area;  the  stump  was  closed 
in  the  usual  manner  with  two  cigaret  drains.  She  was  imme- 
diately given  prophylactic  doses  of  tetanus  antitoxin  and 
combined  gas  bacillus  antitoxin.  Her  temperature  on  admis- 
sion was  99.3,  rose  to  102.2  the  second  day,  and  was  103.3 
the  third  day,  with  a pulse  of  140  per  minute.  A culture  of 
the  wound  revealed  Bacillus  welchii.  The  leukocyte  count 
was  18,000.  Hemoglobin  was  70  per  cent.  Sulfanilamide  was 
administered,  four  tablets  of  5 grains  (0.3  Gm.)  each  with 
10  grains  (0.65  Gm.)  of  sodium  bicarbonate  every  four 
hours,  totaling  60  grains  (4  Gm.)  the  first  day,  85  grains 
(5.5  Gm.)  the  second  day,  65  grains  (4.3  Gm.)  the  third 
day,  40  grains  (2.6  Gm.)  the  fourth  day,  60  grains  (4  Gm.) 
the  fifth  day  and  40  grains  (2.6  Gm.)  the  sixth  day,  after 
which  it  was  discontinued.  Her  temperature  remained  ele- 
vated until  the  seventh  day,  when  it  dropped  to  98  and 
ranged  to  99.5,  being  normal  after  the  twenty-fifth  day.  Her 
pulse  remained  around  100  to  the  minute.  X-ray  examina- 
tion of  the  stump  on  the  second  day  revealed  gas  pockets. 
The  urine  on  the  second  day  showed  albumin  2 plus,  sugar 
1 plus  and  numerous  hyaline  casts,  but  thereafter  was 
normal.  Quantitative  determination  of  sulfanilamide  in  the 
blood  on  the  fourth  day  revealed  8.4  mg.  per  hundred  cubic 
centimeters.  As  soon  as  gas  bacilli  were  discovered  in  the 
discharge  on  the  second  day,  the  sutures  in  the  stump  were 
removed;  there  has  been  some  necrosis  and  sloughing.  The 
wound  is  at  present  granulating  and  the  patient  is  progress- 
ing well  toward  complete  recovery. 
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FUTURE  MEDIC.\L  DEMANDS* 
Arthur  C.  Crookall,  M.D. 

SEATTLE,  WASH. 

One  of  the  final  duties  of  your  president  is  to 
give  a report  of  his  stewardship  and  any  construc- 
tive suggestions  that  have  been  brought  to  his  at- 
tention from  the  experience  gained  during  his  term 
of  office.  The  many  things  that  your  officers  did  and 
attempted  to  do  outside  of  our  usual  routine  of 
former  years  I shall  not,  on  account  of  lack  of 
time,  attempt  to  discuss.  The  plans  that  were  made 
and  in  part  accepted  by  your  trustees  to  adjust 
ourselves  to  the  state  Social  Security  Act,  the  Re- 
settlement Administration,  the  Maternal  and  Child 
Welfare  and  Crippled  Children  Acts  and  plans 
for  cooperation  with  the  State  Health  Department, 
are  more  or  less  tentatively  formulated  and  will 
take  time  to  put  into  effect.  Several  years  may  be 
necessary  to  make  a complete  adjustment  of  these 
matters. 

In  all  our  relations  with  the  Federal  and  State 
Departments  we  have  shown  a complete  willingness 
to  cooperate  so  long  as  the  plans  did  not  infringe 
on  the  fundamental  principles  of  the  American 
Medical  Association,  and  so  long  as  they  were 
formulated  primarily  to  improve  public  health  and 
the  condition  of  these  individuals  of  whom  it  is 
claimed  that  adequate  medical  care  is  not  always 
available.  The  work  that  lies  ahead  for  your  in- 
coming state  and  county  officers  is  even  greater  than 
we  have  had  to  contend  with  the  last  year,  for  it 

* President’s  Address.  Read  before  the  Forty-eighth  An- 
nual Meeting  of  Washington  State  Medical  Association, 
Seattle,  Wash.,  July  19-21,  1937. 


is  much  simpler  to  make  plans  than  it  is  to  put 
them  into  operation. 

At  this  time  I must  take  the  opportunity  to  thank 
Mr.  Percy  Gilbert  of  the  State  Welfare  Depart- 
ment, Mr.  Harry  House  of  Pierce  County  Medical 
Bureau,  and  Mr.  John  Schlarb  of  Tacoma  for  the 
time  and  technical  advice  which  they  so  kindly 
rendered  our  Social  Security  Committee  under  the 
untiring  leadership  of  Dr.  L.  A.  Hopkins.  To  this 
committee  and  the  Committees  on  Social  Hygiene, 
Cancer,  Syphilis,  Tuberculosis,  Maternal  and  Child 
Welfare  and  Public  Health  and  Sanitation,  I can 
only  point  with  pride.  Their  work  emphasizes  the 
fact  that  the  medical  profession  as  a group  is  at  all 
times  either  willing  to  lead  or  cooperate  with  any 
intelligent,  sincere  organization  in  raising  the  plane 
of  medical  service  and  in  making  American  medi- 
cine both  adequate  and  available  to  all,  as  fast  as 
our  economic  and  social  development  will  allow. 

There  are  two  matters  that  I wish  to  discuss  with 
you  today.  One  is  the  inadequacy  of  our  present 
internal  working  organization ; the  other  is  the  nec- 
essity of  taking  an  active  part  in  the  formation  of 
any  social  welfare  plans,  whether  county,  state  or 
federal,  that  involve  the  furnishing  of  medical  care 
and  participating  in  the  formulation  of  public 
opinion  so  far  as  the  practice  of  medicine  is  con- 
cerned. 

Regarding  our  own  internal  working  organiza- 
tions. As  I see  it,  our  state  force  is  not  at  present 
adequate  for  the  enormous  amount  of  very  impor- 
tant work  that  lies  ahead  of  us.  During  the  latter 
part  of  my  term  of  office  I was  continually  beset 
with  a feeling  of  futility  and  helplessness.  I felt 
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like  the  captain  surrounded  by  his  trusted  pilots 
and  other  committee  officers,  but  no  engineer  to 
keep  the  ship  running.  We  knew  where  we  wanted 
to  go,  we  had  our  directional  policy,  our  course 
was  chartered  along  the  well  laid  principles  and 
rules  of  the  past,  but  there  was  no  engineer,  no 
technical  assistance,  and  your  cabin  officers  had 
continually  to  be  going  down  into  the  hold  to 
shovel  on  coal  to  keep  the  boat  under  headway. 

Any  organization  which  represents  the  welfare 
of  any  large  group,  whose  future  to  a large  extent 
depends  upon  the  efficiency  of  that  organization, 
must  have  a sufficient  and  well  balanced  paid  per- 
sonnel to  make  a rational  and  efficient  set-up. 
Almost  all  organizations,  whether  they  be  labor 
unions  or  large  industrial  companies,  have  a suffi- 
cient number  of  full-time  paid  employees  who  have 
the  interest  of  their  employers  at  heart  and  are 
technically  educated  to  perform  their  duties.  This 
is  not  true  of  our  association,  and  unless  such  a 
rationalization  is  at  once  begun,  I am  afraid  it 
is  going  to  result  in  extreme  dissatisfaction  among 
our  members,  loss  of  prestige  with  the  public  and 
a breakdown  of  the  extensive  plans  that  have  been 
formulated  during  the  past  year.  As  an  actual  mat- 
ter of  fact,  outside  of  our  Public  Health  League, 
which  so  competently  takes  care  of  our  political 
function,  we  do  not  have  as  much  paid  personnel 
as  you  will  find  in  the  office  of  the  average  city 
doctor.  We  can  no  longer  operate  under  this  plan. 
We  must  at  least  have  a competent  full-time  execu- 
tive secretary.  This  is  the  one  important  officer  in 
all  organizations  and  none  is  adequate  or  efficient 
unless  this  plan  is  followed. 

This  suggestion  is  not  original  with  me,  for  it 
has  been  advocated  by  each  and  every  one  of  our 
last  three  or  four  presidents,  and  nothing  has  been 
done  about  it.  But  now  a crisis  has  been  reached. 
An  executive  secretary  has  become  an  absolute 
necessity  at  once. 

Thirty  years  ago  the  functions  of  your  State 
Association  were  almost  entirely  social  and  scien- 
tific. Under  such  conditions  it  was  practical  to 
exist  with  a very  primitive  officerial  set-up.  Now, 
however,  the  duties  of  our  association  comprehend 
our  political  relationships,  our  economic  relation- 
ships and  problems  and  those  many  new,  complex 
sociologic  experiments  which  it  is  inherent  in  us 
to  help  solve,  in  partnership  with  our  county,  state 
and  federal  governments,  if  we  are  to  preserve 
that  part  of  medical  practice  which  makes  for  the 
higher  type  of  service,  the  only  type  of  adequate 
medical  care  consonant  with  our  higher  standards 
of  life. 


Regarding  our  potential  relationship  to  social  ; 
security  programs,  we  must  be  alert  to  recognize  :j 

that  a new,  and  to  some  of  us,  a disturbing  phil-  d 

osophy  of  government  in  its  relation  to  social  wel-  | 
fare  and  .security  has  arisen  during  the  last  decade 
and  we  must  adjust  ourselves  to  this  phenomenon. 
Walter  Lippman  has  ably  expounded  this  matter 
in  his  various  writings.  He  says: 

“It  has  been  clearly  established  that  the  government  i 
must  henceforth  hold  itself  conscientiously  responsible  for  : 
the  maintenance  of  the  standard  of  life  prevailing  among 
the  people.  This  is,  I believe,  a new  imperative  which  takes 
the  place  alongside  the  older  imperatives  to  defend  the 
nation  against  attack  and  preserve  domestic  peace.  I am  ^ 
convinced  that  the  ability  to  protect  the  popular  standard 
of  life  is  an  indispensible  condition  of  the  survival  of  politi- 
cal institutions”;  and,  as  he  further  shows:  “the  point  is 
that  a radically  new  conception  of  the  functions  of  govern- 
ment was  established  in  the  autumn  of  1929.  Only  those 
who  have  forgotten  the  inclusive  and  persistent  experi- 
mentation before  March,  1933,  can,  I think,  fail  to  see  that 
most  of  President  Roosevelt’s  recovery  program  is  an  evo- 
lution from  Mr.  Hoover’s  program;  that  there  is  a con- 
tinuity of  principle;  that  both  programs  are  derived  from 
the  unprecedented  doctrine  that  the  government  is  charged  | 
with  responsibility  for  the  successful  operation  of  the  eco-  ; ' 
nomic  order  and  the  maintenance  of  a satisfactory  standard 
of  life  for  all  classes  in  the  nation.” 

Under  this  new  social  philosophy  the  medical  <> 
profession  is  profoundly  involved,  for  a satisfactory  i 
standard  of  life  presumes,  among  other  funda- 
mental things,  adequate,  available  medical  care. 

It  is  in  a plan  to  make  this  care  available  to  the 
unemployed,  the  indigent  and  those  employed  on 
extremely  low  wages  that  the  Medical-Dental  So- 
cial Security  plan  was  formulated  by  the  Social 
Security  Department  of  your  state  government  in 
conjunction  with  your  state  medical  and  dental 
associations.  Individually  and  collectively  the 
medical  profession  must  utilize  the  best  it  has  in 
giving  these  plans  a fair  trial.  Evasion  of  this  re- 
sponsibility now  means  complete  loss  of  autonomy 
to  medicine,  a result  which  would  be  disastrously 
subversive  to  both  the  physician  and  the  public. 

The  future  of  scientific  medicine  depends  upon 
freedom  of  our  profession  to  think,  to  act,  to  lead; 
and  our  freedom  depends,  in  turn,  upon  the  quality 
and  intelligence  of  our  leadership.  We  do  not  desire 
to  become  that  army  of  robots,  to  whom  the  word 
“obedience”  supersedes  that  of  “science”  as  sug- 
gested at  the  recent  Atlantic  City  meeting  by  the 
Senator  from  Illinois.  It  is  our  hope  to  escape  the 
deterioration  always  subsequent  to  overcentraliza- 
tion and  bureaucracy.  We  are  not  ready  to  sacri- 
fice medical  science  to  political  opportunism.  The 
obvious  fact  that  we  are  a minority  group  need 
not  daunt  us,  for  by  close  organization  and  coop- 
eration we  can  exert  a wide  influence.  The  strength  I 


September,  1937 


MEDICAL  DEMANDS CROOKALL 


297 


of  organized  minorities,  intelligently  wielded,  is 
everywhere  apparent. 

It  is,  after  all,  within  our  own  group  that  we 
will  find  one  of  our  major  problems,  that  of  arriv- 
ing at  a high  degree  of  unanimity  and  of  educating 
our  own  members  to  a realization  of  the  menace 
to  our  freedom  and  of  awakening  a determination 
to  act.  We  must  recognize  what  research  in  the 
social  sciences  shows  conclusively,  that  an  unprece- 
dented situation  exists  throughout  the  world,  creat- 
ed by  the  increase  in  literacy  and  the  vast  improve- 
ment in  the  means  of  communication.  Now  for  the 
first  time  in  history  we  are  confronted  with  mass 
opinion  everywhere,  as  the  final  determinant  of 
political,  social  and  economic  action.  Its  surging 
impact  upon  events  is  characteristic  of  our  age. 
Societies  are  growing  volatile  and  explosive  to  as 
yet  an  unappreciated  degree.  But  psychologists 
aver  that  mass  intelligence  itself  has  not  been 
raised.  These  new  forces,  therefore,  must  be  in- 
telligently directed,  if  we  are  to  avert  disaster.  The 
danger  is  that  they  can  be  so  easily  misdirected 
and  perverted  by  selfish  or  unenlightened  leadership. 

It  is  significant  that  professor  Poole,  Director 
of  the  School  of  Business  and  International  Affairs, 
Princeton  University,  has  launched  a quarterly 
publication  called  “Public  Opinion,”  devoted  to  re- 
search in  that  new  science,  the  study  of  public 
opinion  both  objectively  as  to  forces  and  sub- 
jectively as  to  methods  and  technics.  I quote  from 
professor  Poole: 

“Today  no  important  executive  branch  of  Government 
is  without  its  press  bureau  under  one  name  or  another. 
Senators  and  congressmen  must  maintain  sizeable  staffs  to 
handle  their  correspondence  with  great  numbers  of  con- 
stituents. Private  polls  are  taken  on  all  public  questions. 
* * * Business  also  is  involved.  In  the  case  of  large  enter- 
prises, the  manufacturer  can  no  longer  concern  himself 
solely  with  manufacturing  nor  the  merchant  with  mer- 
chandising. The  public  must  be  dealt  with.” 

Of  one  thing  we  are  certain;  the  vociferous  mass 
of  today  does  not  accept  unquestioningly  the  in- 
stitutions or  attitudes  of  yesterday.  When  we  make 
a statement  concerning  medicine,  we  must  state 
our  reasons  and  we  must  do  so  in  terms  of  the 
welfare  of  the  public.  What  is  inimical  to  the  medi- 
cal profession  the  man  in  the  street  may  believe 
is  no  concern  of  his.  But  he  can  be  made  to  under- 
stand that  what  harms  medicine  harms  the  public, 
harms  himself,  touches  his  health  as  well  as  his 
precious  pocket-book,  and  that  is  very  much  his 
concern. 

Dean  Carl  W.  .Ackerman  of  the  Graduate  School 
of  Journalism  of  Columbia  University,  speaking 
before  the  last  meeting  of  the  Medical  Society  of 
New  York  State,  said: 


“.After  twenty-five  years  of  observation  and  study  of 
peoples  abroad  and  at  home,  during  periods  of  prosperity, 
war,  depression  and  revolution,  I have  been  convinced  that 
the  preservation  of  what  we  cherish  in  our  present  civiliza- 
tion will  be  in  direct  proportion  to  the  advancement  of  our 
knowledge  of  public  opinion.  I look  to  science  for  leader- 
ship in  this  new  field  of  research.  * * * Public  demand 
for  socialized  medicine  and  the  legislative  and  administra- 
tive encroachments  on  the  physician’s  hitherto  accepted 
rights  are  symptoms,  not  the  cause,  of  the  prevailing 
opinion  of  mankind.  While  it  may  be  necessary  for  you  in 
self-defense  to  augment  your  public  activities  to  deal  with 
these  symptoms,  you  cannot,  in  my  opinion,  correct  the 
fundamental  causes  until  you  begin  to  study  and  under- 
stand them.” 

It  is  obvious  that  the  doctor  needs  public  opinion 
as  much  as  he  needs  patients.  But  public  opinion 
is  often,  like  the  patient,  sadly  in  need  of  a doctor. 
Let  us  then,  as  doctors,  consider  that  powerful 
but  oft-neglected  patient.  For  public  opinion  often 
gives  evidences  of  indigestion,  of  improper  diet; 
it  has  its  edemas,  its  psychoses,  its  myopic  per- 
spectives. But  its  power  over  civilization  is  greater 
than  that  of  the  atom  or  the  cosmic  ray.  It  is  the 
life  or  death  of  civilization.  Therefore,  it  is  our 
duty  to  diagnose  public  opinion  in  matters  that 
affect  medical  science  directly,  and  indirectly  the 
welfare  of  the  people,  and  to  prescribe  for  the  ail- 
ment. If  it  is  feeding  on  unwholesome  food,  let  us 
prescribe  a diet  of  truth  and  of  education;  if  its 
life-blood,  publicity,  is  contaminated,  let  us  try 
a transfusion  and  ourselves  be  the  donors;  let  us 
by  proper  methods  raise  its  hemoglobin  count. 
Then,  when  our  patient  is  again  sound  of  body 
and  clear  of  vision,  scientific  medicine  will  have 
nothing  to  fear.  ^ 

In  order  to  become  a moulder  of  public  opinion, 
we  must  keep  ourselves  in  close  touch  with  it. 
The  political  thinking  of  an  intellectual  group  be- 
comes sterile,  once  it  is  divorced  from  the  political 
thinking  of  the  man  in  the  street.  To  become  more 
effective  as  we  become  more  efficient,  we  must 
learn  to  speak  in  terms  that  can  be  understood  by 
the  rank  and  file. 

In  closing,  we  may  not  be  able  entirely  to  pre- 
serve the  status  quo  of  the  policies  and  practices 
of  medicine,  but  we  can  save  much  that  is  useful 
to  humanity  and  to  ourselves,  and  we  can  do  this 
only  by  ( 1 ) an  efficient,  intelligent  working  organi- 
zation, (2)  cooperation  with  allied  agencies  and 
government  departments,  (3)  participation  in  the 
formulation  of  public  opinion,  and  (4)  exertion  of 
a leadership,  both  inside  and  outside  of  politics, 
for  the  protection  and  advances  of  medical  science 
and  medical  freedom.  .Above  all,  freedom  of  science 
should  be  as  sacred  a tenet  to  every  citizen  as  is 
freedom  of  speech. 
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MANAGEMENT  OF  THE  VOMITING 
CHILD* 

F.  C.  Rodda,  M.D. 

MINNEAPOLIS,  MINN. 

In  a pediatric  practice,  by  far  the  most  frequent 
presenting  complaint  is  that  of  vomiting.  Vomit- 
ing in  the  infant  does  not  have  the  same  portent 
that  it  has  in  the  adult.  You  recall  the  old  adage, 
“a  vomiting  child  always  thrives.”  Physiologically, 
the  tonus  of  the  cardia  of  the  infant  stomach  is 
low  so  that  regurgitation  is  easy.  In  fact,  you  can 
often  pour  milk  out  of  a fully  fed  baby  by  simply 
inverting  it.  This  ability  is  of  great  advantage  to 
the  infant,  for  it  permits  of  the  easy  expulsion  of 
improper  food  or  too  much  food  or  air,  of  which 
much  is  swallowed  by  every  baby  during  the  nurs- 
ing act.  On  the  other  hand,  vomiting  may  have 
grave  significance,  if  it  is  excessive  and  protracted. 

The  greatest  error  made  in  determining  the  cause 
of  vomiting  is  in  overlooking  the  fact  that  it  is  a 
two-sided  problem.  We  may  look  for  the  cause  in 
the  food  rather  than  in  the  patient,  or  we  may 
search  for  the  cause  in  the  child  when  it  lies  with 
the  food.  To  illustrate:  What  good  does  it  do  to 
change  the  formula  in  a case  of  severe  pyloric 
stenosis,  when  no  food  can  get  through?  Converse- 
ly, why  give  a child  calomel  when  the  cause  of  vom- 
iting is  a grossly  improper  food?  The  age  incidence 
of  vomiting  can  also  be  of  help  to  us.  We  would 
not  look  for  the  vomiting  of  pyloric  stenosis  in  a 
one-year-old  child,  nor  for  cylic  vomiting  in  a 
newborn.  Most  of  our  missed  diagnoses  occur,  not 
from  lack  of  knowledge  but  rather  the  failure  to 
recall  the  things  we  do  know  and  to  apply  them 
in  the  case  in  hand. 

There  are  literally  scores  of  causes  of  vomiting. 
It  would  be  cumbersome  to  cite  all  of  them  and  give 
appropriate  treatments  in  tabulated  form.  However, 
intelligent  management  must  encompass  the  whole 
field  of  possibilities.  It  may  help  in  simplification 
to  classify  them  in  types  of  related  causes  and  in 
two  age  groups. 

I.  Types  of  vomiting  in  the  newborn. 

1.  Obstructive. 

a.  Congenital  atresia  of  the  esophagus. 

b.  Congenital  stenosis  and  spasm  of  the  esophagus. 

c.  Pylorospasm  and  pyloric  stenosis. 

d.  Atresia  or  stenosis  of  the  tract  beyond  the  stomach. 

e.  Congenital  adhesive  bands. 

2.  Birth  injuries. 

a.  Of  the  central  nervous  system,  such  as  cerebral  hem- 
orrhage or  edema. 

b.  Of  some  abdominal  viscus,  such  as  rupture  of  the 
liver. 

• Read  before  the  Sixteenth  Annual  Meeting  of  Pacific 
Northwest  Medical  Association,  Great  Falls,  Mont.,  July 
15-17,  1937. 
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3.  Some  of  the  causes  which  operate  as  in  later  life,  espe- 
cially inflammatory. 

II.  Types  of  vomiting  in  infancy  and  childhood. 

1. Due  to  swallowed  air,  improper  clothing,  excessive 
handling. 

2.  Due  to  inappropriate  food,  too  great  volume  of  food. 

3.  .'\llergic. 

4.  Habitual,  rumination. 

5.  Due  to  reflex  irritation  such  as  brain  tumor,  hydro- 
cephalus, eye  strain. 

6.  Cylic  vomiting. 

7.  Neurotic  vomiting  (a  behavior  problem). 

8.  Spasmodic. 

a.  Idiopathic. 

b.  From  presence  of  foreign  body. 

9.  Toxic.  Accompanying  infections  as  pneumonia  and 
in  uremia. 

10.  As  a prodromal  symptom. 

11.  Infectious. 

a.  Enteral,  of  the  intestinal  mucosa,  as  ulcerative 
colitis. 

b.  Parenteral,  outside  the  tract,  as  in  the  mastoid 
bone. 

12.  Obstructive,  such  as  in  intussusception,  volvulus, 
strangulated  hernia,  paralyticileus,  diaphragmatic 
hernic. 

13.  .\nhydremia  or  dehydration. 

The  differentiation  of  the  varying  causes  of  vom- 
iting is  usually  not  difficult  and  the  pathologic 
anatomy  is  usually  not  complicated.  However,  a 
brief  discussion  of  a few  unusual  conditions  might 
be  of  help. 

In  congenital  atresia  of  the  esophagus,  the  infant 
from  the  very  first  can  take  but  a few  drops  of 
liquid  at  a time  and  the  effort  is  accompanied  by 
vomiting,  choking  and  cyanosis.  At  the  juncture 
of  the  upper  and  middle  thirds  of  the  esophagus, 
the  tube  ends  in  a cul-de-sac.  Unfortunately,  in 
most  cases,  the  portion  of  the  esophagus  below  the 
obstruction  is  patent  and  communicates  directly 
with  the  trachea.  Therefore,  food  introduced 
through  gastrostomy  may  be  forced  into  the  trachea 
with  regurgitation;  the  infant  suffocates  or  dies 
from  subsequent  pneumonia.  An  operative  technic 
for  gastrostomy  and  closure  of  the  opening  in  the 
esophagus  has  been  worked  out  with  a present  mor- 
tality rate  of  100  per  cent.  Starvation  is  the  alter- 
native. Spasm  and  milder  degrees  of  stenosis  may  be 
overcome  by  the  passage  of  graduated  bougies. 

The  differential  diagnosis  of  pylorospasm  and 
pyloric  stenosis  is  difficult.  There  are  no  pathog- 
nomic signs  or  symptoms.  It  is  often  difficult  to 
feel  the  tumor,  and  retention  or  nonretention  of 
the  barium  mixture  in  the  stomach  is  often  mis- 
leading. Trial  and  error  is  the  best  way  out.  If 
with  lavage,  gavage,  thick  feedings  and  large  doses 
of  atropine,  the  vomiting  decreases,  volume  of  stool 
increases  and  the  baby  gains  in  weight,  by  all  means 
continue.  If  the  reverse  is  true,  turn  to  surgery 
promptly. 
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The  character  of  the  vomitus  is  of  great  help 
in  determining  the  level  of  an  obstruction.  One 
never  recovers  bile  in  a simple  pyloric  stenosis. 
If  the  stomach  cannot  force  food  by  the  pylorus, 
by  the  same  token  the  duodenum  will  not  be  able 
to  force  bile  back  into  the  stomach.  If  the  vomitus 
contains  stomach  contents  with  much  bile  and 
no  fecal  material,  the  obstruction  is  surely  along 
the  duodenum  beyond  the  ampulla  of  Vater.  Fecal 
vomiting  localizes  the  obstruction  at  a lower  level. 

Cylic  vomiting  is  a rather  rare  condition  found 
in  older  children,  with  sudden,  unexplained  onset, 
which  lasts  from  one  to  five  days  and  terminates 
abruptly  without  sequelae,  being  repeated  every 
few  weeks  or  months.  It  is,  as  yet,  little  understood. 
It  is  most  apt  to  be  found  in  an  undernourished, 
neurotic  child.  One  theorizes  that  these  cycles  are 
associated  with  upper  respiratory  infection  and  the 
removal  of  infected  tonsils  and  adenoids  and  the 
cleaning  up  of  diseased  sinuses  may  effect  a cure. 
Certain  it  is,  that  it  is  a much  less  common  symp- 
tom than  in  former  years  and  I believe  the  indicated 
surgical  procedure  has  been  a factor  in  its  de- 
creased incidence. 

Experimentally  induced  anhydremia  in  animals 
will  produce  vomiting  and  thus  set  up  a vicious 
circle.  We  have  reasons  to  believe  that  dehydration 
of  itself  will  produce  the  same  results  in  the  child. 
Again,  protracted  vomiting  in  the  infant,  for  rea- 
sons which  will  be  discussed  later,  predisposes  to 
the  setting  up  of  a concomitant  diarrhea  which 
further  depletes  the  body  of  fluids. 

The  management  of  these  cases  depends  upon 
the  cause  of  vomiting  and  also  the  end-results. 
Vomiting  in  the  child  coming  down  with  scarlet 
fever,  a prodromal  symptom,  requires  no  treatment 
per  se.  On  the  other  hand,  in  an  infant  who  has 
vomited  for  days,  a certain  train  of  events  is  set  up 
which  may  have  disastrous  results.  These  results 
are: 

1.  Loss  of  weight. 

2.  Dehydration,  as  evidenced  by  depressed  fon- 
tanel, sunken  eyes,  loss  of  elasticity  of  the  skin. 
This  dehydration  may  result  in  the  reduction  of 
the  blood  volume  to  as  low  as  one-sixth  of  its  nor- 
mal, the  circulation  being  greatly  impeded. 

3.  The  infant  with  protracted  vomiting  is  ill  in 
more  ways  than  one.  Its  nutrition  is  poor;  it  is  de- 
hydrated; its  gastric  secretion  is  depleted  of  HCl; 
its  digestive  capacity  is  greatly  reduced.  Large  rub- 
bery curds  pass  on  into  the  bowels;  the  normal 
bacterial  flora  of  the  intestines  is  disturbed  and 
frequently  diarrhea  adds  to  the  infant’s  distress. 


4.  The  continuous  loss  of  HCl  by  vomiting  and 
retention  of  bicarbonate  ions  may  terminate  in  al- 
kalosis. The  Van  Slyke  CO2  combining  power  may 
be  increased  to  100  volume  per  cent,  compared  to 
a normal  of  50  per  cent.  Characteristic  symptoms 
of  this  are  depressed,  irregular  breathing,  apneic 
pauses  with  cyanosis.  The  alkalosis,  if  persistent, 
may  induce  tetany,  convulsions  and  death. 

With  such  a wide  variety  of  causes  and  compli- 
cations, it  is  rather  difficult  to  lay  down  general 
rules  for  the  treatment  of  every  vomiting  child. 
However,  some  suggestions  may  be  offered  under 
the  following  captions: 

1.  Establishment  of  a reasonable  technic  of 
nursing,  handling  and  clothing. 

2.  Selection  of  appropriate  food  of  proper  con- 
centration. 

3.  Management  of  habitual  vomiting. 

4.  Management  of  neurotic  vomiting. 

5.  Management  of  vomiting  in  toxemias. 

6.  Management  of  vomiting  as  a result  of  paren- 
teral infection. 

7.  Management  of  vomiting  as  a result  of  ob- 
struction. 

8.  Control  of  anhydraemia. 

1.  Vomiting  in  the  nursling  is  controllable  to  a 
large  extent.  The  stomach  digests  its  meal  in  about 
three  hours.  Therefore,  a longer  interval  of  nursing, 
from  three  to  four  hours,  is  preferable  to  a shorter 
one.  A healthy  baby,  at  normal  breasts,  gets  one- 
half  the  milk  it  obtains  in  the  first  two  and  one- 
half  minutes,  three-quarters  within  five  minutes. 
This  would  call  for  a reasonable  limit  of  time  for 
nursing,  say  from  ten  to  twenty  minutes. 

In  artificial  feeding,  the  opening  in  the  nipple 
should  be  appropriate  to  the  consistency  of  the 
formula  so  that  the  baby  may  get  the  food  in  a 
reasonable  length  of  time.  Should  the  opening  be 
too  large,  the  baby  will  get  its  food  too  quickly, 
choke  and  vomit.  Also,  with  too  short  a time  at  the 
nipple,  the  sucking  instinct  is  not  satisfied,  and 
such  babies  frequently  suck  the  hands  excessively. 
On  the  other  hand,  with  too  small  an  opening,  the 
baby  may  continue  nursing  for  an  hour  or  more 
and  still  not  be  satisfied. 

All  babies  during  nursing  swallow  much  air,  less 
when  fed  in  the  upright  posture.  After  feeding,  if 
the  baby  is  placed  in  a horizontal  position,  the 
swallowed  air  is  trapped  in  the  stomach.  It  is,  there- 
fore, always  wise  to  practice  the  grandmother’s 
stunt  of  permitting  the  baby  to  “belch,”  that  is, 
holding  it  over  the  shoulder  and  even  patting  its 
back.  This  should  be  done  before  nursing,  after 
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nursing  and  occasionally  it  may  be  demanded  dur- 
ing the  nursing  period.  Further,  if  the  child  is 
placed  in  its  crib  in  an  inclined  position,  with  its 
head  higher,  this  may  help.  It  is  harder  to  vomit 
uphill  than  downhill.  Naturally,  tight  obstruction 
binding  or  clothing  provokes  regurgitation.  Also 
excessive  clothing,  especially  during  the  warm 
weather,  leads  to  excessive  perspiration  and  con- 
sequent dehydration  which  of  itself  may  induce 
vomiting. 

2.  We  should  exercise  due  care  in  the  kind  and 
amount  of  food  given.  Overfeeding  may  produce 
vomiting,  which  is  seldom  serious.  Usually,  such 
a baby  has  numerous  stools,  becomes  fat  and  lazy 
and  develops  eczema.  The  greatest  error  made  in 
feeding  babies  is  the  employment  of  weak,  sloppy 
mixtures;  for  instance,  one-third  milk,  two- thirds 
water  and  a little  sugar.  In  order  to  get  sufficient 
calories  to  satisfy  its  hunger,  the  baby  must  take 
enormous  amounts  of  such  a formula  and  vomits 
purely  from  lack  of  capacity  to  retain  it.  It  may 
be  well  to  recall  that  von  Pirquet  found  he  could 
feed  babies,  even  prematures,  whole  cow’s  milk, 
fortified  with  granulated  sugar  up  to  19  per  cent. 
It  is  not  a recommended  mixture,  still  many  babies 
were  able  to  handle  it. 

Have  your  feedings  concentrated  to  a volume 
the  baby  can  hold.  If  the  baby  needs  more  liquid, 
water  can  be  given  between  meals.  Since  sweet 
cow’s  milk  has  a high  buffer  value  to  acid  and 
since  with  vomiting,  there  is  a loss  of  hydrochloric 
acid,  it  would  be  logical  to  use  acidified  milk  in 
these  cases.  Lactic  acid  milk  with  corn  syrup  added 
is  the  cheapest  and  most  practical.  Naturally,  the 
vomiting  of  spioiled  food  is  an  act  of  self-preserva- 
tion. Too  much  fat  in  the  feeding,  such  as  top 
milk  and  cream  mixtures,  by  greatly  delaying  the 
emptying  time  of  the  stomach,  may  induce  excessive 
vomiting. 

Vomiting  may  be  an  expression  of  allergy  to 
cow’s  milk.  We  had  an  infant  who  vomited  and  had 
severe  convulsions  every  time  it  was  given  cow’s 
milk.  It  throve  beautifully  on  goat’s  milk.  We 
know  that  the  prolonged  boiling,  drying  or  evap- 
oration of  cow’s  milk  will  decrease  its  allergic 
capacity.  We  also  have  baby  foods  such  as  sobee, 
almond  lac  and  cemac,  containing  no  cow’s  milk. 

3.  Treatment  of  habitual  vomiting  falls  largely 
on  principles  of  physics.  It  is  easier  to  pour  water 
out  of  a cup  than  thick  cereal.  It  is  likewise  easier 
for  the  baby  to  vomit  a thin  mixture  than  a thick 
one.  The  stomach  in  its  contractions  has  a definite 
forward  pushing  effect,  known  as  peristolic  action. 


which  can  be  exercised  on  thick  stomach  contents 
but  not  on  a liquid.  Feedings,  therefore,  should 
be  a suitable  formula,  thickened  with  10  to  15  per 
cent  flour  or  wheat  cereal  and  cooked  for  one  to 
two  hours,  to  be  fed  by  spoon  or  through  a nipple 
from  which  the  end  has  been  cut.  In  older  children, 
give  thick  or  solid  foods  and  absolutely  no  liquids 
at  meal  times.  Much  time  and  patience  will  be  re- 
quired, because  these  children  apparently  enjoy  this 
exasperating  antic. 

4.  Much  vomiting  encountered  in  children  is  a 
pure  behavior  problem.  It  frequently  starts  from 
bad  habits  of  feeding  in  infancy;  the  persistence 
of  feeding  of  “pap”  in  older  children  so  that  they 
learn  to  swallow  solid  foods  far  too  late;  it  may 
result  as  a defense  mechanism  of  the  child  against 
being  forced  to  take  more  food  than  it  needs;  it 
may  be  an  expression  of  a desire  to  get  special 
attention  in  the  home;  in  older  children,  it  is  often 
the  expression  of  a maladjustment  in  school  or 
social  life.  Treatment  requires  patient  study  to  de- 
termine the  cause  and  tactful  handling  to  overcome 
it.  Oftentimes  a change  of  environment,  such  as  a 
stay  in  the  hospital  or  a visit  with  relatives  in  an- 
other home,  may  be  of  help.  Sometimes  a little  co- 
operation with  the  teacher  will  assist  in  overcoming 
the  vomiting  of  the  unhappy  school  child. 

5.  Vomiting  depending  upon  toxic  action  such  as 
accompanies  a grippal  infection,  pneumonia,  men- 
ingitis, etc.,  runs  concomitantly  with  the  causal  in- 
fection. We  are  concerned  in  these  cases  primarily 
with  getting  fluids  into  the  body  and  food  only 
secondarily. 

6.  Frequently,  especially  in  the  infant,  when  one 
can  find  no  surgical  cause  and  all  other  efforts  to 
correct  it  have  been  expended,  vomiting  still  per- 
sists. It  is  surprising  how  often  hidden  infections 
in  the  nose,  throat,  sinuses,  middle  ear,  mastoid  or 
kidneys  will  be  found.  Such  vomiting  may  persist 
for  weeks  or  even  months.  Treatment  consists  in 
clearing  up  these  focal  infections. 

7.  Vomiting  due  to  mechanical  obstruction  re- 
quires mechanical  treatment,  that  is,  surgical  inter- 
vention. If  it  is  due  to  a spasm  from  the  irritation 
of  a foreign  body,  its  removal  cures  the  disorder. 
If  due  to  pyloric  stenosis,  the  cutting  of  the  con- 
stricting fibers  is  the  cure.  If  due  to  obstruction, 
such  as  stenosis,  atresia,  hernia,  volvulus,  the  treat- 
ment is  a surgical  task.  We  are  not  concerned  with 
the  surgical  technic  in  our  discussion. 

8.  In  our  severely  dehydrated  cases,  of  course, 
the  first  effort  should  be  to  restore  water  balance. 
The  first  point  would  be  to  determine  what  type 
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of  liquid  should  be  used.  In  persistent  vomiting, 
with  loss  of  HCl,  leading  to  alkalosis,  our  choice 
should  be  an  acid-forming  mixture  rather  than  an 
alkaline  one,  and  normal  saline  solution  is  the 
choice.  This  should  be  given  in  the  most  practical 
way.  If  there  is  no  diarrhea,  fluid  can  be  intro- 
duced through  the  bowel.  In  severer  cases,  the  nor- 
mal saline  should  be  given  subcutaneously,  intra- 
peritoneally,  intravenously  or  a combination  of  all 
three.  In  the  presence  of  tetany,  as  presented  by 
carpopedal  spasm  and  convulsions,  immediate  treat- 
ment must  be  instituted.  The  inhalation  of  30  per 
cent  COo  in  oxygen  will  dispel  the  alkalosis,  or 
the  giving  of  sterile  5 per  cent  calcium  chloride 
intravenously,  in  the  amount  of  about  four  grains 
per  pound,  may  be  a life  saving  measure. 

SUMMARY 

The  management  of  the  vomiting  child  calls  for 
an  appraisal  of  whether  it  lies  primarily  with  the 
food  or  some  disorder  of  the  child.  If  it  concerns 
the  food,  an  appropriate  formula  of  sufficient  con- 
centration with  a reasonable  technic  of  feeding  will 
usually  suffice.  In  habitual  vomiters,  employ  thick 
feedings.  Neurotic  vomiting  should  be  handled  on 
a psychologic  basis.  In  reflex  vomiting,  remove  the 
irritant  if  possible.  Obstructive  vomiting  calls  for 
mechanical  relief  of  the  obstruction.  Always  look 
for  hidden  focal  infection  in  persisting  vomiting. 
In  the  presence  of  dehydration,  we  should  attempt 
to  restore  body  fluids  as  promptly  as  possible  and, 
if  tetany  and  convulsions  are  present,  carbon  diox- 
ide and  calcium  chloride  should  be  administered. 


CANCER  OF  THE  BREAST  IN  THE  YOUNG* 
Leslie  L.  Nunn,  M.D. 

VANCOUVER,  WASH. 

Cancer  of  the  breast  in  the  adolescent  individual 
and  during  childhood  is  of  sufficient  rarity  to  stimu- 
late unusual  interest  among  the  medical  profession 
each  time  a case  comes  to  light.  References  in  the 
literature  and  in  standard  surgical  publications  are 
extremely  scanty  regarding  breast  cancer  in  the 
\mung,  whereas  cancer  elsewhere  in  the  body  is 
certainly  not  a surgical  curiosity. 

Diligent  research  has  not  been  productive  of  any 
one  predisposing  factor  which  might  be  blamed 
for  the  appearance  of  cancer  in  the  breast  of  a 
young  patient.  One  is  confronted  with  conflicting 
theories  in  that  Simons’  states  that  women  who 

* Read  before  the  Forty-eighth  Annual  Meeting  of  Wash- 
ington State  Medical  Association.  Seattle,  Wash.,  July 
19-21,  1937. 

1.  Boyd:  Textbook  of  Pathology,  Second  Edition.  Lea  & 
F'ebiger,  Philadelphia.  1937. 


have  not  had  children  and  those  who  have  not 
nursed  their  children  are  more  predisposed  to  mam- 
mary cancer,  whereas  Lehman  makes  the  bold  state- 
ment that  suckling  is  a direct  protection  against 
breast  cancer;  the  latter  statement  is  indeed  a fal- 
lacy. I believe  one  is  safe  in  stating,  or  at  least  in 
inferring,  that  at  present  we  can  draw  no  conclu- 
sions regarding  a predisposing  factor  on  any  single 
etiologic  point  which  might  lead  to  breast  cancer  in 
the  adolescent  patient.  At  least  five  patients  in  the 
series  which  I have  reviewed  have  given  a history 
of  trauma  to  the  breast;  this  in  my  opinion,  how- 
ever, is  only  coincidental  and  probably  has  no  bear- 
ing on  the  disease. 

The  youngest  patient  whom  I have  been  able  to 
find  recorded  was  eleven  years  old.  The  growth 
had  been  present  for  several  years  and  its  sudden 
rapid  growth  was  in  the  opinion  of  the  parents  due 
to  a traumatic  injury.  Brewer’s^  case,  a girl  of  six- 
teen, developed  cancer  in  an  intracanalicular  ade- 
nopapilloma  which  had  been  present  as  long  as  she 
could  remember  but  started  growing  rapidly  follow- 
ing a blow. 

The  connection  between  trauma  and  the  develop- 
ment of  cancer  is  still  a moot  question  but  is  im- 
portant from  the  standpoint  of  compensation  and 
insurance;  some  states,  including  our  own,  recog- 
nize the  production  of  cancer  from  trauma.  It  is 
safe  to  say  that  there  is  no  specific  case  on  record 
in  which  it  can  be  definitely  proved  that  an  injury 
was  the  direct  cause  of  the  cancer  because  it  is  not 
possible  to  say  the  tumor  was  not  there  previously. 
Only  the  experimental  production  of  a cancer  by  a 
single  trauma  would  be  proof.^ 

The  intrinsic  factors  may  have  more  bearing  on 
the  production  of  cancer  than  does  trauma.  Two 
cases  of  this  series  reported  by  Leschoziner’  were 
sisters  fourteen  and  nineteen  years  of  age  respec- 
tively. Their  mother  and  two  sisters,  twenty-one 
and  twenty-two  years  old,  all  died  of  cancer  of  the 
breast.  It  would  seem,  then,  that  the  familial  ten- 
dency to  breast  cancer  at  an  early  age  was  a strong 
predisposing  factor  in  these  cases. 

INCIDENCE 

VVe  are  faced  with  considerable  difficulty  in  draw- 
ing accurate  conclusions  regarding  the  occurrence 
of  breast  cancer  in  young  patients.  In  statistical 
reports  from  large  institutions  they  are  usually  seg- 
regated in  decades,  beginning  with  the  third.  How- 
ever, out  of  a maze  of  figures  I have  been  able  to 

2.  Brewer,  U.  U. ; Carcinoma  of  the  Brea.st  at  Sixteen. 
Ann.  Surg.  46:  143-145,  July  1907. 

3.  Boyd:  Vide  1 supra. 

4.  Quoted  by  Boyd:  Vide  1 .supra. 
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glean  a few  salient  points  to  demonstrate  the  rela- 
tive rarity  of  this  condition.  Nathanson  and  Welch,”’ 
in  reporting  2,190  cases  of  breast  cancer  from  two 
state  insttitutions,  found  no  cases  under  twenty. 
Harrington,'’  in  reviewing  radical  breast  amputa- 
tions performed  at  The  Mayo  Clinic  from  1910  to 
date,  states  that  of  4,000  cases  only  two  patients 
were  less  than  twenty  years  old.  Lee  reports  a 
series  of  2,663  cases  with  no  patient  less  than  twen- 
ty-two years  of  age.  In  reviewing  the  mortality 
statistics  of  cancer  of  the  breast  for  1932  within 
the  registration  area  of  the  United  States,  only  nine 
patients  were  less  than  twenty  years  old.  Of  8,998 
cancer  deaths  in  the  state  of  Oregon  from  1920  to 
1929,  ninety-seven  patients  were  less  than  twenty 
years  old.  Not  one  of  these  died  of  cancer  of  the 
breast.  The  table  of  mortality  statistics  for  1934 
gives  twenty-three  patients  of  less  than  twenty 
years  in  13,171  cases  of  cancer  of  the  breast.  There 
were  three  males  and  twenty  females.  Krauss  and 
Kline'  quote  the  census  report  as  showing  eighty- 
five  cases  of  cancer  of  the  breast  in  women  under 
twenty  over  a twenty-five  year  period.  Pfahler  and 
Widman*’  review  801  cases  of  cancer  of  the  breast 
treated  by  radiation  and  in  their  series  there  was 
one  sixteen  years  and  one  eighteen  years  old. 

To  my  knowledge  only  two  cases  have  been  re- 
ported in  which  both  breasts  have  been  involved. 
My  own  case  developed  a metastatic  growth  in  the 
opposite  breast  within  six  months  after  operation. 
Of  several  series  reported,  the  total  of  which  is 
approximately  20,000  cases,  I find  that  the  percent- 
age of  occurrence  in  patients  under  twenty  is  .08 
per  cent.  Three  cases  in  this  series  were  in  women 
who  were  lactating.  Rankin®  recently  operated  upon 
a girl  of  nineteen  with  cancer  in  a lactating  breast, 
whose  baby  was  six  weeks  old.  She  is  alive  without 
evidence  of  recurrence  one  year  from  the  date  of 
operation. 

PATHOLOGY 

The  predominating  type  of  growth  is  naturally 
adenocarcinoma.  Of  the  twenty-four  cases  collected 
and  reviewed  I find  one  epithelioma  of  the  nipple, 
one  comedo  cancer,  the  remainder  adenocarcinoma. 
One  of  the  striking  features  is  the  high  degree  of 
malignancy  and  the  feeble  attempt  at  differentia- 
tion or  tendency  to  conform  to  the  architecture  of 

5.  Life  Kxpectancy  and  Incidence  of  Malignant  Disease  ; 
Carcinoma  of  Breast.  Nathanson,  I.  T.  and  Welch.  C.  PL  : 
Am.  .1.  Cancer.  28:40-53,  Sei)t.,  193G. 

6.  Harrington,  S.  W. : Personal  Communication. 

7.  Carcinoma  of  Both  Breasts  in  a Woman  Under 
Twenty  Years  of  Age.  Krauss,  L.  W.  and  Kline,  B.  S. : Am. 
J.  Surg.  1:  277-280.  Nov.,  1926. 

8.  Pfahler,  (4.  E.  and  Widmann,  B.  P. : Statistical  Study 
of  Radiation  Therapy  in  SOI  Cases  of  Carcinoma  of  Breast. 
Am.  .1.  Roentgenol.  14:550-562,  Dec.,  1 925. 

9.  Rankin,  F.  W. : Personal  Communication. 


the  gland.  Biopsy  from  my  own  case  done  by  frozen 
section  was  called  sarcoma  and  it  was  not  until 
paraffin  sections  were  made  that  the  pathologist 
was  able  to  discover  a very  feeble  effort  toward  the 
formation  of  alveoli.  BloodgoodV®  case  ran  almost 
parallel,  in  that  there  was  a certain  amount  of  con- 
troversy as  to  whether  the  growth  was  sarcoma  or 
small  celled  carcinoma.  I feel  that,  unless  one  can 
definitely  discover  some  attempt  toward  alveolar 
formation,  it  is  not  possible  to  differentiate  between 
a highly  malignant  small  celled  carcinoma  and  a 
lymphosarcoma. 

One  unusual  and  interesting  feature  in  this  series 
of  cases  is  the  development  of  retrobulbar  metas- 
tases;  of  the  twenty-three  cases,  four  of  them  de- 
veloped metastases  behind  the  orbit.  In  each  in- 
stance it  was  first  manifested  by  blurring  of  vision 
and  pain. 

It  is  impossible  to  come  to  any  conclusion  in 
regard  to  longevity  or  postoperative  results  in  this 
series,  since  many  of  the  surgeons  have  only  men- 
tioned the  cases  or  have  been  unable  to  trace  the 
patients  following  operation.  In  so  far  as  I have 
been  able  to  determine,  six  of  the  series  were  alive 
and  without  signs  of  recurrence  one  year  after 
operation. 

CASE  REPORT 

Miss  E.  S.,  a schoolgirl  aged  fifteen,  first  consulted  me 
January  17,  1934,  because  of  a mass  in  the  left  breast,  which 
to  her  knowledge  had  been  present  only  a month.  She  had 
consulted  one  physician  who  had  prescribed  a liniment  and 
another  who  suggested  her  wearing  an  uplift  type  of  bras- 
siere. She  had  discovered  the  tumor  by  accident  and  not 
because  of  pain  or  discomfort.  She  noted  that  there  had  been 
some  increase  in  the  size  of  the  growth  since  she  discovered 
it  but  at  no  time  had  there  been  pain  in  breast,  arm  or 
a.xilla.  She  recalled  having  struck  the  breast  on  the  corner 
of  a school  desk  several  months  preceding  the  discovery 
of  the  tumor.  I had  operated  upon  her  for  acute  appendi- 
citis about  a year  previously  and  general  examination  at 
that  time  revealed  no  evidence  of  a breast  tumor.  Her 
breasts  had  been  exceptionally  well  developed  since  the  age 
of  twelve.  Menses  were  established  at  the  age  of  eleven. 

Physical  examination  as  of  January  17,  1934,  revealed 
the  presence  of  a tumor  mass  in  the  outer,  lower  quadrant 
of  the  left  breast.  The  mass  was  the  size  of  a navel 
orange,  freely  movable,  painless  to  manipulation,  not  at- 
tached to  skin  or  pectoral  muscle  but  rather  appeared  to  be 
limited  entirely  to  the  actual  gland  tissue  of  the  breast. 
There  was  no  sign  of  dimpling.  In  the  left  axilla  there  was 
a gland  the  size  of  a pea.  The  right  breast  and  axilla  were 
normal.  Roentgenograms  of  the  chest  and  further  careful 
survey  revealed  no  other  evidences  of  metastasis.  Labora- 
tory findings  were  normal. 

-A  diagnosis  of  probable  malignancy  was  made  and  be- 
cause of  the  patient’s  age  I felt  at  that  time  it  was  sarco- 
matous. On  February  6,  I did  a radical  removal  of  the  left 
breast  together  with  infraclavicular  nodes,  axillary  glands, 
rectus  sheath  and  a portion  of  the  pectoral  fascia  of  the 
opposite  side.  The  small  gland  in  the  axilla  was  involved. 

in.  BloodKood,  .1.  C. : Quoted  by  G.  A.  Stewart,  Personal 
Communication. 
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Kigr.  1.  Showing:  metastatic  growth  behind  tlie  orbit.  This 
was  ai)proximately  one  year  following  discovery  of  the 
growth  in  the  breast. 

Fig.  2.  Showing  metastic  akin  nodules  at  autopsy. 

Fig  2.  Breast  and'pectoral  muscles  removed  at  operation. 
The  arrow  points  to  the  growth. 

Herbert  Foskett  made  a diagnosis  of  small  cell  carcinoma, 
grade  four.  This  was  corroborated  by  .Albert  Broders  who 
went  over  the  slides. 

The  patient  made  a rapid  recovery  following  the  opera- 
tion and  left  the  hospital  on  the  twelfth  day.  She  was  re- 
ferred for  two  series  of  deep  therapy  treatments  and  re- 
mained well  without  evidence  of  recurrence  until  July, 
1934.  In  rapid  succession  she  developed  nodules  in  opposite 
breast  and  axilla,  subcutaneous  tissues  of  arms  and  thighs 
and  finally  a retrobulbar  growth  on  the  left  side  which 
eventually  pushed  the  orbit  out  of  its  cavity  (fig.  1). 

She  died  November  11,  1934,  and  an  autopsy  was  per- 
formed by  Dr.  Foskett  whose  chief  findings  were  as 
follow's: 

Undifferentiated  small  celled  adenocarcinoma  of  the  left 
breast  with  extension  by  metastasis  to  stomach,  thymus 
gland,  lungs,  myocardium,  peribronchial  lymph  nodes,  liver, 
left  orbit,  right  lower  gum  tissue,  right  breast,  peritoneal 
surfaces,  pericardium,  pleura,  and  subcutaneous  tissues.  In 
addition  to  this  there  were  multiple  hemorrhages,  ranging 
in  size  from  petechiae  to  actual  collections  of  liquid  blood 
throughout  all  serous  and  mucous  membranes  (figs.  2,  3, 
4,  5). 

The  type  of  cellular  structure  conformed  closely  to  the 
growth  found  in  the  breast  at  operation. 

CONCLUSIONS 

During  the  past  few  years  I have  observed  a 
number  of  benign  tumors  in  the  breasts  of  children. 
The  majority  of  these  have  proved  to  be  inflamma- 
tory in  nature  and  have  responded  well  to  con- 
servative measures.  However,  I do  not  hesitate  to 
make  a biopsy  when  at  any  time  I am  in  doubt. 

The  late  Joseph  Colt  Bloodgood^^  very  tritely  re- 
marked, “in  patients  after  twenty-five,  their  age 
can  no  longer  be  used  as  a factor  either  against  op- 
erative interference  or  in  differential  diagnosis.  If 
a surgeon  uses  age  in  his  differential  diagnosis  after 

11.  Bloodgood,  J.  C. : Lesions  of  the  Female  Breast. 
Binnie’s  Treatise  on  Regrional  Surgery.  Vol.  1:557,  630. 
E.  Blakiston’s  Son  & Co.,  Philadelphia,  1917. 


Fig  4.  High  power  photomicrograph  of  the  breast  tumor. 
The  arrow  points  to  an  area  showing  a feeble  attempt 
toward  the  formation  of  an  acinus. 

Pig.  5.  Low  power  photomicrograph  of  tlie  original 
growth. 

twenty-five,  it  will  simply  increase  the  number  of 
his  mistakes.”  The  latter  may  be  easily  applied  to 
those  adolescents  presenting  themselves  with  lumps 
in  the  breast;  if  age  is  to  be  used  as  the  criterion 
of  malignancy,  it  will  only  increase  the  number  of 
the  surgeon’s  mistakes. 

Cancer  of  the  breast  below  thirty  is  rare  and 
below  twenty  is  extremely  rare.  It  is  reasonable  to 
believe  that  the  high  mortality  in  the  young 
may  be  partially  due  to  the  practice  of  not  con- 
sidering growths  in  the  breast  as  serious  until  un- 
mistakable signs  of  malignancy  have  appeared. 
Growths  in  the  breast  of  a young  individual  should 
have  the  same  serious  consideration  and  the  line 
of  treatment  should  be  the  same  as  though  the 
patient  were  of  more  advanced  years. 

DISCUSSION 

D.  H.  Nickson:  Dr.  Nunn  has  brought  to  our  attention 
a case  of  carcinoma  of  the  breast  in  a girl  fifteen  years 
of  age.  He  has  already  emphasized  the  most  important 
features  of  carcinoma  occurring  at  this  age. 

There  are  a few  items  in  his  paper  which  deserve  a little 
additional  comment.  The  first  one  is  his  rather  dogmatic 
attitude  toward  the  possibility  of  trauma  being  a factor 
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in  the  production  or  precipitation  of  tumor  growth.  In  Dr. 
Ewing’s  book,  entitled  Neoplastic  Diseases,  it  states  as 
follows: 

“There  are  important  medicolegal  aspects  of  the  relation 
of  trauma  to  tumors.  To  establish  the  relation  of  trauma 
several  classes  of  evidence  are  necessary,  as  is  recognized 
especially  by  the  French  statutes: 

(1)  The  authenticity  and  sufficient  importance  of  the 
trauma,  (2)  previous  integrity  of  the  wounded  part,  (3) 
reasonable  time  relation,  three  weeks  to  three  years  or  more 
in  certain  cases,  (4)  continuity  of  pathologic  changes  or 
symptoms  in  the  wounded  part  and  the  appearance  of  the 
tumor,  (5)  microscopic  proof  of  the  existence  of  a tumor.” 

I am  not  at  all  sure  but  that  certain  cases  could  fulfill 
all  of  these  requirements. 

Dr.  Nunn  again  emphasizes  the  possible  influence  of 
heredity  in  the  production  of  tumor  and  quotes  a family 
showing  two  sisters,  one  fourteen  and  one  nineteen,  present- 
ing carcinoma  of  the  breast.  The  heredity  factor  is  one 
that  must  be  considered  and  in  certain  families,  where  it 
happens  that  for  several  generations  tumor-producing  fe- 
males marry  tumor-producing  males,  it  is  only  logical  that 
the  offspring  are  soon  going  to  be  tumor-producing  also. 
These  facts  can  be  demonstrated  in  animals  and  are  bound 
to  occur  occasionally  in  the  human  family  because  the  law 
of  averages  will  ultimately  cause  this  combination  of  tumor- 
bearing males  and  females  to  marry,  producing  tumor-pro- 
ducing offspring. 

CARCINOMA  OF  THE  PANCREAS* 

S.  F.  Herrmann,  M.D. 

TACOMA,  WASH. 

Many  of  us  are  not  equipped  to  do  experimental 
research,  but  clinical  observations  may  be  as  in- 
teresting as  animat  experiments  and  may  arouse 
interest  in  the  solution  of  problems.  I propose  to 
talk  about  cancer  of  the  pancreas  in  order  to 
enlist  your  interest  in  questions  which  have  oc- 
curred to  me. 

Cancer  of  the  pancreas  constitutes  about  1.5 
to  2 per  cent  of  all  cancers.  The  commonest  site  is 
in  the  head  of  the  gland,  where  it  occurs  eight 
times  as  often  as  in  the  body  and  tail.  The  usual 
t}T>e  is  adenocarcinoma,  arising  from  duct  epi- 
thelium. This  is  commonly  of  the  hard  scirrhous 
variety,  but  may  be  a diffuse  carcinoma  simplex. 
It  develops  most  often  in  the  fifth  decade. 

Symptoms  will  depend  on  the  location  in  the 
gland.  We  are  usually  told  in  textbook  descriptions 
that  carcinoma  of  the  body  is  characterized  by 
early  loss  of  flesh,  and  often  by  pain  which  is  apt 
to  be  more  severe  when  lying  supine  because  of 
pressure  on  the  celiac  plexus.  The  patient  will  sit 
erect  or  doubled  up  to  relieve  this  distress.  In  the 
commoner  involvement  of  the  head,  symptoms  de- 
pend on  obstruction  of  the  common  bile  duct.  In- 
digestion, painless  jaundice,  pruritus,  loss  of  weight 
and  strength,  and  gradual  decline  result. 

* Read  before  the  Forty-eighth  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  19- 
21,  1937. 


The  scirrhous  variety  is  slow  to  metastasize;  the 
softer  carcinoma  simplex  shows  earlier  spread  into 
the  regional  nodes  and  the  liver.  There  are  many 
exceptions  to  these  general  statements.  Loss  of 
weight  may  be  a late  manifestation,  digestive  dis- 
turbances may  be  very  little  in  evidence,  pain  may 
be  pronounced  or  entirely  absent.  In  order  to  pre- 
sent the  problems  which  I have  met,  I wish  to  re- 
view four  recent  cases. 

CASE  REPORTS 

Case  1.  Mrs.  E.  C.,  a white  married  woman,  aged  61 
years.  Family  history  negative. 

Past  history.  No  serious  illness  except  diphtheria  in 
infancy  and  pneumonia  at  twenty.  Menopause  at  forty-five. 
No  previous  digestive  disturbances. 

Present  illness.  Slight  mental  depression  and  loss  of  appe- 
tite four  months  ago.  She  did  not  sleep  well.  Gradual  loss 
of  strength  but  no  loss  of  weight.  No  nausea,  no  diarrhea, 
no  gastrointestinal  disturbance  until  three  weeks  ago,  when 
there  was  a slight  pain  in  the  right  hypochondrium  and 
she  began  to  get  jaundiced.  This  jaundice  has  steadily 
deepened.  For  the  past  two  weeks  generalized  pruritus  has 
been  annoying,  and  recently  there  is  slight  diarrhea. 

Physical  examination.  A large  well-nourished  woman,  S 
ft.  5 in.  tall,  weighing  160  pounds.  She  is  deeply  jaundiced. 
Temp.  97.4°,  pulse  76,  resp.  22,  blood  pressure  116/74. 
Head,  neck  and  chest  without  findings  except  a few  scat- 
tered rales  in  the  lung  bases.  The  abdomen  is  moderately 
distended.  Moderate  tenderness  and  rigidity  in  the  epigas- 
trium and  over  the  gallbladder  area.  No  masses.  Pelvis  and 
extremities  are  negative  except  for  definite  edema  of  the 
feet  and  ankles. 

Laboratory  findings.  Urine  normal  except  for  presence 
of  bile.  Hgb.  93  per  cent.  R.b.c.  4,710,000,  w.b.c.  29,700 
with  8S  per  cent  polys.  Coagulation  time  141/2  min.  Serum 
bilirubin  9.3  mg.  and  15  mg.  three  days  later.  Stools  light 
colored  but  showed  positive  bile  and  occult  blood  tests. 
There  was  absence  of  gallbladder  shadow  after  intravenous 
cholecystography. 

Preoperative  diagnosis.  Because  of  the  gradually  progres- 
sive jaundice  without  cramps,  the  probable  diagnosis  was 
carcinoma  obstructing  the  common  bile  duct. 

Operation.  Carcinomatous  masses  were  found  in  the  liver. 
No  further  exploring  was  done,  but  a drainage  tube  was 
placed  in  the  distended  gallbladder,  and  the  abdomen 
closed.  She  died  the  following  day. 

.\utopsy.  The  pancreas  is  replaced  by  a large  tumor  mass 
weighing  550  grams.  It  surrounds  and  obstructs  the  com- 
mon duct.  Section  of  the  mass  shows  a central  cyst-like 
cavity,  containing  cheesy,  greasy  material  such  as  is  found 
in  a dermoid  cyst.  There  is  no  normal  pancreatic  tissue. 
This  is  probably  a congenital  dermoid  cyst  with  malignant 
metaplasia.  There  are  multiple  metastases  in  the  liver  and  a 
few  in  the  bases  of  both  lungs. 

The  striking  features  of  this  case  are,  first  of  all, 
the  excellent  state  of  nutrition.  The  subject  was 
actually  obese.  Digestive  disturbances  have  been 
very  mild,  in  fact  almost  absent  previous  to  the 
onset  of  jaundice.  The  congenital  type  of  cyst 
makes  it  certain  that  the  pancreas  has  never  been 
entirely  normal.  Certainly  no  normal  pancreatic 
secretion  has  been  entering  the  duodenum  recently. 

We  know  that  total  loss  of  pancreatic  secretion 
through  an  external  fistula  means  death.  This  fatal 
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effect  must  be  clue  to  chemical  loss  rather  than 
loss  of  digestive  ferments.  When  there  is  no  exter- 
nal loss  as  in  our  patient,  there  is  not  even  a change 
in  nutrition,  and  digestion  goes  on  quite  satisfactor- 
ily until  biliary  obstruction  also  develops.  How 
important,  then,  is  the  pancreatic  digestive  juice? 
We  cannot  depend  on  indigestion  and  loss  of  weight 
as  early  symptoms  of  pancreatic  disease. 

It  behooves  us  rather  to  pay  more  attention  to 
vague  nervous  disturbances.  In  this  case,  these 
were  mental  depression  and  insomnia.  Yaskin^  has 
called  attention  to  several  cases,  in  all  of  which 
peculiar  nervous  disturbances  which  ordinarily 
would  stamp  the  patient  as  neurotic  were  the  pre- 
senting symptoms.  Neurotic  complaints  do  not 
necessarily  mean  absence  of  organic  pathology. 

Case  2.  Mr.  W.  G.,  a white  married  man  aged  44  years. 
First  seen  Oct.  17,  1930. 

Family  history  negative.  Past  history.  Appendectomy 
1914  and  “adhesions”  in  1924.  Present  condition.  Indefinite- 
ly localized  epigastric  distress,  which  sometimes  amounted 
to  deep  seated  pain,  began  in  the  fall  of  1929.  There  was 
marked  insomnia.  He  ate  well  and  worked  regularly  until 
December,  1929,  when  a general  pruritus  began.  Frequent 
nausea  and  occasional  vomiting  followed.  The  itching  grew 
worse  and  jaundice  became  evident,  which  has  steadily 
deepened.  Constipation,  dizziness,  fullness*  after  meals, 
polyuria  and  polydipsia  have  been  subsequent  develop- 
ments. He  feels  weak,  and  has  lost  twenty  pounds  in  the 
past  six  or  eight  months. 

Physical  examination.  A deeply  jaundiced  man  in  fair 
state  of  nutrition.  Temp.  98.6°,  pulse  72,  resp.  18,  blood 
pressure  100/60.  There  are  no  significant  findings  except  a 
palpable  firm  liver  edge,  extending  two  fingers  below  the 
right  costal  margin.  No  masses,  no  tenderness,  no  rigidity. 

Laboratory  findings.  Urine  shows  albumen  II,  bile  and 
occasional  granular  casts.  Blood  Wassermann  negative. 
Icterus  index  31.  Coagulation  time  3 min. 

Preoperative  diagnosis.  Obstructive  jaundice,  probably 
due  to  carcinoma  of  the  head  of  the  pancreas. 

Operation,  Oct.  24,  1930.  This  diagnosis  was  confirmed. 
The  head  of  the  pancreas  was  very  hard  and  nodular  and 
the  pyloric  nodes  showed  metastatic  involvement.  No 
nodules  were  found  in  the  liver.  The  gallbladder  and  com- 
mon bile  duct  were  distended,  grade  HI.  .A  cholecysto- 
duodenostomy  was  done  between  the  fundus  of  the  gall- 
bladder and  the  descending  portion  of  the  duodenum. 

The  postoperative  course  was  very  satisfactory.  Itching 
and  jaundice  cleared  rapidly.  He  was  able  to  eat  a general 
diet,  had  normal  stools,  and  felt  very  well.  Four  months 
later  the  jaundice  and  itching  began  to  recur.  He  got  along 
fairly  well,  however,  for  fifteen  months. 

In  February,  1932,  he  begged  me  to  operate  on  him 
again  to  relieve  the  terrible  itching.  He  was  very  deeply 
jaundiced  and  weighed  only  121  pounds.  Although  it 
seemed  futile,  exploration  was  done  again  on  February  12, 
1932.  The  gallbladder  was  found  large  and  distended.  The 
previous  cholecystoduodenostomy  was  closed  by  a hard 
metastatic  nodule  of  cancer  which  lay  medial  to  the  gall- 
bladder. There  were  no  nodules  in  the  liver  but  carcinoma- 
tous masses  were  encountered  in  the  peritoneal  scar  of  the 
previous  operation.  It  was  possible  to  make  another  anas- 

1.  Yaskin,  J.  C. : Nervous  Symptoms  as  Earliest  Mani- 
festations of  Carcinoma  of  Pancreas,  J.  A.  M.  A.  96:1664- 
1668,  May  16,  1931. 


tomosis  between  the  fundus  of  the  gallbladder  and  the 
duodenum. 

The  postoperative  relief  was  immediate  and  the  improve- 
ment remarkable.  He  lost  his  jaundice  and  itching  and 
gained  weight.  Except  for  a feeling  of  weakness  and  of 
occasional  epigastric  soreness,  he  was  quite  well  until 
October,  1935.  He  then  complained  of  severe  aching  pain 
in  the  right  upper  quadrant  which  radiated  through  to  the 
back  and  also  down  into  the  right  thigh.  In  December  daily 
opiates  were  needed.  .A  hard  tumor  mass  could  be  pal- 
pated under  the  right  rectus  muscle. 

On  December  21,  1935,  Paul  F'lothow  of  Seattle  injected 
the  celiac  plexus  on  the  right  side  with  alcohol,  inserting 
the  needle  posteriorly  by  the  Labat  technic.  Pain  relief  was 
very  dramatic,  immediate  and  persistent.  He  has  had  com- 
paratively little  trouble  since  that  time.  He  looks  well  and 
has  little  discomfort  except  under  stress  of  physical  exer- 
tion. It  is  now  almost  seven  years  since  his  first  cholecysto- 
duodenostomy. 

This  patient  again  raises  the  question  of  the  rela- 
tive unimportance  of  the  digestive  function  of  the 
pancreas.  This  man  is  able  to  eat  and  gain  weight 
when  the  biliary  obstruction  is  relieved.  The  duo- 
denal end  of  the  common  bile  duct  and  with  it  no 
doubt  the  end  of  the  pancreatic  duct  have  been 
closed  for  nearly  seven  years.  One  also  notes  the 
absence  of  cachexia.  It  has  been  my  observation 
that  cachexia  does  not  depend  on  extensive  malig- 
nant invasion  but  rather  on  absorption  from  necro- 
tic tissue.  As  long  as  the  cancerous  masses  remain 
hard,  firm,  without  necrosis  or  infection,  they  act 
merely  as  foreign  bodies.  This  man’s  cancer  does 
damage  by  obstructing  the  bile  passages.  The 
growth  itself  produces  no  general  effect  except 
pressure  pain,  by  encroaching  on  the  celiac  plexus. 

Duodenal  obstruction  may  develop  later.  “Some- 
times gastroenterostomy  has  been  performed  as 
much  as  six  years  after  cholecystogastrostomy” 
(Judd2). 

The  possible  value  of  cholecystogastrostomy  is 
well  shown  by  Walters.^  He  states  that  IS  per  cent 
of  113  patients,  in  whom  the  operation  was  done 
because  of  jaundice  resulting  from  tumor  of  the 
head  of  the  pancreas,  were  living  three  years  after 
the  operation. 

Although  the  effect  of  carcinoma  on  the  pan- 
creas itself  is  apparently  without  serious  conse- 
quences, we  must  not  underestimate  the  deleterious 
effect  of  prolonged  biliary  obstruction.  The  toxic 
effect  of  jaundice  on  the  kidneys  is  well  known, 
and  the  effect  on  the  liver  is  also  of  real  concern 
to  the  surgeon.  Cases  like  the  following  give  clini- 
cal evidence  that  we  must  fear  a postoperative  dis- 

2.  Judd,  E.  S.  and  Phillips,  J.  1{. : Tumor  of  Head  of 
Pancreas  Causing  Duodenal  Obstruction.  Proc.  Staff  Meet., 
Mayo  Clin.  8:28-29.  Jan.  11.  1933. 

3.  Walters,  W. : Case  of  Malignant  Tumor  of  Head  of 
Pancreas.  Proc.  Staff  Meet.,  Mayo  Clin.  12:107-110  Feb 
17,  1937. 


.^06 


CANCER  OF  PANCREAS — HERRMANN 


Vol.  36,  No.  9 


turbance  of  function  in  the  liver,  due  to  sudden 
release  of  pressure  in  the  biliary  system. 

Case  3.  Mr.  S.,  a white  man  aged  68,  was  first  seen 
on  October  28,  1929.  Past  history  negative.  Always  well 
until  past  six  months. 

Present  condition.  Precordial  pain  appeared  six  months 
ago.  He  was  treated  for  heart  trouble.  Then  the  pain  shifted 
to  the  right  hypochondrium  and  right  subscapular  region. 
It  was  a constant  dull,  deep  aching  which  sometimes  was 
colicky.  Nausea,  belching,  pyrosis,  jaundice,  clay-colored 
stools  and  diarrhea  followed.  He  lost  about  25  pounds  in 
six  months. 

Physical  examination.  Examination  showed  a rather  thin, 
deeply  jaundiced  man.  There  were  no  unusual  findings 
except  an  enlarged  liver,  extending  three  fingers  below  the 
costal  margin,  and  a firm  elastic,  movable  mass  below  the 
gallbladder  region.  The  urine  showed  albumin  IV  and 
granular  casts.  Icterus  index  75.  Coagulation  time  9j4  min. 

Pain  was  such  a prominent  feature  in  his  complaints  that 
it  seemed  possible  he  might  have  a common  duct  stone, 
although  he  had  the  distended  gallbladder  postulated  for 
malignant  obstruction  by  Courvoisier’s  law. 

Operation.  The  head  of  the  pancreas  was  found  to  be 
hard  and  irregular.  The  gallbladder  was  so  elongated  that 
it  extended  into  the  pelvis.  No  stones.  No  metastases.  .\bout 
300  cc.  of  bile  were  removed  by  trocar  before  a cholecysto- 
duodenostomy  was  made.  The  patient  did  very  well  for 
two  days.  No  fever  and  no  nausea.  On  the  third  day,  the 
pulse  became  weak,  on  the  fourth  day  he  was  unconscious, 
and  on  the  fifth  he  expired. 

He  had  stood  the  surgical  procedure  very  well, 
and  seemed  in  good  condition  but  the  relief  of  the 
biliary  obstruction  had  done  something  to  him 
that  caused  a rapid  decline.  This  has  been  called 
a “liver  death.”  It  is  probably  due  to  hepatic  fail- 
ure because  of  acute  congestion,  following  rapid 
relief  of  biliary  obstruction.  The  condition  is  prob- 
ably analogous  to  the  renal  failure  subsequent  to 
sudden  release  of  pressure  in  prostatic  obstruction. 
A method  of  gradual  decompression  might  have 
saved  this  patient. 

Case  4.  In  contrast  with  the  preceding  cases  this  patient 
shows  that  a cancer  of  the  pancreas  may  be  very  malig- 
nant, undifferentiated,  invasive  and  rapidly  fatal. 

Mr.  E.  B.,  white,  married,  aged  74  years,  was  first  seen 
-August  1,  1936.  He  had  at  that  time  a sudden  attack  of 
cramping  epigastric  pain  typical  of  gallstone  colic.  There 
had  been  occasional  slight  nausea  for  a year  or  more.  .At- 
tacks of  colic  now  recurred  frequently.  Cholecystography 
revealed  the  presence  of  stones  in  a normally  functioning 
gallbladder. 

-At  operation,  August  13,  1936,  large  stones  were  present 
in  the  gallbladder  and  a small  stone  was  found  impacted 
in  the  cystic  duct.  The  gallbladder  was  removed.  A hard 
mass  3x5  cm.  in  diameter  was  palpated  behind  the  stomach 
in  the  body  of  the  pancreas.  Because  it  seemed  so  well 
localized  it  was  removed,  together  with  a small  margin  of 
normal  pancreatic  tissue.  The  pathologist’s  report  was 
adenocarcinoma  grade  IV,  resembling  lymphosarcoma.  I 
doubt  whether  this  tumor  had  caused  any  symptoms. 
There  was  pancreatic  drainage  from  the  wound  for  four 
weeks,  after  which  it  healed. 

Very  soon  deep-seated  epigastric  pain  appeared,  with 
nausea  and  anorexia.  The  abdomen  became  distended  and 
hard.  Daily  opiates  became  necessary.  The  man  died  four 
and  one-half  months  after  the  operation,  extremely  ema- 


ciated, his  abdomen  filled  with  metastases.  This,  then,  was 
not  a problem  of  interference  with  normal  pancreatic  or 
hepatic  function,  but  rather  of  rapid,  diffuse  malignant 
invasion. 

Another  type  of  pancreatic  cancer  is  that  arising 
in  the  island  tissue.  The  striking  symptom  is  hyper- 
insulinism,  or  hypoglycemia  to  the  point  of  coma. 
Several  cases  have  been  described  in  recent  years. 
Gius  and  I*  recently  reported  the  case  of  a man 
who  was  relieved  of  hypoglycemic  symptoms  by  the 
removal  of  a calcified  mass  from  the  head  of  the 
pancreas.  I have  not  personally  observed  an  islet- 
cell carcinoma,  but  some  one  of  us  will  surely  find 
one  if  we  keep  this  syndrome  in  mind. 

SUMMARY 

1.  Early  symptoms  in  cancer  of  the  pancreas  are 
apt  to  be  vague  nervous  disturbances.  Insomnia  and 
epigastric  distress  are  common. 

2.  An  extensive  malignant  process  does  not  nec- 
essarily lead  to  cachexia,  if  there  is  no  necrosis  or 
infection. 

3.  Interference  with  the  digestive  function  of 
the  pancreas  is  apparently  of  little  clinical  signifi- 
cance. It  is  only  when  biliary  obstruction  begins 
that  the  physical  condition  of  the  patient  rapidly 
changes. 

4.  The  symptom  which  demands  relief  is  the 
jaundice  with  its  intolerable  itching. 

5.  An  operation  to  relieve  this  symptom  may  give 
the  patient  months  or  years  of  relative  comfort. 

6.  It  is  worthwhile  to  attempt  to  relieve  the  pain 
due  to  pressure  on  the  celiac  plexus  by  the  injec- 
tion of  this  plexus  with  alcohol. 

7.  Sudden  relief  of  chronic  biliary  obstruction 
may  lead  to  acute  hepatic  failure  and  death. 

8.  Although  pancreatic  cancer  is  usually  only 
mildly  invasive,  remaining  localized,  and  causing 
symptoms  by  pressure  or  obstruction,  an  occasional 
case  will  be  highly  malignant  and  rapidly  fatal. 

9.  Severe  hypoglycemia,  requiring  excessive 
amounts  of  sugar  to  prevent  weakness  and  coma, 
should  make  us  suspect  the  presence  of  islet-cell 
carcinoma. 

4.  Herrmann.  S.  P.  and  Gius.  J.  A.:  Hyperinsulinism  As- 
sociated with  Calcified  Tumor  of  Pancreas.  J.  A.  M.  A. 
108:1402-1406.  Apr.  24,  1937. 
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ANTISYPHILITIC  TREATMENT  IN  A 
PUBLIC  CLINIC* 

S.  ]M.  Creswell,  M.D. 
and 

T.  J.  PofiRO,  Ph.C. 

TACOMA,  WASH. 

The  Tacoma  City  Clinic  presents  a study  of 
1,084  cases  of  syphilis  received  for  diagnosis  and 
treatment  during  the  twelve-year  period,  1924-1935. 
The  study  describes  an  attempt  by  the  clinic  to 
improve  its  antisyphilitic  treatment  technic.  Only 
those  patients  admitted  with  a positive  blood  reac- 
tion for  syphilis  are  included  in  this  series  of  cases. 
In  the  treated  group  the  study  is  further  confined 
to  those  cases  whose  treatments  consisted  of  either 
neoarsphenamine  and  bismuth  or  occasionally,  early 
in  the  series,  neoarsphenamine  and  a mercury  salt. 
Not  included  in  the  series  are  those  cases  which 
in  the  primary  stage  of  the  disease  had  a negative 
blood  reaction  and  also  those  cases  which  for 
various  reasons  could  not  tolerate  both  neoarsphen- 
amine and  a heavy  metal.  The  latter  group,  how- 
ever, represents  less  than  2 per  cent  of  the  total. 
.■\rsphenamine  was  not  used  in  the  treatment  of 
these  cases. 

This  study  seems  to  be  of  value  since  two  pro- 
grams of  treatment  have  been  employed.  The  first 
program  used  during  the  seven  years,  1924-1930, 
consisted  of  an  average  of  one  treatment  per  week 
of  either  neoarsphenamine,  bismuth  or  occasionally 
mercury  with  intervals  of  rest.  As  a general  rule, 
a patient  was  given  twelve  weekly  injections  of  0.9 
Gm.  or  less  of  neoarsphnamine,  followed  by  a four- 
week  interval  of  rest.  Weekly  injections  of  bismuth 
were  given  for  another  twelve-week  period  which 
was  again  followed  by  four  weeks  of  rest.  This  in- 
termittent alternation  was  continued  until  treat- 
ment ceased.  The  quantitative  Kolmer  and  stand- 
ard Kahn  tests  for  syphilis  were  run  regularly  every 
four  to  six  months. 

The  second  treatment  program  employed  during 
the  five-year  period,  1931-1935,  provided  two  treat- 
ments each  week,  one  of  0.6  Gm.  or  less  of  neo- 
arsphenamine and  one  of  bismuth  without  any  rest 
period  whatsoever  as  long  as  the  treatments  could 
be  tolerated.  The  routine  was  only  interrupted  for 
patients  who  could  not  well  tolerate  arsenic.  When 
this  became  necessary,  neoarsphenamine  was  omit- 
ted from  two  to  four  weeks,  during  which  time 
two  injections  of  bismuth  instead  of  one  were  given 
each  week.  Such  a change  in  the  routine  was  per- 

•  From  Tacoma  Department  of  Health  and  Porro  Bio- 
logical Laboratories. 


mitted  rarely  more  often  than  every  three  months. 
Neoarsphenamine  was  given  two  days  following 
each  bismuth  injection.  In  most  of  the  cases  under 
the  second  program,  nothing  but  bismuth  was  given 
during  the  first  two  weeks  of  treatment.  Blood 
tests  were  run  every  four  to  six  months.  In  both 
programs  small  doses  of  neoarsphenamine  were 
given  to  all  patients  of  the  younger  age  group  and 
in  the  early  treatments  of  every  case. 

In  the  cases  here  presented,  the  neoarsphenamine 
used  during  the  entire  twelve  years  was  made  by 
the  same  manufacturer.  Nearly  all  of  the  bismuth 
used  was  water  and  tissue  soluble,  supplemented 
by  a small  amount  of  oil-soluble  bismuth  or  metal- 
lic bismuth  in  suspension.  The  Kolmer  quantitative 
complement  fixation  test  and  the  Kahn  test  for 
syphilis  were  done  on  all  the  blood  specimens  by 
the  same  serologist. 

Since  the  blood  test  is  the  most  efficient  and  con- 
stant yardstick  available  for  measuring  the  thera- 
peutic value  of  any  antisyphilitic  treatment,  the 
study  of  the  completed  cases  is  confined  to  those 
activities  up  to  and  including  the  first  negative 
blood  reaction. 

Of  the  1,084  patients  admitted  with  a positive 
blood  test,  490  or  45.2  per  cent  were  males;  594 
or  54.8  per  cent  females.  The  conjugal  state  showed 

43.5  per  cent  to  be  single,  31.5  per  cent  married  and 
25  per  cent  separated.  Only  2.5  per  cent  of  the 
patients  were  born  in  the  City  of  Tacoma,  83.5 
per  cent  elsewhere  in  the  United  States  and  14  per 
cent  were  foreign-born. 

Chart  1 indicates  the  age  groups  at  the  time  of 
admission  to  the  clinic.  As  is  to  bef  expected,  the 
greatest  number  of  patients  (43  per  cent)  were  be- 
tween twenty-one  and  thirty  years  of  age,  with 

23.5  per  cent  between  thirty-one  and  forty. 

Chart  2 indicates  the  stage  of  the  disease  at  the 

time  of  the  patient’s  admission.  This  classification 
was  made  from  uniform  information  recorded  on 
the  patient’s  admission  card  in  order  that  the  two 
programs  may  be  more  clearly  compared.  The  pri- 
mary group  represents  those  patients  admitted  with 
a chancre  and  a positive  blood  reaction.  The  second 
group,  entitled  “secondary,”  represents  those  ad- 
mitted with  acute  systemic  involvement  and  a posi- 
tive blood  reaction.  The  third  group,  entitled 
“latent,  previously  treated,”  represents  that  group 
of  patients  whose  infection  had  passed  the  secon- 
dary stage,  where  the  disease  was  more  or  less 
latent,  not  having  reached  a definite  late  stage,  and 
had  received  previous  treatment.  The  fourth  group 
represents  the  same  class  of  patients  as  group  3 


308 


ANTISYPHILITIC  TREATMENT CRESWELL  AND  PORRO 


Vol.  36,  No.  9 


AGE 

0-5 

6-15 

16-20 

21-30 

31-40 

41-50 

51-60 

61-70 

STAGE 

PRIMARY 

SECONOARY 

LATENT 

PREVIOUSLY 

treated 

LATENT 

NOT 

PREVIOUSLY 

TREATED 

congenital 

LATE 

45% 

45% 

47.5% 

40% 

40% 

35% 

\ 

35% 

3 0% 

P 

30% 

05% 

2 5% 

a 0% 

23.S%\ 

2 0% 

15% 

15% 

10% 

lOVo 

57o 

7'A  / 

5 % 

7^ 

0% 

r/, 

25%/^ 

5% 

0 

4% 

3.5% 

4.7 '4 

CASES 

9 

22 

81 

466 

256 

121 

90 

39 

CASES 

43 

78 

361 

513 

37 

50 

Chart  1.  One  thousand  and  eighty  cases  ; age. 

except  that  they  had  not  received  previous  treat- 
ment. The  fifth  group  represents  those  who  were 
apparently  infected  in  utero  or  shortly  after  they 
were  born.  The  sixth  group,  entitled  “late,”  in- 
cludes those  patients  with  a definite  cardiovascular, 
cerebrospinal  or  cutaneous  involvement.  Almost 
half  of  the  patients  (47.5  per  cent)  are  included  in 
the  fourth  group,  being  those  in  the  latent  stage 
who  did  not  admit  previous  treatment. 

Chart  3 groups  the  1,084  cases  according  to  dis- 
position of  the  patient.  The  cases  are  separated  into 
two  general  classes  according  to  the  program  of 
treatment  used.  The  first  group,  entitled  “not 
treated,”  represents  those  patients  who  came  to 
the  clinic  for  diagnosis  and  left  without  making 
any  arrangement  for  treatment.  The  second  group, 
entitled  “referred  elsewhere,”  represents  those  who 
after  diagnosis  were  referred  to  private  physicians 
or  other  clinics.  The  third  group,  entitled  “trans- 
ferred,” represents  those  patients  who,  during  the 
course  of  treatment,  were  transferred  elsewhere. 
The  fourth  group,  entitled  “incomplete  treatment,” 
represents  those  who,  during  the  course  of  treat- 
ment, voluntarily  left  the  clinic  before  their  blood 
became  seronegative.  The  fifth  classification  repre- 
sents those  who  died  during  the  course  of  treatment. 
The  sixth  classification  represents  205  patients, 
whose  treatments  were  continued  at  least  until  a 
negative  blood  reaction  had  been  reached.  The 
seventh  group,  entitled  “remaining  active,”  repre- 
sents those  patients  who  were  still  under  treatment 
with  a positive  blood  reaction  at  the  time  of  the 


Chart  2.  One  thousand  and  eighty-four  cases  ; stage  of 
disease. 

change  in  the  treatment  program  in  1931  or  at  the 
close  of  1935. 

Those  patients  under  treatment  at  the  time  of  the 
change  in  program  in  1931  are  classified  under  the 
first  program,  even  though  they  might  have  left 
the  clinic  or  completed  their  treatment  under  the 
second  program.  Four  cases  remaining  active  under 
the  first  program  are  those  who  never  have  re- 
ceived a negative  blood  reaction  and  are  still  regis- 
tered at  the  clinic.  Of  156  cases  remaining  active 
under  the  second  program,  125  are  recent  admis- 
sions, while  thirty-one  are  those  registered  at  the 
clinic  longer  than  twelve  months  and  had  not  at  the 
close  of  1935  received  a negative  blood  report.  Neg- 
ligence in  treatment  and  S5Tihilis  in  the  late  stage 
are  the  two  reasons  for  slow  improvement  in  the 
thirty-one  cases  just  cited. 

Two  striking  variations  in  the  two  programs  of 
treatment  are  seen  in  Chart  3.  Of  all  the  patients 
in  the  first  treatment  program,  45.7  per  cent  are 
represented  in  the  group  whose  treatments  were 
incomplete,  whereas  in  the  second  treatment  pro- 
gram only  25.4  per  cent  are  in  this  group.  It  is  to 
be  noted  also  that  only  11.6  per  cent  of  the  patients 
under  the  first  treatment  program  continued  their 
treatments  to  the  point  where  they  had  a negative 
reaction  to  the  blood  test,  while  under  the  second 
program  25  per  cent  obtained  negative  reactions. 

Chart  4 shows  the  average  number  of  treatments 
and  the  length  of  time  required  to  obtain  a negative 
blood  reaction  in  the  205  cases  referred  to  in  the 
sixth  classification  of  Chart  3.  The  cases  are  di- 
vided according  to  the  treatment  program  used. 
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Chart  3.  One  thousand  and  eighty-four  cases  ; disposition. 
Reached  seronegative  reaction. 

Chart  4.  Shows  average  number  of  treatments  and  length 
of  time  transpiring  in  obtaining  a negative  blood  test ; two 
hundred  and  five  cases. 


Chart  5.  Two  hundred  and  five  cases,  showing  average 
number  of  treatments  given  in  obtaining  a negative  blood 
test. 

Chart  6.  Two  hundred  and  five  cases,  showing  average 
length  of  time  transpiring  in  obtaining  negative  blood  test. 


It  is  to  be  noted  that  fifty-eight  cases  under  the 
first  program  averaged  sixty-nine  treatments  in  ob- 
taining a negative  blood  reaction,  while  147  cases 
under  the  second  program  averaged  fifty-one  treat- 
ments. It  is  also  noteworthy  that  under  the  first 
treatment  program  an  average  of  17.1  months  were 
required  to  obtain  a negative  blood  reaction,  while 
under  the  second  treatment  program  the  length  of 
time  was  reduced  to  6.7  months. 

Chart  5 indicates  the  average  number  of  treat- 
ments given  in  obtaining  a negative  blood  reaction 
according  to  the  stage  of  the  disease  in  the  205 
patients  who  completed  their  treatments  to  the 
point  of  receiving  a seronegative  reaction.  In  every 
stage  a fewer  number  of  treatments  was  necessary 


under  the  second  treatment  program  than  under 
the  first. 

Chart  6 carries  a classification  similar  to  Chart  5 
and  indicates  the  average  length  of  time  that 
transpired  before  obtaining  a negative  reaction.  The 
marked  saving  of  time  in  the  cases  treated  twice 
each  week  without  rest  intervals  is  to  be  noted. 

During  the  five  years,  1931-1935,  when  the  sec- 
ond program  was  used,  an  average  of  60.5  treat- 
ments per  year  were  given  for  every  new  patient 
admitted  for  therapy  as  compared  to  23.4  treat- 
ments during  the  first  program  used,  1924-1930.  In 
1935  the  treatment  rate  reached  84.1.  This  is  the 
more  striking  since  more  than  three  times  as  many 
new  patients  were  admitted  in  1935  as  in  1924. 
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COMMENT 

The  second  program  of  treatment  was  in- 
augurated in  1931  for  several  reasons.  Under  the 
first  program  the  great  majority  of  patients  could 
not  be  persuaded  to  carry  on  their  treatments  to 
the  time  when  they  could  be  discharged  as  arrested 
or  cured.  A large  number  of  patients  never  devel- 
oped a negative  blood  reaction.  Too  many  became 
discouraged  when  improvement  was  slow  and  left 
the  clinic  in  the  middle  of  the  course  of  treatment. 

i\Iany  patients  developed  the  belief  that  the 
treatments  were  ineffective,  owing  to  the  length  of 
time  needed  to  secure  a negative  blood  reaction. 
Others  could  not  be  persuaded  to  continue  their 
treatments  after  a negative  blood  reaction  had  been 
obtained.  The  number  of  reactions  following  the 
routine  injection  of  0.9  Gm.  of  neoarsphenamine 
seemed  to  indicate  the  dosage  used  was  too  large. 
Since  the  dosage  has  been  limited  to  0.6  Gm.  or 
less  and  the  injection  of  neoarsphenamine  preceded 
and  supplemented  by  bismuth,  reactions  have  been 
fewer  and  less  severe. 

The  clinic  believes  that  treatment  over  a shorter 
length  of  time  is  a factor  in  maintaining  regular 
and  sustained  attendance.  This  is  well  demon- 
strated in  Chart  3 which  shows  a much  higher  per- 
centage of  completed  treatments  under  the  second 
program  than  under  the  first.  The  clinic  believes 
that  under  the  second  program  patients  are  more 
enthusiastic  and  more  willing  to  continue  their 
treatments  after  they  have  received  their  first  nega- 
tive blood  report. 

Certain  administrative  activities  of  the  clinic 
have  greatly  diminished  since  the  establishment  of 
the  continuous  combined  program.  Patients  are 
instructed  only  once  as  to  the  clinic  hours  and  the 
days  of  the  week  they  are  expected  to  appear  for 
treatment.  This  routine  is  never  changed  except  at 
the  time  of  the  blood  examination  and  patients  are 
not  confused  as  to  what  is  expected  of  them.  Within 
a few  weeks  their  treatment  days  become  as  routine 
as  the  days  of  the  week.  This  seemingly  has  had 
its  effect  in  lessening  the  amount  of  follow-up  serv- 
ice necessary  to  maintain  good  attendance. 

This  is  a general  clinic,  where  the  antisyphilitic 
program  is  only  one  of  several  functions.  A rigid 
routine  has  aided  in  limiting  the  number  of  hours 
during  which  patients  may  come  to  the  clinic  for 
their  antisyphilitic  treatment.  It  is  never  necessary 
during  treatment  hours  to  count  the  number  of 
arsenical  or  bismuth  treatments  a patient  has  re- 
ceived, if  the  drugs  are  well  tolerated.  This  may 
not  seem  important,  but  one  minute  lost  for  each 


of  sixty  patients  loses  one  hour  for  the  clinic  and 
for  those  who  wait  in  the  reception  room. 

The  clinic  has  attempted  to  maintain  the  con- 
tinuous combined  program  for  one  year  after  the 
first  negative  blood  reaction  has  been  obtained.  As 
time  goes  on  the  clinic  is  becoming  more  and  more 
convinced  that  treatment  over  a shorter  length  of 
time  is  definitely  insufficient.  The  lapsed  cases  that 
have  returned  are  consistently  falling  into  the  group 
that  did  not  continue  treatment  for  one  year  after 
they  became  seronegative. 

The  clinic  has  made  no  attempt  to  study  the 
physical  reaction  of  this  intensive  program  upon 
the  patients  because  physical  damage  has  seemed 
no  more  apparent  under  one  program  than  the 
other. 

The  Tacoma  City  Clinic  offers  the  results  of  its 
continuous  combined  program  as  further  evidence 
in  demonstrating  the  necessity  of  a rigid  uninter- 
rupted routine  in  antisyphilitic  treatment. 

CONCLUSIONS 

1.  In  this  clinic  the  continuous  combined  pro- 
gram, using  two  alternating  treatments  per  week, 
has  given  more  efficient  therapeutic  response  than 
the  intermittent  alternating  program  using  one 
treatment  per  week. 

2.  The  continuous  combined  program  has  seem- 
ingly improved  the  attitude  of  the  patients  taking 
antisyphilitic  treatment. 

3.  The  continuous  combined  program  has  pro- 
duced a greater  percentage  of  negative  blood  re- 
actions than  the  intermittent  alternating  program. 

4.  The  continuous  combined  program  has  been 
a saving  in  time  and  money  to  both  patient  and 
clinic. 

5.  A rigid  uninterrupted  routine  has  increased 
the  efficiency  of  the  clinic  in  the  handling  of  pa- 
tients seeking  antisyphilitic  treatment. 

The  authors  are  deeply  indebted  to  the  Works 
Progress  Administration  for  statistical  assistance 
in  this  study. 

Medical  Arts  Building. 
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REGIONAL  ILEITIS* 

REPORT  OF  CASE  WITH  PERFORATION  AND 
GENERALIZED  PERITONITIS 

Milburn  H.  Querna,  M.D. 

SPOKANE,  WASH. 

Since  first  described  as  a clinical  entity  in  1932 
by  Crohn,  much  has  been  written  concerning  re- 
gional ileitis.  Approximately  219  cases  have  been 
reported  in  the  literature  under  the  titles  regional 
ileitis,  terminal  ileitis,  chronic  cicatrizing  enteritis, 
ileocolitis  and  others.  There  has  been  no  previous 
mention  of  acute  perforation  of  the  ileum  due  to 
this  entity.  The  disease  usually  progresses  slowly 
enough  to  allow  omentum  or  adjacent  bowel  to 
wall  it  off,  thus  preventing  general  peritonitis,  but 
resulting  later  in  fistulous  tracts  which  have  fre- 
quently been  described  in  this  condition.  The  pur- 
pose of  this  communication  is  to  present  a case 
which,  because  of  its  unusual  nature,  seems  of  gen- 
eral interest.  case  report 

T.  M.  (D162392),  a 27  year  old  Mexican  male,  entered 
the  San  Francisco  hospital  February  20,  1936.  That  morning 
he  was  suddenly  stricken  with  an  unbearable  pain  across 
his  lower  abdomen  which  commenced  shortly  after  the 
ingestion  of  a pint  of  warm  milk.  The  pain  was  constant 
in  character;  it  doubled  him  up  and  caused  him  to  break 
out  in  a cold  sweat.  He  was  relieved  slightly  for  a short 
time  by  a forceful  bowel  movement.  The  pain  radiated  to 
both  flanks,  to  both  shoulders,  and  to  the  right  side  of  the 
neck,  but  did  not  radiate  downward.  He  vomited  once,  two 
hours  after  the  onset  of  pain.  For  the  past  five  years  he 
had  had  occasional  spells  of  epigastric  pain,  occurring  par- 
ticularly after  indiscretion  in  diet  or  after  drinking  hard 
liquor.  For  the  past  two  months  he  had  been  free  from  this 
pain,  but  had  been  periodically  constipated  and  had  vague 
lower  abdominal  pains  during  a bowel  movement.  .Alter- 
nating with  these  periods  of  constipation  there  had  been 
days  when  he  had  two  or  three  loose  bowel  movements. 
For  the  past  three  weeks  he  had  nocturia  two  to  three 
times,  and  marked  dysuria. 

Physical  examination  revealed  a well  nourished  and  well 
developed  Mexican  who  appeared  acutely  ill  and  lay 
quietly  doubled  up  in  bed.  Temperature  was  101.4°  F., 
pulse  100,  respiration  26,  blood  pressure  110/70.  The  eyes, 
ears,  nose  and  throat  showed  nothing  of  significance.  There 
were  a few  fine  rales  at  the  right  lung  base  with  no  area 
of  dullness.  There  was  board-like  rigidity  of  both  lower 
quadrants  of  the  abdomen,  most  marked  on  the  left. 
There  was  guarding  in  both  upper  quadrants.  Rebound 
tenderness  was  marked  throughout.  No  masses  could  be 
palpated.  The  abdomen  was  not  distended  and  the  area  of 
liver  dullness  was  normal.  Rectal  examination  showed  ten- 
derness on  the  left  and  in  the  midline. 

White  blood  count  was  13,600  with  87  per  cent  polymor- 
phonuclears.  There  were  clumps  of  pus  in  the  urine.  Roent- 
genogram taken  with  the  patient  in  a sitting  position 
showed  free  air  beneath  the  left  diaphragm. 

\ working  diagnosis  of  perforated  abdominal  viscus  was 
made;  the  patient  was  taken  to  the  operating  room  and  a 
spinal  anesthetic  given.  This  was  six  hours  after  the  onset 
of  his  illness. 

Upon  opening  the  abdomen  the  following  pathologic 
process  was  noted.  Approximately  the  terminal  four  feet 

•From  the  Stanford  Surgical  Service  of  the  San  Fran- 
cisco Hospital,  unit  of  San  Francisco  Department  of  Pub- 
lic Health. 


of  the  ileum  was  involved  in  disease.  The  bowel  had  a 
markedly  granular  appearance,  was  of  a dull  red  color, 
and  felt  boggy.  The  mesentery  was  markedly  indurated  and 
thickened.  This  pathologic  process  was  patchy  in  character; 
there  were  areas  of  relatively  normal  ileum  interspersed 
with  diseased  areas.  The  process  stopped  abruptly  at  the 
ileocecal  valve.  In  one  of  the  diseased  areas,  about  two 
feet  from  the  ileocecal  valve  and  in  the  antimesenteric 
border  of  the  ileum  there  was  a perforation,  two  centi- 
meters in  diameter.  The  bowel  wall  at  this  point  was  eight 
millimeters  in  thickness  and  was  extremely  friable.  Contents 
of  the  small  bowel  were  scattered  throughout  the  peritoneal 
cavity  and  there  was  a marked  generalized  peritonitis.  The 
perforation  was  closed  transversely,  after  which  it  was 
noted  that  so  much  constriction  had  been  produced  that  a 
finger  could  not  be  admitted  in  the  lumen  of  the  bowel. 
.Accordingly  a rapid  lateral  anastomosis  was  performed  in 
the  area  comparatively  free  of  the  disease  process.  The 
patient’s  condition  was  at  this  time  so  grave  that  further 
manipulation  was  thought  inadvisable,  and  the  abdomen 
was  closed. 

Following  operation  his  temperature  varied  between  103° 
and  105°  F.  The  abdomen  was  distended  and  rigid  through- 
out. The  pulse  became  rapid  and  the  patient  showed  signs 
of  marked  toxicity.  He  died  the  fourth  postoperative  day. 

Pathological  Report:  After  opening  the  peritoneal  cavity 
the  intestines  were  found  markedly  adherent  to  the  ab- 
dominal wall  and  to  each  other  by  easily  broken  fibrinous 
adhesions.  The  serosal  surfaces  were  coated  with  a fibrino- 
purulent  exudate  which  measured  two  to  five  millimeters  in 
thickness.  The  entire  abdominal  cavity  was  involved  in  this 
acute  inflammatory  reaction. 

The  gastrointestinal  tract  was  removed  and  opened.  The 
interior  of  the  stomach,  duodenum  and  jejunum  appeared 
to  be  normal.  The  upper  two-thirds  of  the  ileum  was  nor- 
mal except  for  slight  dilatation.  Scattered  through  the  lower 
third  of  the  ileum  there  were  several  large,  irregularly 
shaped,  healed  ulcerations.  These  measured  four  by  six 
millimeters  on  the  average  and  were  situated  with  their 
long  axes  transverse  to  that  of  the  bowel.  These  were  found 
on  both  the  mesenteric  and  antimesenteric  borders  of  the 
bowel.  Interspersed  with  these  ulcerated  zones  were  zones 
of  comparatively  normal  ileum,  which  showed  only  slight 
thickening.  The  bowel  wall  in  the  diseased  areas  measured 
from  seven  to  twelve  millimeters  in  thickness.  The  disease 
stopped  abruptly  at  the  ileocecal  valve  which  was  only 
slightly  thickened  and  fibrous.  Two  feet  from  the  ileocecal 
valve  was  found  the  point  of  perforation  which  had  been 
closed.  This  was  the  center  of  a large  ulcerated  zone,  par- 
tially healed,  and  was  so  constricted  that  it  would  barely 
admit  the  little  finger.  .A  lateral  anastomosis  had  been 
performed  around  this  area,  short  circuiting  a ten-inch  loop 
of  bowel,  which  contained  two  other  constricting  areas. 
The  remaining  organs  showed  no  significant  disease. 

Microscopic  Findings:  Numerous  sections  taken  through 
different  areas  of  the  diseased  ileum  showed  a similar  histo- 
logic picture.  .All  coats  of  the  intestinal  wall  were  involved 
in  inflammatory  reaction  which  was  predominantly  mono- 
nuclear infiltration  with  scattered  giant  cells  of  the  Lang- 
hans  or  foreign  body  type.  The  mucosa  was  ulcerated  in 
areas  and  where  intact  showed  catarrhal  coating  with 
epithelial  desquamation.  The  muscular  wall  was  edematous. 
The  fibers  were  somewhat  degenerated  and  mononuclear 
infiltration  was  pronounced.  Polymorphonuclears  and 
eosinophils  were  also  present  in  appreciable  quantities.  The 
serosa  was  involved  in  a fibrinoserosanguineous  type  of 
exudate,  and  was  infiltrated  with  mononuclear  cells.  The 
liver  showed  some  passive  congestion. 

Anatomical  Diagnosis:  Regional  ileitis,  nonspecific,  with 
ulceration  and  perforation,  partial  intestinal  obstruction 
and  general  peritonitis;  recent  laparotomy  with  closure  of 
perforations  and  enteroenterostomy. 
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FROHLICH’S  SYNDROME  (DYSTROPHIA 
ADIPOSOGENITALIS ) * 

Edward  A.  Pierce,  M.D.** 

PORTLAND,  ORE. 

The  object  of  this  paper  is  to  present  some  of  the 
diagnostic  features  of  this  most  interesting  and 
commonly  seen  clinical  disorder,  in  which  pituitary 
deficiency  plays  a more  or  less  definite  part.  The 
fat  boy  in  Dickens’  “Pickwick  Papers”  is  a classic 
prototype. 

It  occurs  in  both  sexes  and  at  any  age  from 
infancy  to  early  maturity.  If  the  onset  occurs  in  the 
early  years,  the  genital  organs  remain  under- 
developed. If  occurring  in  adult  life,  an  atrophy  is 
usually  seen  to  have  taken  place.  The  condition  is 
characterized  by  obesity,  usually  of  the  girdle  type. 

ETIOLOGY 

Usually  there  is  a heredity  predisposition.  Often 
several  of  the  family  or  near  relatives  have  some 
glandular  disturbance.  The  female  is  much  more 
apt  to  be  involved  than  the  male.  Males  present 
themselves  for  examination  more  frequently  be- 
cause the  general  condition  of  hypoplasia  is  much 
more  easily  observed. 

The  glands  found  to  be  causative  factors  in  this 
syndrome  are  the  pituitary,  the  thyroid  and  the 
gonads.  Whether  this  may  be  purely  a functional 
disorder,  or  whether  there  is  always  present  a chro- 
mophobic adenoma  is  a question  that  cannot  be 
answered  at  this  time.  Certainly  there  are  many 
adenomas  which,  because  of  their  small  size  and 
their  position,  cannot  be  demonstrated  by  any 
clinical  or  laboratory  procedure  at  present. 

The  sella  turcica  film  may  reveal  a closed,  or 
partly  closed,  sella  with  consequent  crowding,  with 
lack  of  space  for  normal  development.  Also  there 
may  be  revealed  erosions  of  the  floor  of  the  sella 
or  of  the  posterior  clinoids  which  might  account 
for  marked  dysfunction.  It  is  also  possible  that 
some  slight  injury  at  birth  may  have  precipitated 
the  disturbance.  The  stature  of  the  patient  depends 
largely  upon  the  age  at  the  incidence  of  the  attack. 
The  growth  takes  place  in  the  long  bones,  and  if 
the  accompanying  deficiency  of  the  sex  glands 
hormone  persists,  it  may  prevent  the  closure  of  the 
epiphysis  of  the  growth  zones,  and  development 
may  continue  until  the  size  is  above  normal.  The 
development  of  the  bones,  entering  into  the  forma- 
tion of  the  face  and  oral  cavity,  is  under  the  con- 
trol of  the  ductless  glands.  Glandular  disorders  con- 
stitute one  of  the  important  causes  of  malocclusion 

* Read  before  a meeting  of  North  Pacific  College  of  Ore- 
gon Alumni  Association,  Portland,  Ore.,  Feb.  12,  1937. 

*»  Endocrinology  and  Diagnosis,  Professor  of  Physical 
Diagnosis  and  Director  of  Diagnostic  Clinic,  North  Pacific 
College  of  Oregon. 


of  teeth  with  consequent  dental  impairment,  speech 
disturbance,  etc.  The  growth  of  the  deciduous 
teeth  being  controlled  to  some  degree  by  the  thy- 
roid and  thymus  glands,  the  permanent  teeth  by 
the  thyroid  and  pituitary  glands,  delay  or  precocity 
in  the  eruption  of  either  set  should  call  attention 
to  disturbances  in  these  organs. 

The  structure,  resistance  and  integrity  of  the 
enamel,  dentine  and  pulp  are  directly  related  to 
the  proper  metabolism  of  calcium  and  phosphorus, 
which  depends  in  large  part  upon  the  parathyroid 
glands.  Many  erosions  of  the  enamel,  with  con- 
sequent dental  decay  and  cavity  formations,  can 
be  traced  to  such  a source. 

Hypothyroidism  is  probably  the  chief  cause  for 
delay  in  dental  development.  It  is  usually  accom- 
panied by  a retardation  of  all  of  the  structures 
which  enter  into  the  formation  of  the  oral  cavity, 
resulting  in  various  types  of  disproportion  between 
teeth,  dental  arches  and  palate. 

There  can  often  be  traced  in  the  child  defects 
due  to  maternal  thyroid,  that  is,  hyperactivity  of 
this  gland,  during  the  development  of  the  fetus, 
which  causes  belated  laying  down  of  the  tooth  buds, 
and  as  a consequence  there  is  a retardation  of  the 
postnatal  development  of  the  teeth.  Also,  this  thy- 
roid dyscrasia  is  inherited  by  the  child. 

Not  only  do  the  teeth  fail  to  appear  at  the 
proper  time  in  such  cases,  but  are  usually  delayed 
several  months,  and  after  they  have  erupted  they 
do  not  give  way  to  the  permanent  teeth  at  the 
proper  time.  Thus  necessarily  follows  improper 
spacing,  crowding  and  malocclusion.  Teeth  erupt- 
ing before  the  sixth  month  is  regarded  as  an  evi- 
dence of  pituitary  disturbance  of  the  child,  in- 
herited from  the  mother. 

SYMPTOMS 

The  earliest  signs  and  symptoms  in  children  of 
both  sexes  are  delay  in  the  eruption  of  the  decidu- 
ous teeth,  delay  in  the  closure  of  the  fontanelles  and 
sutures,  delay  in  talking  and  walking,  early  carie.s. 
obesity,  a girdle  of  fat  about  the  abdomen  and  hips, 
with  enlarged  breasts,  small  and  graceful  ankle.s 
and  wrists,  and,  if  thyroid  deficiency  is  marked, 
a lack  of  normal  carpal  bone  development.  There 
may  be  no  noticeable  lack  of  mental  development. 
Some  children  are  slow  and  others  alert.  It  is  not 
always  safe  to  class  every  fat  child  with  retarded 
sexual  development  as  a case  of  dystrophia  adi- 
posogenitalis,  as  some  of  these  mild  cases  do  not 
present  all  of  the  symptoms  of  the  syndrome. 

Frohlich’s  syndrome  is  usually  attended  by  a sub- 
normal temperature  and  a lowered  basal  metabolic 
rate.  There  is  often  a craving  for  sweets  and  a 
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marked  sugar  tolerance,  excessive  thirst,  a disturb- 
ance in  water  retention  and  an  increase  in  the 
urine  output. 

The  clinical  picture  depends  upon  the  age  at 
which  the  dysfunction  begins.  If  in  the  male,  the 
disease  begins  in  early  childhood;  the  penis  will  be 
very  small,  the  testicles  may  be  the  size  of  a pea, 
the  scrotum  small  and  corrugated,  and  there  may 
be  one  or  both  of  the  testicles  which  have  not 
descended.  The  build,  as  development  progresses, 
will  assume  the  feminine  t)^e. 

In  girls  the  changes  in  development  are  not  so 
easily  recognized  until  puberty  approaches.  There 
is  a lack  of  sexual  development.  If  the  disease  de- 
velops at  or  after  puberty,  the  menstrual  period 
may  be  greatly  delayed,  absent  or  irregular.  When 
the  derangement  is  marked,  there  may  be  a cessa- 
tion of  the  menses  in  early  adult  life.  Libido  in 
both  sexes  is  diminished  or  absent. 

In  the  writer’s  clinic,  the  children  have  been 
found  to  be  quite  normal  at  birth,  the  first  symp- 
toms to  be  noted,  perhaps,  being  an  irregular  denti- 
tion, improper  spacing  of  the  teeth,  early  caries, 
or  an  irregularity  of  mouth  parts,  and  a retarded 
mental  development. 

In  the  mild  cases  the  apparent  slowness  of  de- 
velopment does  not  excite  the  suspicion  of  the 
parents  to  their  condition  until  a distorted  mouth 
parts  or  an  early  caries  attracts  attention.  Even 
a rapid  gain  in  weight  and  an  urgent  craving  for 
carbohydrates  is  often  overlooked.  Mothers,  who 
have  in  their  earlier  years  had  colloid  goiters  which 
were  apparently  cured  and  of  no  disturbance,  do 
not  realize  that  this  in  their  high  school  age  was- 
an  heredity  which  had  been  passed  on  to  the  child. 
Often  children  who  have  made  fair  marks  in  their 
early  grades,  when  reaching  the  fifth  or  sixth  grade, 
begin  to  have  trouble  with  their  school  work,  lose 
interest  and  become  nervous  and  discouraged. 

DIFFERENTIAL  DIAGNOSIS 

The  disease  is  of  an  endogenous  type  of  an 
hereditary  endocrine  glandular  dysfunction,  with 
the  above  mentioned  symptoms  which  usually  re- 
spond, especially  in  the  prepuberty  cases,  to  glandu- 
lar replacement  therapy;  or  of  the  exogenous  type, 
which  in  some  cases  is  a family  characteristic  and 
in  which  the  fat  hormone  plays  a part.  They  eat 
largely  of  starches  and  carbohydrates;  basal  meta- 
bolism normal,  temperature  normal,  sex  develop- 
ment normal,  mentally  normal,  teeth  and  mouth 
parts  usually  normal.  If  placed  upon  a restricted 
diet,  the  weight  may  be  reduced.  They  do  not  pos- 
sess any  of  the  characteristics  of  the  endocrine 
cases,  except  obesity,  and  not  the  girdle  type. 


A history  of  glandular  hypofunction  of  other 
members  of  the  family  or  particularly  of  the  mother 
during  this  pregnancy,  which  differs  from  other 
pregnancies  where  the  child  was  normal,  is  evidence 
that  the  condition  is  of  an  hereditary  endocrine 
nature.  The  skin  is  usually  beautifully  clear,  the 
“peaches  and  cream  complexion.” 

Diagnosis  at  the  dental  chair  of  these  departures 
from  the  normal  must  be  arrived  at  by  a close 
scrutiny  of  any  possible  deviation  in  the  bodily 
development,  as  well  as  of  the  mouth  parts,  from 
the  normal  at  the  given  age.  There  should  be 
elicited  a careful  personal  and  family  history  of  any 
glandular  disorders  existing  in  the  family  or  near 
relatives.  Excessive  weight  in  the  family  should 
be  noted.  The  time  of  eruption  of  the  deciduous 
and  permanent  teeth  should  be  ascertained  and  the 
advent  of  caries,  if  any.  If  evidence  of  glandular 
dysfunction  was  suspected,  the  mothers  and  sisters, 
if  any,  should  be  compared  as  to  size  and  develop- 
ment. Height  and  weight  of  normal  children  should 
be  compared  with  that  of  the  patient. 

It  is  well  to  remember  that  the  children  who  are 
mentally  retarded  are  those  who  have  a greater 
deficiency  of  the  thyroid  gland.  This  may  have 
been  caused  by  the  mother  having  had  a slight 
colloid  goiter  in  her  period  of  adolescence,  which 
may  have  been  overlooked  and  was  of  no  discom- 
fort. Statistics  establish  the  fact  that  the  advent  of 
pregnancy  causes  a speeding  up  of  the  basal 
metabolic  rate,  so  that  the  mother  who  has  had  a 
small  colloid  goiter  in  her  youth  is  more  apt  to  have 
a higher  basal  metabolic  rate,  breathes  faster,  in- 
hales more  oxygen  and  exhales  more'^  carbon  diox- 
ide. The  oxygen  required  to  supply  the  fetus  and 
to  cause  its  normal  development  is  greatly  dimin- 
ished and  the  child  is  born  below  the  normal  stand- 
ard, and  wholly  unfitted  to  wage  life’s  battle,  unless 
the  condition  is  early  recognized  and  substitution 
therapy  applied.  If,  however,  the  mother’s  basal 
metabolic  rate  was  taken  in  the  early  months  of 
pregnancy  and  held  under  control  by  use  of  some 
iodine  preparation  until  birth,  the  disastrous  conse- 
quences to  the  child  probably  could  be  averted. 

It  is  now  generally  understood  that  if  these 
children,  who  are  suffering  from  glandular  dys- 
function, retarded  mentality  and  a lack  of  proper 
sex  development,  could  be  early  diagnosed  and  the 
proper  glandular  therapy  applied  before  the  stage 
of  adolescence,  complete  restoration  to  normal  de- 
velopment could  be  safely  expected.  This  appeal 
to  the  orthodontist  and  the  dental  practitioner  is 
made  in  the  belief  that  very  frequently  parents  of 
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Fig.  1 (Case  1).  Before  treatment,  wt.  119  lb.,  ht.  58%  in.  Fig.  2 (Case  1).  After  sixteen  months  treatment,  \vt.  125 
lb,,  ht,  61%  in.  Gain  in  weight,  6 lb.,  in  ht.  3%  in.  Note  normal  development  and  disappearance  of  fat  pads. 

Fig,  3 (Case  2).  Wt.  188  lb.,  ht.  61  in.  Fig.  4 (Case  2).  Wt.  144  lb.,  ht.  63%  in.  Loss  of  wt.  44  lb.,  gain  in  ht.  2%  in. 

Fig.  5 (Case  3).  Photo  after  3%  years  treatment.  Wt.  168  lb.,  ht.  71%  in.  Gain  in  wt.  29  lb.,  in  ht.  5%  in. 

Fig.  6 (Case  4).  Photo  after  2 years  treatment.  Wt.  151%  lb.,  ht.  69  in. 

Fig.  7 (Case  5).  Photo  after  18  months  treatment.  Wt.  140  lb.,  ht.  62  in.  Loss  in  wt.  1 lb.,  gain  in  ht.  3 in. 

Pig.  8 (Case  5).  Roentgenogram  showing  dilated  heart  before  beginning  treatment. 

Pig.  9 (Case  6).  Wt.  233  lb.,  ht.  64  in.  Fig.  10  (Case  6).  After  5 months  treatment.  Wt.  203%  lb.,  ht.  64  in. 
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these  unfortunate  children  do  not  recognize  their 
condition  until  the  caries  or  other  abnormality  of 
the  mouth  parts  cause  them  to  consult  the  dentist. 

CASE  REPORTS 

Case  1.  Boy,  twelve  years  of  age,  weight  119  pounds, 
height  5&]4  inches  (fig.  1). 

History:  Infantile  sex  development,  excessive  fat  pads, 
shortness  of  breath  on  all  exercises.  School  work  very  hard. 
Marked  thirst  and  cravings  for  sweets. 

.After  sixteen  months  treatment,  weight  12S  pounds,  height 
61^  inches  (fig.  2).  School  grades  now  satisfactory. 

Case  2.  Boy,  twelve  years  of  age,  weight  188  pounds,  height 
61  inches  (fig.  3). 

History:  Infantile  sex  development,  abnormal  appetite, 
craves  starches  and  sugars.  Excessive  thirst,  slow  in  school. 
Tires  easily  on  exercises.  Sleepy  and  sluggish.  Basal  metab- 
olism — 11.  Boy  began  to  gain  weight  rapidly  at  ten  years 
of  age.  (Mother’s  normal  weight  125  pounds.  At  eighth 
month  in  pregnancy  began  to  gain  weight  rapidly.  Now 
weighing  266  pounds) . 

After  one  year’s  treatment  weight  144  pounds,  height  63J4 
inches  (fig.  4).  Physical  and  mental  improvement  very- 
marked.  School  grades  much  improved. 

Case  3.  Boy,  twelve  years  of  age.  Sept.  12,  1933,  weight 
139  pounds,  height  65  inches. 

History:  Excessive  fat  pads,  dilated  heart,  shortness  of 
breath  on  exercise.  Enormous  appetite,  with  craving  for 
sweets  and  intense  thirst.  Slow  in  school.  Sex  development 
retarded.  Basal  metabolism  Sept.  14,  1933,  — 9;  Aug.  12, 
1935,  —2. 

.After  three  and  a half  years  treatment,  weight  168  pounds, 
height  71 inches  (fig.  5).  He  is  apparently  normal,  physi- 
cally and  mentally. 

Case  4.  Boy,  twelve  years  of  age.  January  6,  1933,  weight 
103  pounds,  height  60  inches. 

History:  Shortness  of  breath  on  exercises.  Intense  thirst, 
ravenous  appetite ; cravings  for  sugars  and  starches.  Diminu- 
tive sex  development.  Nervous  and  backward  in  school  work, 
subject  to  frequest  colds. 

.After  two  years  treatment,  weight  151J4  pounds,  height 
69  inches  (fig.  6).  Is  alert  and  ambitious,  mentally  well  bal- 
anced. Physically  larger  than  the  family  type. 

Case  5.  Girl,  ten  years  of  age.  May  18,  1934,  weight  141 
pounds,  height  59  inches  (fig.  7). 

History:  Excessive  thirst  and  craving  for  sweets,  abnormal 
appetite.  Fat  pads  and  marked  obesity.  Nervous  and  erratic. 
Could  not  get  on  at  school.  Could  not  ride  her  pony.  Roent- 
genogram (fig.  8)  shows  dilated  heart  before  beginning 
treatment. 

After  eighteen  months  treatment,  weight  140  pounds, 
height  62  inches.  Is  alert  and  active  in  school  and  athletics, 
and  is  apparently  developing  normally.  Menstruation  at 
thirteen  and  a half  years,  regular  and  normal. 

Case  6.  Female,  twenty-nine  years  of  age.  Feb.  13,  1937, 
weight  233  pounds,  height  64  inches  (fig.  9). 

History:  Excessive  weight  began  in  childhood.  Menstrual 
periods  irregular  and  painful.  Married  seven  years  and  no 
children.  Craves  sweets  and  pastry.  Marked  thirst.  Obesity 
of  pituitary  type. 

After  five  months  treatment,  weight  203%  pounds,  height 
64  inches  (fig  10) . Menstruation  regular  and  without  pain. 

This  case  was  not  treated  before  adolescence  and  hence 
sterility  and  glandular  hypofunction  have  become  manifest. 
This  shows  the  result  of  lack  of  treatment  in  early  years 
when  the  result  could  probably  have  been  obviated. 

These  cases  were  from  the  college  clinic  and  my 
private  practice.  They  were  treated  with  glandular 
replacement  therapy,  regulation  of  diet  and  exer- 
cises. 

509  Studio  Building. 


RELIGION  OF  MEDICINE* 
Alexander  Hamilton  Peacock,  M.D. 

SEATTLE,  WASH. 

Medicine  is  one  of  the  most  ancient  of  callings, 
its  early  practice  being  bound  to  the  worship  of 
God  or  various  deities.  In  fact,  they  were  often 
inseparable.  In  Egypt,  for  example,  it  was  the 
priest  doctor  who  established  the  schools  of  medi- 
cine in  the  compound  of  the  temple.  Within  its  en- 
closed gardens  he  planted  and  studied  herbs  which 
had  medicinal  values.  Thus  botany  first  received 
serious  study. 

It  was  on  occasions  of  pain  and  misery  that  man 
turned  from  his  worldly  affairs  and  pleasures  to  his 
God,  imploring  relief  from  the  agony  that  gripped 
him.  It  might  have  been  a gallstone  colic,  a raging, 
devastating  fever,  a peritonitis  or  a mortal  injury. 
At  the.se  times  men  found  little  relief  from  human 
administrations  and  readily  turned  to  the  super- 
natural and  the  powers  outside  themselves.  In  the 
consoling  words  of  the  priest  and  in  their  own  sup- 
plications the  sick  found  some  measure  of  mental 
comfort  and  relief. 

This  dual  relationship  of  medicine  and  religion 
existed  centuries  before  Christ  down  to  the  present 
day.  True,  science  and  not  religious  beliefs  have 
explained  to  us  the  etiology  of  disease  and  the 
degenerative  processes  of  the  body.  Nevertheless  a 
large  part  of  our  private  hospitals  are  still  listed 
as  church  hospitals.  It  was  from  the  monasteries 
that  we  derived  the  name  hospice  or  hospital.  The 
name,  hotel  de  Dieu,  or  hotel  of  God,  is  not  un- 
common in  Latin  speaking  countries.  The  church 
naturally  was  Interested  in  sick  bodies  as  well  as 
sick  minds. 

Even  today  the  belief  that  mental  or  physical 
illness,  and  they  often  are  one,  is  based  on  the 
supposition  that  some  commandment  of  God  has 
been  broken  still  holds  sway.  The  disregard  of 
moral  and  physical  laws  has  its  train  of  unhappy 
consequences.  Just  who  made  these  laws  we  do 
not  know,  but  they  do  exist. 

Thus,  it  is  not  with  much  difficulty  that  we  see 
the  rise  and  origin  of  the  practice  of  medicine,  nor 
is  it  altogether  fantastic  to  liken  it  to  religion.  The 
medical  neophite  as  a rule  chooses  this  profession 
voluntarily.  He  feels  called  to  administer  to  the 
sick.  After  due  preparation  in  general  knowledge 
and  the  premedic  sciences  he  is  initiated  into  the 
history,  the  hitherto  mysteries  of  the  human  bodies, 
the  art  of  gleaning  from  the  patient  the  story  of 
his  illness,  the  search  for  objective  symptoms,  the 

• Read  before  a meeting  of  Lewis  County  Medical  Society. 
Chehalis,  Wash.,  .lune  14,  1937. 
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unraveling  of  the  etiology  of  disease,  its  mode  of 
transmission,  and  lastly  what  remedies  have  proved 
helpful  in  aborting  or  staying  the  disease  process. 
The  student  finds  that  he  must  deal  with  the  pa- 
tient’s mind,  his  attitude  towards  illness,  his  social 
and  economic  problems  as  well  as  the  bacterial 
forces  which  have  gained  a foothold  within  his 
body.  This  puts  into  the  hands  of  medical  devotees 
information  of  the  follies  and  weaknesses  of  the 
individual.  As  with  the  priest  and  the  confessional, 
these  facts  are  rightly  treated  as  confidential  and 
not  to  be  divulged  to  others.  The  relationship  of 
patient  and  doctor  from  the  very  beginning  was 
analogous  to  that  of  worshippers  and  priest.  It  is 
upon  this  sacred  relationship  that  the  doctor’s 
greatest  therapeutic  agent  is  built,  namely,  faith 
and  confidence. 

The  scalpel  and  drugs  are  indeed  life-saving,  yet 
we  who  have  long  observed  the  process  of  illness, 
have  learned  that  the  great  majority  of  the  infec- 
tions and  injuries  are  self-limiting,  that  recovery 
and  repair  take  place  through  the  marvelous  agents 
in  the  patient’s  own  tissues.  The  role  of  the  doctor 
is  to  supplement  those  agents  and  to  succor  the 
patient’s  courage,  to  give  him  hope  and  to  tide 
him  over  the  period  of  discouragement. 

.As  priests  of  medicine,  doctors  from  the  earliest 
times  of  which  there  are  written  records  have  taken 
certain  vows.  These  were  not  rhade  lightly,  for  they 
represent  the  wisdom,  the  experience,  the  justice 
and  the  ideals  of  the  noblest  of  men.  The  oath  of 
Hippocrates  has  survived  many  centuries.  Why? 
Because  it  is  founded  on  truth  and  it  is  as  vital 
today  as  it  was  two  thousand  years  before  Christ. 
The  young  priestesses  of  medicine,  our  trained 
nurses,  repeat  the  pledge  of  Florence  Nightingale 
as  part  of  their  entry  into  this  profession.  The 
likening  of  the  practice  of  medicine  to  a religious 
order  is  not  altogether  visionary.  Tradition,  custom 
and  practice  keep  alive  the  vows  and  principles 
upon  which  our  profession  is  established.  Vows 
may  be  broken,  and  preachers  unfrocked,  for 
humanity  is  weak,  but  the  great  principles  are  still 
there,  and  will  survive  our  own  little  generation, 
even  as  they  have  the  generations  before  us. 

To  further  complement  the  idea  of  medicine  as 
a religion,  we  have  our  hospitals.  These  asylums 
of  the  sick  are  places  of  refuge,  of  retreat,  of  rest 
and  of  easing  weary  minds  and  bodies.  The  hos- 
pital to  the  doctor  is  his  church,  his  temple.  As 
.Andrea  Majocchi  says  in  his  biography,  “for  to  him 
the  hospital  is  at  once  the  field  of  his  activity,  the 
school,  the  daily  exercise  ground.  In  the  hospital 


the  surgeon  forms  and  perfects  himself,  in  the  hos- 
pital he  experiments  with  new  methods,  and  in  the 
hospital  he  collects  material  for  new  studies,  ob- 
servations and  publications.”  Here  the  doctor  works 
and  lives.  He  beholds  the  joyous  phenomena  of 
birth,  of  the  arrival  of  new  souls  into  the  world. 
He  observes  the  seven  ages  of  man,  from  the  red- 
faced, lusty  newborn  to  feeble,  shaking  old  age, 
deprived  of  mental  acumen  and  worn  out  in  body. 
Death  presents  many  tragedies  to  the  physician. 
The  doomed,  loath  to  leave  life  even  with  all  its 
troubles,  and  the  frayed  nerves  of  the  grief  stricken 
relatives  add  a burden  to  the  shoulders  of  the  doc- 
tor. A'et  it  is  his  calling,  his  office,  his  sworn  duty, 
to  play  the  leading  role  in  this  drama  of  life  and 
death. 

For  a moment  let  us  return  to  the  oath  of  Hip- 
pocrates. It  is  such  a noble  document  that  I make 
no  apology  for  repeating  it  here. 

“I  swear  by  .Apollo  the  physician,  and  Aesculapius,  and 
health  and  all  heal,  and  all  the  gods  and  goddesses,  that  ac- 
cording to  my  ability  and  judgment  I will  keep  this  oath 
and  stipulation ; to  reckon  him  who  taught  me  this  art 
equally  dear  to  me  as  my  parents  to  share  my  substance 
with  him  and  relieve  necessities  if  required;  to  regard  his 
offspring  as  the  same  footing  with  my  own  brothers  and  to 
teach  them  this  art,  if  they  should  wish  to  learn  it  without 
fee  or  stipulation ; and  that  by  precept,  lecture  and  every 
other  mode  of  instruction,  I will  impart  a knowledge  of  the 
art  to  my  own  sons  and  to  those  of  my  teachers,  and  to 
disciples  bound  by  a stipulation  and  oath,  according  to  the 
law  of  medicine,  but  to  none  others. 

“I  will  follow  that  method  of  treatment  which,  according 
to  my  ability  and  judgment,  I consider  for  the  benefit  of  my 
patients,  and  abstain  from  w'hatever  is  deleterious  and  mis- 
chievous. I will  give  no  deadly  medicine  to  anyone  if  asked, 
nor  suggest  any  such  council ; furthermore,  I will  not  give 
to  a woman  to  produce  abortion. 

“With  purity  and  with  holiness  I will  pass  my  life  and 
practice  my  art.  I will  not  cut  a person  who  is  suffering  with 
a stone,  but  will  leave  this  to  be  done  by  practitioners  of  this 
work.  Into  whatever  houses  I enter  I will  go  into  them  for 
the  benefit  of  the  sick  and  will  abstain  from  every  voluntary 
act  of  mischief  and  corruption ; and  further  from  the  seduc- 
tion of  females  or  males,  bound  or  free. 

“Whatever,  in  connection  with  my  professional  practice 
or  not  in  connection  with  it,  I may  see  or  hear  in  the  lives  of 
men  which  ought  not  to  be  spoken  abroad,  I will  not 
divulge,  as  reckoning  that  all  such  be  kept  secret. 

“While  I continue  to  keep  this  oath  unviolated,  may  it  be 
granted  to  me  to  enjoy  life  in  the  practice  of  the  art,  re- 
spected by  all  men  at  all  times,  but  should  I trespass  or 
violate  this  oath,  may  the  reverse  be  my  lot.” 

.All  members  of  the  American  College  of  Surgeons 
take  this  oath  on  their  admission  to  that  organiza- 
tion. It  should  be  repeated  often. 

This  brings  the  discussion  around  to  the  subject 
of  ethics  in  general.  Too  many  have  the  idea  that 
ethics  mean  rule  and  regulation.  It  is  not  even  an 
oath.  Ethics  relates  not  so  much  to  human  charac- 
ter or  conduct,  as  it  does  to  ideals,  that  is,  moral 
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ideas  and  customs.  It  is  a pursuit  for  true  happi- 
ness which  is  expressed  as  the  highest  good,  which 
again  may  be  egotistic,  utilitarianistic  or  altruistic. 
What  is  the  highest  good?  By  philosophers  it  has 
been  named  as  perfection,  as  duty,  and  the  intuition 
that  man  has  immediate  apprehension  of  moral 
value.  For  some  there  is  the  sense  of  duty  to  do 
certain  things  and  abstain  from  others.  Where 
arises  the  authority  of  the  sense  of  duty  to  com- 
mand or  prohibit  action  as  the  case  may  be? 

It  is  its  own  authority  and  it  is  self  imposed  by 
the  rational  will  of  man.  There  is  also  the  religious 
sanction  which  rests  on  the  authority  of  God  or  of 
the  church.  Then  there  are  the  political  and  the 
social  sanctions,  the  latter  exercised  by  society  or 
one’s  social  environment.  What  of  the  motive  of 
moral  conduct?  The  natural  inclination  of  man  is 
not  as  a rule  strictly  moral.  This  brings  up  the 
problem  of  motives  to  induce  one  to  adopt  a certain 
line  of  action.  Some  say  that  the  individual  hopes  to 
obtain  happiness  or  avoid  the  fear  of  pain  and 
misery.  There  is  also  the  personal  hope  of  heaven 
and  the  personal  fear  of  hell.  There  is,  again,  the 
fear  of  the  police,  punishment  and  also  public 
opinion. 

Garretson  in  his  history  of  medicine  states  that 
the  first  actual  license  to  practice  medicine  occurred 
in  the  Emperor  Frederick  II  edict  in  1224.  The 
candidate  to  practice  must  have  studied  logic  for 
three  years,  medicine  and  surgery  for  five  years 
and  practiced  for  one  year  under  some  experienced 
physician.  The  candidate  in  surgery  had  to  give 
evidence  that  he  had  studied  the  art  for  at  least 
one  year,  in  particular,  anatomy.  The  physician 
was  required  to  treat  the  poor  for  nothing,  to  visit 
his  patients  twice  a day  and  once  at  night  if  neces- 
sary. Fees  were  fixed  for  office  and  out  of  town 
visits.  Sale  of  poisons,  magic  potions  and  aphro- 
disiac remedies  was  punishable  by  death,  if  any 
person  lost  his  life  thereby.  Similar  ordinances  were 
passed  in  Spain  in  1283,  Germany  in  1347  and  in 
Italy  in  1365. 

To  reiterate,  the  history  of  medical  ethics  goes 
back  to  Babylon  in  2250  B.  C.,  when  Hammurabi 
engraved  these  ethics  on  stone:  (1)  fees  were  con- 
trolled by  law,  (2)  carelessness  in  practice  was 
punished  by  law,  (3)  warnings  were  made  against 
poor  judgment  and  rash  surgical  intervention. 
Eighteen  hundred  years  later  Hippocrates  in  Greece 
rose  as  the  great  mind  in  medicine.  His  contem- 
poraries were  Socrates  and  Plato.  It  is  not  strange 
that  out  of  such  association  should  develop  the 
oath  of  Hippocrates.  In  1803  Percival  of  Lanca- 


shire, England,  published  a code  of  medical  ethics. 
The  products  of  this  man’s  fine  mind  and  human 
sympathy  had  a profound  influence  on  all  of  medi- 
cal practitioners  since  that  day.  He  was  particu- 
larly interested  in  social  improvement  and  exhibited 
qualities  of  heart  and  sympathy,  kindliness  and  a 
cultivated  mind,  pointed  out  that  never  should  a 
serious  case  be  discussed  before  a patient  and  that 
all  women  should  be  treated  with  the  greatest  re- 
spect, no  matter  how  poverty  stricken.  He  pointed 
out  that  high  requirements  were  essential,  tact, 
discrimination  and  a noble  character.  He  was  the 
father  of  modern  medical  ethics. 

Medical  ethics  suggest  etiquette  toward  each 
other  and  embody  the  tenets  of  professional  cour- 
tesy. May  7,  1903,  the  American  Medical  Associa- 
tion established  a code  of  ethics  at  the  New  Or- 
leans meeting  and  revised  them  in  1912.  Since  then 
there  have  been  several  revisions,  the  latest  in  1934. 
These  embodied  (1)  the  duties  of  physicians  to 
their  patients,  (2)  the  duties  of  physicians  to  each 
other  and  the  profession  at  large,  (3)  the  duties 
of  the  profession  to  the  public.  An  anonymous 
writer  in  the  Bulletin  oj  the  New  York  Academy 
oj  Medicine,  February,  1935,  had  an  excellent  essay 
on  the  doctor  and  the  state.  He  pointed  out  that 
many  present  evils  were  due  to  a departure  from 
spiritual  values,  that  selfinterest,  selfishness,  lack 
of  consideration  for  others  and  efforts  to  make  a 
short  cut  to  wealth  were  largely  instrumental  in 
our  unrest.  The  reforms  of  the  profession  have  us- 
ually come  from  without  rather  than  from  within. 
This  is  true  of  all  reforms  arising  from  public  pro- 
test against  certain  practices.  During  the  last  few 
years  we  have  been  in  danger  of  exploitations  of 
the  profession  by  outsiders  who  attempted  to  com- 
mercialize and  establish  the  same  principles  as 
apply  to  industry. 

Among  the  things  criticized  by  the  laity  and  out- 
side organizations  have  been  unethical  reports  of 
illness  and  accidents  in  workmen.  To  favor  a pa- 
tient many  an  untruth  has  been  written  into  reports, 
as  to  the  etiology  of  hernia,  epididymitis,  sprains 
and  questionable  traumatisms.  Lewellys  F.  Barker 
divided  medical  ethics  into  major  and  minor.  In 
the  first  group  he  classed  abortionists,  poisoners, 
liars,  deceivers  and  stealers  of  patients.  He  stated 
that  among  men  of  any  moral  character  these  were 
rather  infrequent.  The  second  group  includes  the 
principles  which  give  us  the  most  trouble,  com- 
promising etiquette  and  the  practice  of  the  golden 
rule. 

All  doctors  should  be  equipped  not  only  with  a 
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fine  scientific  training  to  treat  the  sick  but  also  with 
a humane  attitude  of  mind.  One  of  the  first  require- 
ments is  tact.  This  calls  for  sizing  up  the  patient’s 
mental  attitude  and  how  he  is  going  to  react  to  the 
information  you  are  going  to  pass  on  to  him  about 
himself. 

Another  question  is  that  of  secrecy.  So  many 
family  secrets  are  revealed  to  the  physician  which 
under  no  circumstances  should  ever  go  beyond  his 
door,  not  even  to  his  own  family.  Upon  this  is  built 
that  confidential  relationship  of  which  we  are  boast- 
ing so  much.  Sometimes  this  includes  that  class  of 
patients  who  request  certificates  of  health  to  which 
they  are  not  entitled,  or  certificates  which  they  want 
altered  to  lay  claim  to  a health  insurance  policy. 
Many  are  the  requests  for  abortions  under  various 
subterfuges,  as  ill  health,  a previous  difficult  labor, 
economic  conditions,  etc.  The  war  veteran  compen- 
sation has  also  caused  many  a good  doctor  to  go 
astray  when  it  comes  to  truth  and  straight  for- 
wardness, especially  where  it  applies  to  friends  or 
near  friends  of  his. 

Relations  to  other  physicians.  Harmony  in  the 
profession  is  of  the  greatest  importance.  It  is  in 
all  organizations.  The  art  of  getting  along  with  each 
other  is  one  that  should  be  developed  more  and 
more  and  can  be  acquired  in  various  ways.  Ban- 
quets, clubs  and  sports  will  often  draw  men  much 
closer  together  than  anything  else.  It  is  advan- 
tageous to  see  good  in  the  other  fellow.  Uncompli- 
mentary stories  should  be  strongly  discounted.  Some 
will  spread  a malicious  yarn  about  his  fellow  which 
has  little  or  no  truth.  It  is  a good  piolicy  never  to 
pass  on  a story  of  which  you  are  not  perfectly  sure 
and  also  to  be  sure  that  its  repeating  will  not 
work  to  the  disadvantage  or  undoing  of  a fellow 
practitioner.  While  one  should  have  his  own  opin- 
ions about  ever3dhing,  these  should  not  be  broad- 
cast as  facts. 

Medical  consultations  are  most  important.  The 
wise  practitioner  will  early  call  in  consultation  be- 
fore the  patient  requests  it.  He  should  see  when 
the  relatives  are  getting  anxious  or  the  patient  has 
arrived  at  a stationary  point  or  is  failing  rapidly. 
Consultations  protect  the  patient  first  and  also  the 
attending  doctor.  After  examining  the  patient  the 
consultant  should  retire  and  discuss  the  diagnosis 
and  treatment.  Then  the  family  should  be  called 
in  and  the  facts  gone  over.  The  patient  should  not 
be  seen  again  by  the  consultant  unless  called  by 
the  attending  doctor.  In  emergency  calls  on  another 
doctor’s  patients  he  should  be  notified  on  his  return 
of  such  call  and  retire  from  the  case.  Needless  to 


say,  that  it  is  only  common  thoughtfulness,  cour- 
tesy of  the  other  man’s  time  to  keep  appointments 
promptly. 

Professional  fees.  It  is  good  policy  to  keep  to  the 
local  schedule.  Do  not  go  under  this  unless  there 
are  special  reasons  why  this  should  be  done.  As 
one  grows  in  skill  and  reputation,  fees  can  legiti- 
mately be  raised.  One  should  always  consider  well 
the  patient’s  income  and  not  put  any  undue  bur- 
den on  his  finances.  Medical  fees  will  always  have 
to  be  dependent  on  the  patient’s  income. 

Fee  splitting  for  years  has  been  a thorn  in  the 
side  in  some  members  of  each  community.  The  pros 
and  cons  of  this  subject  are  well  known.  In  most 
cases  it  is  an  arrangement  to  which  the  patient 
is  not  a party  and  he  knows  nothing  of  it.  The 
entire  principle  is  wrong.  If  the  family  doctor  en-  j 

counters  a complication  or  a situation  which  he  1 

believes  he  cannot  handle  or  should  need  the  serv-  j 
ices  of  a specialist,  he  can  so  inform  the  patient  I 
or  relatives.  He  is  at  perfect  liberty  to  recommend 
a specialist  and  in  most  cases  the  family  abides  by 
his  choice.  A well  qualified  nose  and  throat  spe- 
cialist of  my  acquaintance  refuses  to  split  fees  and 
yet  he  has  plenty  of  referred  work.  He  does  it  first 
of  all  by  his  ability  and  second  by  insisting  that 
the  patient  take  care  of  his  family  doctor  first. 

If  the  patient  on  returning  home  requires  furthei 
dressings  or  treatment,  it  is  permissible  and  right 
that  the  surgeon  should  remunerate  the  family  doc- 
tor for  this  service,  providing  the  patient  is  so  in- 
formed. 

Doctors  are  notoriously  poor  business  men,  in 
that  they  are  careless  in  keeping  their  accounts, 
tardy  in  sending  out  statements  and  in  following 
up  their  results.  A little  attention  in  this  line  would 
very  materially  increase  their  income.  Incorrect 
addresses,  incorrect  names  and  failing  to  properly 
estimate  the  patient’s  income  are  responsible  for 
many  unpaid  bills. 

When  it  comes  to  medical  ethics  in  industrial 
medicine  we  have  another  situation.  It  has  been 
well  pointed  out  that  industry  is  organized  solely 
for  profits,  and  medicine  for  personal  service,  that 
the  two  cannot  be  compared  or  carried  out  along 
similar  lines.  Industry  attempts  to  cut  all  costs  to 
the  minimum,  applying  it  to  medical  service.  It 
is  often  carried  to  a point  where  medical  equipment 
and  service  is  maintained  on  a level  below  recog- 
nized standards.  This  has  been  the  objection  both 
to  governmental  medical  services  and  insurance 
sickness  associations. 

Medical  groups  and  clinics  come  under  the  same 
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rules  and  principles  as  the  individual  physician. 
As  to  the  county  medical  society,  all  physicians  in 
the  community  should  join  and  support  this  or- 
ganization for  mutual  help,  for  their  own  growth 
and  for  their  civic  responsibility.  Advertising  and 
solicitation  by  physicians,  either  as  individuals  or 
collectively  in  groups,  by  institutions  or  organiza- 
tions, through  circulars  or  personal  communication 
is  decidedly  unprofessional. 

To  sum  up  the  situation,  medical  ethics  cannot 
be  clearly  defined  by  any  set  rules  or  laws,  but 
it  does  depend  upon  treating  your  patient  fairly 
in  all  respects  and  playing  fairly  with  your  fellow 
practitioner.  One  should  avoid  anything  underhand 
or  that  which  would  injure  a colleague.  Some  years 
back  there  was  a well  known  physician  who  prac- 
ticed the  Abrams  treatment.  If  you  will  recall,  this 
contrivance  was  proved  to  be  a hoax.  With  the 
credulous  public,  however,  it  was  extremely  lucra- 
tive for  a season.  This  doctor  was  given  his  choice 
of  abandoning  his  methods  and  holding  to  that 
which  he  knew  was  right  or  resign  from  the  local 
medical  society  and  become  an  outcast  among  his 
brethren.  He  chose  the  latter.  He  may  have  felt  in 
his  heart  that  his  method  had  virtue  in  it,  so  we 
will  not  judge  him  too  severely.  A few  years  after 
this  incident  I met  him  on  the  street  and  had  a 
short  conversation  with  him.  He  said,  “doctor,  I 
have  practiced  twenty-five  years  in  this  commun- 
ity. I have  eaten,  played  and  worked  with  most 
of  the  doctors  here,  and  now  when  I meet  them  on 
the  street  they  do  not  know  me.  There  is  an  un- 
bridgeable gulf  between  us.  I hope  that  you  will 
never  know  what  it  is  to  suffer  such  isolation  and 
exile  as  I have.”  After  all,  it  is  more  than  income 
that  we  get  out  of  life.  Money  earned  is  soon  spent 
and  there  is  still  a desire  for  more.  The  satisfying 
things  of  life  are  the  love  and  goodwill  of  those 
around  us,  our  own  self-respect,  the  ability  to  go 
to  bed  at  night  and  sleep  with  a clear  conscience 
and  arise  the  next  day  and  be  able  to  look  every 
man  squarely  in  the  face. 

I think  I could  leave  nothing  better  with  you 
than  Osier’s  creed:  “I  have  had  three  personal 
ideals.  One  is  to  do  the  day’s  work  well  and  not 
bother  about  tomorrow.  You  may  say  that  it  is 
not  a satisfactory  ideal.  It  is.  There  is  not  one 
which  the  student  can  carry  into  practice  with 
greater  effect.  To  it  more  than  anything  else  I owe 
whatever  success  I have  had;  to  this  power  of  set- 
tling down  to  the  day’s  work  and  trying  to  do  it 
well  to  the  best  of  my  ability,  and  letting  the  future 
take  care  of  itself. 


“The  second  ideal  has  been  to  act  the  golden 
rule,  as  far  as  in  me  lay  toward  my  professional 
brethren  and  toward  the  patients  committed  to  my 
care. 

“The  third  has  been  to  cultivate  such  a meas- 
ure of  equanimity  as  would  enable  me  to  bear 
success  with  humility,  the  affection  of  my  friends 
without  pride  and  to  be  ready  when  the  day  of 
sorrow  and  grief  came  to  meet  it  with  a courage 
befitting  a man.” 

In  my  heart,  I beli'eve  that  every  worthwhile 
doctor  practicing  medicine  feels  as  I do,  that  his 
profession  is  his  ruling  passion.  It  comes  before 
all  else  in  life.  To  him  it  is  a religion,  and  once 
its  disciple  and  servant,  he  could  not  be  happy 
serving  any  other.  Further,  that  we  all  wish  to 
uphold  the  principles  of  the  great  masters  who  have 
preceded  and  lighted  the  way  for  us.  We  owe  to 
them  at  least  our  efforts  to  live  up  to  their  ideals 
and  their  teachings.  Let  us  help  carry  the  light 
a little  further  than  they  did.  At  times  individual 
followers  of  medicine  may  fall  by  the  w’ayside, 
through  human  weakness  or  economic  pressure, 
yet  this  great  humanitarian  service  of  medicine  has 
carried  on  through  the  centuries  because  its  ethics 
and  principles  were  right.  To  us  all,  I feel  that 
medicine  is  indeed  our  chosen  religion.  We  daily 
worship  at  her  shrine  and  give  her  our  all. 


Studies  with  Human  Influenza  Virus:  During  Influ- 
enza Epidemic  of  1936-1937.  Thomas  Francis,  Jr.,  T.  P. 
Magill,  M.  Dorothy  Beck  and  E.  R.  Rickard,  New  York 
{Journal  A.  M.  A.,  Aug.  21,  1937),  are  of  the  opinion  that 
while  their  series  of  twenty-eight  patients  is  small,  they 
appear  representative  of  the  epidemic  of  influenza  which  oc- 
curred in  New  York  City  during  the  past  winter.  Further- 
more, the  results  of  the  studies  carried  out^mong  these  pa- 
tients were  striking  in  their  uniformity.  The  virus  recovered 
during  this  epidemic  either  by  the  inoculation  of  ferrets  or  by 
direct  transmission  to  mice  was  the  same  as  that  which  has 
been  isolated  in  recent  years  during  epidemics  of  influenza  in 
different  parts  of  the  world.  The  high  percentage  of  clinical 
cases  of  influenza  in  this  group  in  which  the  virus  was  actually 
demonstrated  emphasizes  the  close  relationship  between  the 
disease  and  the  presence  of  virus.  Moreover,  the  demonstra- 
tion of  virus  in  the  nasopharynx  of  a patient  was  regularly 
associated  with  a subsequent  rise  of  antibodies  in  the  patient’s 
convalescent  serum,  as  measured  by  the  mouse  protection  test 
or  the  complement  fixation  test.  The  agreement  between  the 
recovery  of  virus  and  the  development  of  antibodies  serves  to 
indicate  that  the  antibody  response  is  a direct  response  to  in- 
fection and  influenza  virus  and  can  be  considered  as  positive 
evidence  of  the  disease  even  though  virus  is  not  recovered 
from  the  patient’s  throat.  This  is  further  suggested  by  the 
negative  results  with  all  procedures  in  four  cases  of  inci- 
dental bacterial  infection  observed  at  the  same  time.  It  ap- 
pears, therefore,  that  the  demonstration  of  human  influenza 
virus  and  the  development  of  antibodies  to  the  virus  either 
jointly  or  alone  may  be  sufficient  to  warrant  a diagnosis  of 
epidemic  influenza.  The  application  of  these  results  permits 
the  more  accurate  charting  of  the  clinical  boundaries  of  epi- 
demic influenza  and  by  closer  association  of  laboratory  pro- 
cedures with  careful  clinical  observation  may  serve  as  a guide 
in  the  study  of  other  diseases  of  similar  clinical  characteris- 
tics. 
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EDITORIAL 

NONSURGICAL  PROSTATIC  TREATMENT 

Those  who  criticize  the  medical  profession  usually 
lose  sight  of  the  fact  that  amazing  progress  has  been 
made  in  certain  fields  and  that  frequently  a condi- 
tion which  formerly  was  responsible  for  much  dis- 
ability and  suffering  is  now  handled  with  little 
trouble  either  to  the  patient  or  his  physician.  It  is 
even  easy  for  the  profession  itself  to  forget  the 
former  seriousness  of  conditions  which  are  now 
handled  with  ease. 

In  no  field  is  this  more  true  than  in  urology  and 
especially  in  that  division  which  deals  with  the 
prostate.  History  of  prostatic  surgery  is  interesting 
and  changes  which  have  occurred  in  management 
of  prostatic  hypertrophy  by  surgical  means  are  rep- 
resentative of  the  type  of  progress  being  made 
slowly  but  surely  in  all  fields  of  medicine. 

Early  prostatic  surgery  often  resulted  in  disaster 
and  even  end-results  were  not  always  good.  Slowly 
surgery  was  improved,  while  preoperative  and  post- 
operative care  were  developed  to  the  extent  that  it 
was  felt  that  perfection  had  been  reached.  At  about 
the  time,  however,  when  surgical  removal  had  been 
perfected,  there  was  announced  the  method  of  endo- 
scopic operation,  by  means  of  which  the  obstruction 
was  relieved  without  removal  of  the  entire  gland 
and  without  open  operation.  This  boon  to  the  pros- 
tatic was  hailed  with  delight  by  patients  as  well  as 
the  profession  and  now  is  utilized  to  relieve  suffer- 
ing of  the  vast  majority  of  those  afflicted  with  hy- 
pertrophy. But  now  still  another  method  seems  to 
be  in  course  of  development  and  it  seems  possible 
that  before  many  months  have  passed  it  will  be 
possible  to  relieve  or  prevent  hypertrophy  of  the 
prostate  by  a few  injections  of  the  proper  hormone. 
iMuch  experimental  work  has  been  done  and  prep- 
arations have  been  developed  which  are  even  now 
undergoing  extensive  clinical  trial. 

Two  theories  are  extant  to  explain  the  hyper- 
trophy which  so  often  occurs.  Both  postulate  a bal- 
ance of  hormones  to  preserve  the  normal  condition 
with  an  imbalance  being  responsible  for  the  disease. 
That  proposed  by  Lower^  of  Cleveland  presumes 

1.  Lower,  W.  E. ; Endocrine  Influence  on  Male  Sex 
Organs.  New  England  J.  Med.  208:878-884,  April  27,  1933. 


the  existence  of  two  testicular  hormones.  One  of 
these,  an  oil  soluble  substance,  is  termed  androtin 
and  is  the  true  male  sex  hormone.  It  is  this  which 
is  responsible  for  the  secondary  sex  characteristics 
of  the  individual  and  which  is  necessary  for  the 
normal  growth  and  development  of  the  prostate 
and  seminal  vesicles.  The  substance  is  fairly  easily 
tested  for  by  injection  into  capons,  where  it  causes 
measurable  growth  of  comb.  Production  of  the  sub- 
stance by  the  testicle  is  stimulated  by  the  gonado- 
tropic principle  of  the  anterior  pituitary. 

The  second  substance  is  a water  soluble  material, 
also  produced  by  the  testicle,  which  has  as  its  func- 
tion a restraining  action  on  the  pituitary.  This  prin- 
ciple they  call  inhibin.  By  ingenious  use  of  para- 
biosis they  have  demonstrated  that  loss  of  this 
factor  will  allow  the  pituitary  to  increase  its  ac- 
tivity, thus  releasing  larger  quantities  of  the  gonad 
stimulating  hormone.  This  in  turn  brings  about  in- 
creased production  of  the  male  sex  hormone  which 
is  finally  responsible  for  enlargement  of  the  pros- 
tate. To  explain  the  disease,  then,  they  assume  that 
in  certain  individuals  the  testicular  element  which 
produces  the  inhibin  principle  ceases  its  activity 
at  an  earlier  date  than  that  which  produces  the 
androtin  principle.  The  cycle  of  events  outlined 
above  then  results  in  hypertrophy  of  the  prostate. 
Inhibin  has  been  given  clinical  trial  at  Cleveland 
and  elsewhere  with  final  results  not  yet  announced. 
Standardization  of  the  product  seems  to  be  one 
stumbling  block  in  the  way  of  commercial  develop- 
ment. 

The  other  theory  as  expounded  by  Zuckerman- 
also  implicates  two  gonadal  hormones  but  in  this 
case  one  of  these  is  the  male  sex  hormone  and  the 
other  the  female  hormone.  It  is  well  known  that 
the  male  organism  secretes  a certain  amount  of 
female  hormone  and  that  similarly  the  female  de- 
velops some  of  the  male  substance.  As  a matter  of 
fact,  the  two  substances  are  very  closely  related  in 
their  molecular  structures.  Zuckerman  states  that 
it  is  not  possible  experimentally  to  produce  a pros- 
tate gland  with  characteristics  of  the  ordinary  clini- 
cal hypertrophy,  if  excess  amounts  of  male  hormone 
are  applied.  If,  however,  the  male  is  injected  with 
female  hormone  in  sufficient  amounts,  there  results 
a change  in  the  prostate  which  is  much  more  com- 
parable to  that  which  occurs  spontaneously  in  man. 

The  theory,  therefore,  states  that  normally  there 
is  a balance  of  hormones  which  in  latter  life  be- 
comes disturbed  so  that  the  female  hormone  is 
present  in  larger  than  usual  amounts  or  the  male 

2.  Zuckerman,  S.,  Proc.  Roy.  Soc.  Med. : Endocrine  Con- 
trol of  Prostate.  29  :1557-1568,  Oct.,  1936. 
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hormone  is  no  longer  present  in  amounts  sufficient 
to  dominate  the  situation.  Prostatic  hypertrophy 
then  ensues  under  stimulation  of  the  uncontrolled 
female  sex  hormone.  The  remedy  obviously  would 
be  to  inject  male  sex  hormone.  This  procedure  is 
also  undergoing  considerable  clinical  trial  both  in 
this  country  and  abroad.  Preliminary  reports  should 
be  forthcoming  within  the  next  twelvemonth.  Quite 
potent  preparations  of  male  hormone  are  now  on 
the  -American  market. 

With  two  such  brilliant  but  opposing  theories 
before  the  profession  it  is  quite  clear  that  wide- 
spread clinical  application  must  await  further  re- 
ports from  laboratory  workers.  Great  harm  could 
result  from  indiscriminate  or  unwise  use  of  potent 
gonadal  extracts.  The  field  should  be  developed 
with  a considerable  degree  of  caution.  But  it  does 
seem  fairly  certain  that  surgery  of  the  prostate, 
having  reached  the  acme  of  perfection,  will,  in  the 
not  too  distant  future,  be  largely  eliminated.  Thus 
does  medicine  progress. 


CONSULTATION  CLINIC  FOR  SYPHILIS 
A SUCCESS 

The  Social  Hygiene  Committee  of  Washington 
State  Medical  Association  reports  that  the  con- 
sultation clinic  for  syphilis  which  it  is  conducting 
in  cooperation  with  the  State  Department  of  Health 
is  meeting  gratifying  support  from  the  physicians 
in  the  counties  affected.  Physicians  who  have  re- 
ferred patients  to  the  clinic  have  been  pleased  by 
the  careful  and  thorough  examinations  which  they 
receive  at  the  hands  of  the  specialists  and  with  the 
very  helpful  recommendations  made. 

The  staff  of  the  clinic  consists  of  a dermatologist 
and  syphilologist,  two  internists,  a neurologist  and 
an  ophthalmologist.  Patients  are  referred  to  the 
clinic  by  their  attending  physicians  for  answer  to 
any  diagnostic  or  treatment  problems  involving 
syphilis.  The  patient’s  history  accompanies  him  to 
the  clinic,  and  he  is  given  a thorough  examination 
and  returned  to  his  physician  with  findings  and 
recommendations.  No  treatment  whatever  is  given. 

Clinics  are  held  the  third  Wednesday  of  each 
month,  starting  at  8 a.m.  at  Providence  Hos- 
pital, Seattle,  and  it  is  necessary  for  some  of  the 
patients  to  remain  in  the  city  for  two  or  three  days 
to  allow  the  completion  of  certain  special  procedures 
and  laboratory  examinations.  Each  patient  must 
have  an  appointment,  which  may  be  arranged  by 
writing  to  the  Social  Hygiene  Committee,  Provi- 
dence Hospital. 

There  are  no  financial  restrictions  as  to  patients 


who  may  be  referred  to  the  clinic,  but  if  one  de- 
sires consultation  on  a patient  who  cannot  afford 
transportation,  maintenance  in  Seattle  and  the  ad- 
mission fee  of  $2.00,  these  items  of  expense  will  be 
defrayed  by  the  state,  if  arrangements  are  made  in 
advance  through  the  Social  Hygiene  Committee. 
This  clinic  was  started  some  months  ago  by  the 
Social  Hygiene  Committee  as  somewhat  of  an  e.x- 
periment,  and  the  territory  covered  at  present  in- 
cludes the  counties  of  King,  Pierce,  Kitsap,  Clal- 
lam and  the  eastern  half  of  Jefferson.  It  will  prob- 
ably be  possible  soon  to  extend  the  service  to  other 
parts  of  the  state. 


NORTHWEST  MEDICINE  ORGANIZATION 

-At  different  times  during  recent  years  an  ex- 
planation has  been  given  of  the  development  of 
Northwest  Medicine  and  its  relations  to  the 
three  state  associations  which  it  represents.  These 
facts  are  well  known  to  many  of  the  members, 
but  there  are  frequently  others  who  inquire  con- 
cerning the  ownership  of  the  journal  and  the  set-up 
under  which  it  functions.  Therefore,  it  has  been 
thought  desirable  to  review  this  matter  again  for 
the  enlightenment  of  those  who  are  seeking  in- 
formation concerning  the  journal. 

The  first  issue  of  Northwest  Medicine  was 
January,  1903,  when  it  was  launched  under  the 
auspices  of  Washington  Medical  Library  Associa- 
tion. In  1907,  Washington  State  Medical  Associa- 
tion adopted  it  as  its  official  journal.  The  Tristate 
Society  of  Oregon,  Washington  and  Idaho  was 
organized  in  1909,  at  which  time  the  journal  was 
made  its  official  publication.  It  was  taken  over 
by  the  Tristate  Society  under  an  agreement  that 
exchange  journals  and  books  for  review  should  re- 
main the  property  of  the  library.  The  financial 
plan  adopted  was  that  each  state  association  should 
pay  a subscription  price  of  two  dollars  for  each 
of  its  members. 

The  management  of  the  journal  is  under  the 
immediate  direction  of  a Board  of  Trustees,  in- 
cluding three  from  each  state  association,  these 
nine  men  comprising  Pacific  Northwest  Aledical 
Publishing  Association,  incorporated  under  the  laws 
of  Washington.  This  corporation  is  thus  the  official 
owner  and  manager  of  the  journal,  representing 
the  three  state  organizations.  At  the  annual  meet- 
ing of  the  trustees  they  elect  a president,  secretary- 
treasurer,  editor  and  assistant  to  the  editor.  The 
secretary  of  each  state  association  is  ex-officio  an 
assistant  editor,  whose  function  is  to  provide  offi- 
cial information  for  publication  concerning  the 
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affairs  of  his  state  organization.  The  trustees  of 
each  state  elect  two  associate  editors,  whose  func- 
tion is  to  assist  the  editor  in  securing  scientific 
matter  for  publication,  news  items  and  any  other 
matters  of  interest  concerning  the  association  which 
he  represents. 

At  the  annual  trustee  meeting  an  official  audit 
is  presented  of  the  financial  transactions  of  the 
journal  during  the  fiscal  year  which  terminates  at 
the  end  of  June.  Herewith  are  published  the  essen- 
tial features  of  last  year’s  audit  prepared  by  a 
certified  public  accountant; 

Assets  and  Liabilities 

ASSETS 


Cash  in  Bank  $1,183.64 

Cash  in  Savings  Bank 316.15 

Cash  on  Hand  5.00 

Bond  Investments  at  Cost 526.25 

.\ccounts  Receivable  1,708.50 

Office  Equipment  286.95 


$4,026.49 

LI.ABILITIES 


.\ccounts  Payable: 

Metropolitan  Press  $ 441.65 

Heiden’s  Mailing  Bureau  27.27 

Pacific  Press  Clipping  Bureau 7.50 

Metropolitan  Building  Co 13.26 


$ 489.68 

Excess  of  .Assets  over  Liabilities 3,536.81 


$4,026.49 

Cash  Receipts  and  Disbursements 


RECEIPTS 

.Advertising  $ 6,687.40 

Subscriptions,  Washington  $2,639.00 

Oregon  1,491.00 

Idaho  444.00 

Individual  101.50 

4,675.50 

Rebate  M..A.  .Advertising  Bureau  414.12 

Journal  and  Other  Sales 17.66 

Interest  on  Bond  and  Savings 60.30 


$11,854.98 

Balance  from  1936  984.28 


$12,839.26 

DISBURSEMENTS 


Salary  of  Editor $ 3,000.00 

Salary  of  Assistant  Editor  275.00 

Salaries  of  Office  and  .Audit 950.00 

Printing  5,406.92 

Engravings  199.73 

Clipping  Bureau 90.00 

Postage,  Delivery  and  Mailing 561.29 

Stationery  and  Office  Supplies 57.20 

Traveling  Expense  210.00 

Office  Rent  380.00 

Miscellaneous  36.35 

.Added  to  Bond  Investment 26.25 

Telephone  and  Telegrams 69.28 

Moving  Expense  64.80 

Office  Equipment 7.65 


$11,334.47 

Balance  forward  to  1938 1,504.79 


$12,839.26 


OREGON  ANNUAL  MEETING 

The  sixty-third  annual  meeting  of  Oregon  State 
Medical  Society  will  be  next  month’s  principal 
medical  event  in  the  Pacific  Northwest.  The  meet- 
ing will  be  held  at  Salem,  Oregon’s  capital  city,  on 
October  21-22-23.  An  active  committee  on  local 
arrangements  has  been  occupied  for  several  months 
in  arranging  meeting  places  and  an  attractive  series 
of  social  affairs.  Several  events  are  being  planned 
in  connection  with  various  medical  institutions 
operated  at  Salem  by  the  State  of  Oregon.  A series 
of  clinics  is  being  planned  by  the  staff  of  the  Ore- 
gon State  Hospital,  the  Oregon  Tuberculosis  Hos- 
pital, and  the  Oregon  Institution  for  the  Feeble- 
Minded.  These  clinics  will  offer  those  who  attend 
an  unusual  opportunity  to  refresh  their  knowl- 
edge in  the  special  fields  of  medicine  with  which 
these  institutions  are  concerned. 

The  program  committee  is  now  completing  final 
arrangements  for  the  scientific  program  which  will 
be  of  unusual  interest  and  value.  An  internist  and 
surgeon,  both  of  national  reputation,  will  each 
present  a group  of  three  papers  on  topics  of  par- 
ticular interest  to  the  general  physician  and  sur- 
geon. W.  W.  Bauer,  Director  of  the  Bureau  of 
Health  and  Public  Instruction  of  the  American 
iMedical  Association,  will  be  a guest  speaker.  He 
will  speak  at  the  annual  banquet  on  “Teaching 
the  Public  About  Health.”  An  extensive  schedule 
of  engagements  of  four  lay  groups  has  also  been 
arranged  for  Dr.  Bauer.  During  the  week  of  the 
meeting  he  will  speak  for  various  civic  organizations 
and  over  the  radio  in  Portland,  Salem  and  Eugene. 

A large  number  of  interesting  scientific  papers 
and  exhibits  submitted  by  local  physicians  and  in- 
stitutions have  been  accepted  for  inclusion  in  the 
program.  Another  feature  of  the  meeting  will  be 
an  all  day  session  of  the  House  of  Delegates  on 
Wednesday,  October  20,  just  preceding  the  meet- 
ing. The  session  will  be  devoted  to  the  considera- 
tion of  problems  of  medical  economies  and  public 
relations  now  confronting  the  Oregon  profession. 

Elaborate  plans  are  being  made  for  the  entertain- 
ment of  w'ives  of  visiting  physicians,  including 
trips  to  points  of  scenic  interest  and  to  the  several 
state  institutions.  In  addition  to  the  customary 
annual  banquet,  a dance  is  being  planned.  The 
meeting  will  offer  to  Oregon  physicians  an  oppor- 
tune occasion  for  postgraduate  instruction,  as  well 
as  an  opportunity  for  recreation  and  enjoyable 
fellowship  with  their  colleagues  from  all  parts  of 
the  state. 
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The  International  Assembly  of  Interstate  Postgrad- 
uate Medical  Association  of  North  America  will  be  held 
in  St.  Louis,  Mo.,  October  18-22,  under  the  presidency  of 
John  F.  Erdmann  of  New  York.  There  will  be  preassembly 
clinics  on  Saturday,  October  16,  and  postassembly  clinics  on 
Saturday,  October  2,3,  in  the  city  hospitals.  The  aim  of  the 
program  committee  is  to  provide  for  the  medical  profession 
of  North  America  an  intensive  postgraduate  course  covering 
the  various  branches  of  medical  science.  A tentative  list  of 
the  distinguished  teachers  and  clinicians  who  will  take  part 
in  the  program  will  be  found  on  page  11  of  the  advertising 
section  of  this  journal.  A hearty  invitation  is  extended  to 
all  members  of  the  profession  in  good  standing  to  be  pres- 
ent. For  further  information  write  Dr.  W.  B.  Peck,  man- 
aging-director, Freeport,  Illinois. 

Radio  Health  Program  of  .American  Medical  Asso- 
ciation and  National  Broadcasting  Co.  will  be  resumed  for 
the  fall,  winter  and  spring  season  of  1937-38,  being  the 
fifth  season  of  this  form  of  broadcasting.  Under  the  designa- 
tion “Voices  of  Medicine.”  The  salutation,  “Your  health,” 
will  be  addressed  particularly  to  teachers  and  students  in 
junior  and  senior  high  schools.  The  programs  will  be  on  the 
air  during  school  sessions.  The  information  conveyed  will 
be  suitable  also  for  the  general  public.  Programs  will  be 
announced  in  advance  in  Hygeia. 

The  Association  of  Military  Surgeons  of  the  United 
States,  which  will  hold  its  forty-fifth  annual  meeting  at 
Ambassador  Hotel,  Los  .Angeles,  Calif.,  October  14-16,  in- 
cludes in  its  membership  all  classes  of  medical  officers,  those 
of  the  army,  navy,  public  health  service,  organized  reserves, 
national  guard,  veterans  administration  and  retired  officers 
who  have  served  in  a medical  capacity  in  any  of  these 
services.  The  scientific  meetings  are  devoted  to  medical 
problems  in  the  service  which  may  in  any  way  influence  the 
health  and  efficiency  of  our  defensive  forces.  A cordial  in- 
vitation is  extended  to  all  members  of  the  profession  to  at- 
tend these  meetings.  For  further  information  address  Dr. 
Howard  L.  Updegraff,  6777  Hollywood  Blvd.,  Hollywood, 
Calif. 

“The  Birth  of  a Baby”  is  a motion  picture  prepared 
under  the  auspices  of  the  .American  Committee  on  Maternal 
Welfare.  Presented  at  recent  meetings  of  American  and 
Canadian  Medical  .Associations,  it  received  much  attention. 
Its  purpose  is  not  to  educate  the  medical  profession  but  the 
laity,  especially  women,  enlightening  them  on  the  problems 
of  childbirth.  In  a graphic  and  clean  manner  it  shows 
things  that  have  never  been  attempted  before  which  should 
be  taught  by  parents  and  teachers  of  biology.  As  an  educa- 
tional effort  it  can  be  recommended  by  the  medical  profes- 
.sion  to  their  patients  and  friends. 

Enactment  of  Basic  Science  Laws.  Gradually,  in  dif- 
ferent states,  the  importance  of  the  basic  science  law  is  be- 
ing appreciated.  Legislators  are  learning  that  it  is  a protec- 
tion for  the  health  of  the  people.  This  fact  is  indicated  by 
the  passage  of  such  a law  by  Michigan,  May  27,  Colorado, 
June  1,  and  Oklahoma  during  1937.  Basic  science  laws  now 
exist  in  twelve  states.  Enumerated  in  the  order  of  their 
adoption  they  are  as  follows:  Connecticut  1925,  Wisconsin 
1925,  Nebraska  1927,  Washington  1927,  Minnesota  1927, 
District  of  Columbia  1928,  Arkansas  1929,  Oregon  1933, 


.Arizona  1933,  Michigan  1937,  Colorado  1937,  Oklahoma 
1937. 

OREGON 

Basic  Science  Examination.  The  next  basic  science  ex- 
amination will  be  held  Nov.  20,  8:30  a.m.,  at  the  public 
library,  Portland,  S.  W.  11th  .Avenue,  between  Yamhill  and 
Taylor  Streets.  Examination  will  be  held  on  the  usual  sub- 
jects of  anatomy,  physiology,  pathology,  chemistry  and 
hygiene.  .Application  blanks  and  general  instruction  may  be 
obtained  from  Charles  D.  Byrne,  secretary,  Eugene,  Ore. 

Wallowa  Hospital  Reopened.  The  hospital  at  Wallowa 
which  has  been  closed  for  several  months  has  been  opened 
by  Ralph  W.  Isack,  who  has  settled  permanently  in  that 
city.  Renewed  lumbering  activities  have  made  a hospital 
for  this  location  imperative. 

.Administration  Building.  Plans  have  recently  been  pre- 
pared for  an  administration  building  to  be  erected  for  The 
Dalles  hospital.  The  two  story  building  will  cover  approxi- 
mately 51x58  feet  and  is  to  be  of  concrete.  The  new  build- 
ing, together  with  recent  additions  to  the  hospital,  will 
represent  expenditures  of  about  eighty  thousand  dollars. 

Portland  Isolation  Hospital  Enlarged.  Contract  has 
been  let  for  construction  of  addition  to  Portland  Isolation 
Hospital  which  will  cost  approximately  twenty  thousand 
dollars. 

Health  Officer  Retires.  John  Abele,  formerly  city 
health  officer  and  now  epidemiologist  for  Portland,  retired 
•August  1.  He  has  not  recovered  from  illness  acquired  dur- 
ing the  winter  epidemic  of  influenza. 

Vote  on  Health  Measure.  The  city  council  of  The 
Dalles  has  referred  to  voters  the  recent  measures  passed 
regulating  grocery  stores,  restaurants,  barber  and  beauty 
shops.  The  vote  will  be  taken  September  8. 

Health  Unit  Approved.  Courts  of  Platsford  County 
have  approved  measures  establishing  a full  time  public 
health  unit  for  the  county.  E.  E.  Berg  is  in  charge  of  the 
organization  which  was  aided  by  Federal  funds. 

Melvin  E.  Johnson,  formerly  of  Cascade  Locks,  has 
moved  to  North  Bend,  where  he  will  be  associated  with 
Drs.  Crowell  and  Keizer. 

John  A.  Anderson,  who  recently  completed  his  intern- 
ship at  Portland,  is  now  at  Mill  City. 

Wedding.  John  M.  Simpkin  of  Marshfield  and  Miss 
Charlotte  Zieber  of  Salem,  were  married  .August  1 in  Holly- 
wood, Calif. 


WASHINGTON 

Washington  State  Conference  of  Social  Work  will 
hold  its  thirtieth  annual  meeting  at  Longview,  October  6-9. 
Social  security  will  hold  the  spotlight,  but  other  subjects 
will  be  included  pertaining  to  community  welfare  with  pro- 
grams for  the  aged,  blind  and  handicapped.  A sectional 
meeting  on  public  health  and  medical  service  will  be  held 
Thursday,  October  7.  The  program  includes  several  papers 
bearing  on  medical  aspects  of  social  work. 

Public  Health  Service  Physician  Moves.  Harry  F. 
White,  who  has  been  chief  quarantine  officer  of  the  public 
health  service  at  Port  Townsend,  has  been  transferred  to 
Ellis  Island.  He  will  be  replaced  by  Dr.  Moreland  who 
comes  from  Portland. 
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Forty-five  Pass  Washington  July  Examinations.  Sev- 
enty-five licenses  were  granted  by  the  State  Department  of 
Licenses  at  the  July  Medical  Board  examination.  Forty-five 
of  these  were  the  result  of  successful  passing  of  July  ex- 
aminations and  thirty  were  granted  by  reciprocity. 

Indian  Agencies  Exchange  Doctors.  H.  J.  Denman, 
formerly  head  of  the  medical  service  at  the  Blackfeet  reser- 
vation in  Montana,  has  recently  taken  up  duty  at  the 
Yakima  agency  at  Toppenish.  E.  E.  Darnell  of  the  latter 
institution  goes  to  Montana  to  replace  Dr.  Denman. 

State  Hospital  Grounds  Improved.  Clearing  and  minor 
construction  work  to  the  extent  of  twenty  thousand  dollars 
has  recently  been  started  at  Western  State  hospital  at  Fort 
Steilacoom. 

Hospital  .Addition.  A new  wing  has  been  constructed  at 
the  Rawley  Hospital  at  Mount  Vernon.  In  addition  to 
quarters  for  kitchen,  dining  room,  laundry  and  air  condi- 
tioning plant,  this  will  increase  capacity  by  twenty  beds. 

County  Health  Officer  Appointed.  R.  A.  Koch,  who 
has  been  resident  physician  at  Pierce  County  Hospital,  has 
accepted  appointment  as  physician  for  Whitman  County. 

Physicians  Locate.  A.  C.  Powell,  who  interned  at  Swed- 
ish Hospital,  Seattle,  has  joined  the  staff  of  Olympic  Hos- 
pital at  Forks.  Nat  J.  Redpath  has  located  in  Olympia. 
John  R.  Corkery,  Jr.,  is  located  in  Spokane,  where  he  has 
been  appointed  assistant  city  health  officer. 

V.  St.anley  Todd,  who  interned  at  Swedish  Hospital, 
Seattle,  has  located  at  Cashmere  for  practice. 

J.  R.  McDermott,  formerly  of  Kansas  City,  has  located 
at  Chehalis. 

John  R.  Flynn  of  Ritzville  has  sold  his  practice  to 
Herman  Hindin  of  Spokane  and'  will  leave  for  Rochester, 
Minn.,  for  Fellowship  at  the  Mayo  Clinic. 

School  Medical  Director  on  National  Board.  Arthur 
E.  Wade,  medical  director  for  Seattle  public  schools,  has 
been  appointed  to  the  committee  for  school  medicine  and 
child  health  of  .American  .Academy  of  Pediatrics.  Each  mem- 
ber serves  for  six  years. 

New  Health  Officer.  R.  W.  Kite  of  Friday  Harbor  has 
been  appointed  health  officer  for  Whatcom  county. 

Wedding.  M.  D.  Wood  of  Okanagan  and  Mrs.  Catherine 
Hander  of  Omak  were  married  in  Spokane,  August  7. 


IDAHO 

County  Hospital  Plans  Rejected.  Latah  County  voters 
decisively  defeated  plans  for  a $175,000  bond  issue  for  con- 
struction of  a county  hospital. 

County  Physician  Change.  G.  T.  Parkinson  of  Buhl 
has  been  appointed  county  physician  to  replace  Harry 
Albam  who  resigned. 

W.  B.  Ross,  formerly  of  Akron,  Ohio,  has  located  at 
Nampa. 

Wedding.  Donald  J.  Harrison  of  Cragmount,  Idaho,  and 
Miss  Dorothy  Sartori  were  married  in  Seattle,  August  3. 


OBITUARIES 

Dr.  Guy  S.  Peterkin  of  Seattle,  Wash.,  died  July  22  from 
self-inflicted  gunshot  wound,  aged  66  years.  He  was  born 
in  Poughkeepsie,  N.  Y.,  in  1871.  He  obtained  his  medical 
degree  from  Columbia  University,  College  of  Physicians 
and  Surgeons,  New  York,  in  1895.  He  settled  in  Seattle  for 
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practice  in  1899,  specializing  in  urology  in  which  field  he 
gained  considerable  prominence.  In  recent  years  he  paid 
much  attention  to  eugenics  and  sexual  hygiene.  He  wrote 
many  papers  for  publication  and  was  author  of  a number  of 
books  on  scientific  and  semiscientific  subjects. 

Dr.  Frank  J.  Bickford  of  Centralia,  Wash.,  died  July 

22,  aged  65.  Death  occurred  in  his  office  and  was  due  to 
heart  disease.  He  was  born  December  22,  1871,  at  Alma 
City,  Minnesota.  He  received  his  medical  degree  at  the 
University  of  Minnesota  in  1902,  following  which  he  in- 
terned at  St.  Lukes  Hospital,  St.  Paul.  After  practicing  in 
Minnesota  for  eight  years  he  moved  to  Centralia,  where  he 
has  been  since  1910.  He  served  with  the  army  medical  corps 
during  the  world  war. 

Dr.  Samuel  E.  Lambert  of  Spokane,  Wash.,  died  July 

23,  aged  62.  His  death  was  due  to  a heart  attack.  He  was 
born  at  Clifton,  Ala.,  in  1875,  and  received  his  medical  de- 
gree from  the  University  of  Alabama  School  of  Medicine 
in  1901.  He  then  served  with  the  army  medical  corps  for 
three  years  and  saw  service  in  the  Philippines.  During  the 
World  War  he  served  at  Fort  Wright  and  was  discharged 
as  lieutenant-colonel. 

Dr.  W.  G.  Cole  of  Cornelius,  Ore.,  died  August  3,  aged 
73.  He  received  his  medical  degree  at  Jefferson  College  in 
1893  and  practiced  many  years  in  Portland  and  Pendleton. 
He  has  been  retired  for  a number  of  years  because  of  poor 
health.  He  was  much  interested  in  public  service,  having 
held  a number  of  offices  at  Pendleton  and  having  served 
in  the  State  Legislature  from  1905  to  1911. 


Specific  Febrile  Reaction  to  Sulfanilamide:  Drug 
Fever.  In  a series  of  134  cases  of  various  infectious  conditions 
treated  with  sulfanilamide,  P.  O.  Hageman  and  Francis  G. 
Blake,  New  Haven,  Conn.  {Journal  A.  M.  A.,  Aug.  28,  1937), 
encountered  a characteristic  febrile  reaction  (drug  fever)  in 
twenty-one  cases.  Characteristics  that  distinguish  this  com- 
plication are  fever  occurring  at  a definite  interval  after  the 
institution  of  sulfanilamide  therapy  with  or  without  an  ac- 
companying morbilliform  rash.  In  the  majority  of  instances 
the  reaction  appeared  between  the  seventh  and  tenth  days  of 
sulfanilamide  therapy  but  in  a few  instances  it  came  on  as 
early  as  the  fourth  or  as  late  as  the  thirteenth  day.  The 
onset  of  the  febrile  response  was  quite  abrupt  in  many  in- 
stances. Malaise,  nausea,  itching  and  tinnitus  were  the  only 
subjective  symptoms  noted  accompanying  drug  fever.  A rash 
accompanied  the  febrile  reaction  in  nine  cases.  It  is  usually  a 
maculopapular  erythema,  but  definite  hemorrhagic  lesions  as 
well  as  urticaria-like  wheals  were  noted.  Laboratory  data  ob- 
tained during  drug  fever  were  variable.  Leukocyte  counts 
varied  from  7,000  to  48,000,  and  the  percentage  of  poly- 
morphonuclear neutrophils  varied  from  63  to  95.  Eosinophils 
were  present  in  one  half  of  the  cases  and  ranged  from  1 to  6 
per  cent.  Attempts  to  demonstrate  the  presence  of  precipitins 
for  sulfanilamide  in  the  blood  serum  during  and  following 
the  reaction  have  failed,  as  have  attempts  to  demonstrate 
sensitivity  by  patch  and  intradermal  tests.  Passive  sensitiza- 
tion tests  in  human  beings  and  guinea-pigs  have  also  yielded 
negative  results.  Attempts  to  produce  anaphylaxis  and  skin 
hypersensitivity  in  guinea-pigs  have  likewise  failed.  The 
similarity  between  drug  fever  and  serum  sickness  is  rather 
striking.  The  fact  that  the  reaction  occurs  after  the  drug  has 
been  decreased  in  dosage  or  even  discontinued  suggests  that 
it  is  not  the  immediate  concentration  of  sulfanilamide  in  the 
body  at  the  time  of  the  reaction  which  is  responsible  for 
drug  fever  but  rather  that  sulfanilamide  itself  or  in  a com- 
bined or  changed  form  is  antigenic.  Thus  far  attempts  to 
throw  light  on  the  mechanism  of  the  reaction  have  failed.  As 
far  as  is  known,  drug  fever  has  produced  no  permanent  in- 
jury in  this  group  of  cases.  Its  occurrence,  however,  creates 
distinct  diagnostic  difficulties,  especially  in  the  absence  of  a 
rash  and  in  cases  in  which  the  fever  of  the  disease  merges 
with  drug  fever. 
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WASHINGTON  STATE  MEDICAL  ASSOCIATION 

MINUTES  OF  THE  FORTY-EIGHTH  ANNUAL 
MEETING  OF  THE  WASHINGTON  STATE 
MEDICAL  ASSOCIATION,  SEATTLE, 

JULY  19-21,  1937. 

The  forty-eighth  annual  meeting  of  Washington  State 
Medical  .Association  was  held  at  Olympic  Hotel,  Seattle, 
Wash.,  July  19-21,  1937. 

BOARD  OF  TRUSTEES 
Tuesday,  July  20 

The  Board  of  Trustees  met  at  Olympic  Hotel,  Seattle, 
July  20  at  8:00  a.  m.  On  roll  call  the  following  were  present; 
J.  R.  Morrison,  .Arthur  Betts,  V.  W.  Spickard,  A.  J.  Bowles, 
.A.  C.  Crookall,  R.  L.  Zech,  C.  W.  Sharpies,  J.  H.  O’Shea,  E.  C. 
Leach,  J.  E.  Bittner,  Jr.,  H.  D.  Dudley,  H.  E.  Rhodehamel, 
W.  D.  Read. 

By  vote,  .A.  J.  Bowles  was  nominated  for  .Assistant  Secre- 
tary-Treasurer. W.  D.  Read  and  G.  W.  Cornett  were  nomi- 
nated for  the  three  year  terms  for  the  Board  of  Governors. 
Carrol  Smith  and  R.  L.  Zech  were  nominated  for  the  two 
year  term.  H.  D.  Dudley  and  J.  R.  Morrison  were  nomi- 
nated for  the  one  year  term.  .A,  T.  Wanamaker  was  nomi- 
nated for  the  Finance  Committee.  H.  G.  Willard,  J.  M. 
Bowers  and  R.  N.  Hambley  were  nominated  Journal  Trus- 
tees. 

On  motion  it  was  voted  to  adjourn  to  meet  with  the  House 
of  Delegates  at  9:00  a.  m. 

HOUSE  OF  DELEG.ATES 
First  Session 
July  20,  9:00  a.ni. 

The  meeting  was  called  to  order  by  President  A.  C. 
Crookall.  On  calling  the  roll  a quorum  was  found  present 
with  the  following  answering  the  roll  call:  E.  D.  Sawyer,  J. 
B.  Blair,  R.  D.  Wright,  M.  P.  Graham,  .A.  H.  Peacock,  E.  W. 
Young,  F.  A.  Slyfield,  B.  T.  King,  J.  P.  Schutt,  R.  L.  Baker, 
S.  M.  MacLean,  O.  A.  Thomle,  J.  E.  Nelson,  .A.  M.  Treat, 
J.  T.  Rooks,  W.  A.  Mitchell,  H.  S.  .Atwood,  G.  R.  Marshall, 
M.  S.  Jared,  H.  E.  Coe,  A.  J.  Bowles,  W.  D.  Read,  J.  F. 
Christensen,  W.  B.  Seelye,  W.  B.  Penney,  A.  P.  Duryee,  J. 
G.  Matthews,  C.  S.  Hood,  F.  R.  Patton,  J.  W.  Mounsey. 
Committee  Reports 
Secretary-T  reasurer 

Secretary-Treasurer  V.  W.  Spickard  said  we  have  received 
reports  from  some  of  the  Committees,  Social  Hygiene  Com- 
mittee, by  Dr.  Peacock;  Tuberculosis  Committee,  by  Dr. 
John  E.  Nelson;  Public  Health  Committee,  by  Wallace  D. 
Hunt;  Neoplastic  Committee,  by  Dr.  D.  H.  Nickson;  and 
Maternal  Welfare  Committee,  by  H.  H.  Skinner.  These  are 
all  that  we  received  to  date,  and  they  will  be  included  in 
the  minutes  of  the  meeting. 

Following  is  a summary  of  receipts  and  expenditures 
from  the  official  audit  of  the  books  of  the  Association, 
made  by  Louis  E.  Smith,  certified  public  accountant. 


GENERAL  FUND 

Dues  collected  July  1,  1936  to  June  30,  1937 $13,684.00 

Interest  Received  13.29 

Refund  from  Committees 73.77 

Total  Receipts  13,771.06 

Disbursements  11,185.78 

Increase  in  Fund 2,585.28 

Balance  to  Credit  This  Fund 6,743.60 


DEFENSE  FUND 


Total  Receipts  from  Subscribers $ 6,660.00 

Interest  Received  1,026.00 

Gain  on  Bonds 280.12 

Refund  15.00 

Total  Receipts  7,981.72 

Disbursements  3,522.69 

Increase  in  Fund 4,459.03 

Balance  to  Credit  This  Fund 38,811.42 


Social  Hygiene  Committee 

On  January  28,  the  President  of  the  .Association  wrote  to 
the  chairman  of  this  committee  as  follows: 

“At  the  request  of  Dr.  Thomas  Parran,  Surgeon  General 
of  the  United  States  Public  Health  Service,  I have  been  asked 
to  appoint  a committee  to  advise  with  our  State  Health  De- 
partment regarding  the  syphilis  control  program  in  this 
State. 

“Specifically,  this  committee  will  (a)  review  the  avail- 
able information  on  the  syphilis  proposition  in  the  State, 
(b)  cooperate  in  assembling  necessary  additional  informa- 
tion concerning  the  nature  and  extent  of  the  facilities 
which  now  exist  for  the  diagnosis,  treatment  and  Public 
Health  Control  of  syphilis,  (c)  recommend  such  supple- 
mental and  any  state  and  local  facilities  and  measures  as 
seem  desirable  in  dealing  with  this  infection  which  is 
nationwide.” 

The  first  meeting  of  this  Committee  was  on  PYbruary  24. 
.A  report  was  given  by  J.  S.  Thomas  on  the  conference  on 
venereal  disease  control  work  at  Washington,  D.  C.,  De- 
cember 28-30. 

Dr.  Usher  went  over  the  present  status  of  venereal  dis- 
ease control  activities  in  this  state.  P'or  the  State  Depart- 
ment of  Health  he  served  as  a full  time  venereologist.  He 
pointed  out  that  there  were  free  laboratory  facilities  for 
diagnosis  and  arsenicals  or  supplies  to  private  physicians, 
free  of  charge,  for  the  treatment  of  indigent  and  low  pay 
patients.  .A  most  important  feature  of  his  work  was  the 
follow-up  on  sources  of  infection,  the  picking  up  of  delin- 
quent patients  and  contacts,  not  only  on  clinic  patients, 
but  on  private  patients  as  well.  It  was  not  the  purpose  of 
the  Health  Department  to  expand  clinic  treatment  facili- 
ties, but  to  keep  the  treatment  of  private  patients  in  the 
hands  of  private  physicians  as  far  as  possible. 

The  next  proposition  which  came  up  was  the  education 
of  the  laity  and  physicians  regarding  venereal  disease.  C. 
F.  Engels  proposed  that  an  extensive  program  of  this 
nature  be  undertaken.  It  was  then  decided  to  lay  out  a 
campaign  of  education  among  the  various  county  medical 
societies  of  the  state,  with  a team  composed  of  two  or 
three  men  who  have  given  venereal  disease  some  study.  .At 
a later  meeting  such  a program  was  mapped  out  and  is 
all  ready  to  be  instituted  early  this  fall. 

.At  this  meeting  it  was  discussed  how  private  consulta- 
tions for  private  physicians  could  be  established  through- 
out the  state.  This  was  to  serve  largely  as  an  educational 
feature  and  involved  no  treatment  of  any  kind.  It  was 
proposed  that  various  centers  should  be  established  and 
that  each  consultation  clinic  should  have  on  its  staff  mem- 
bership specialists,  including  a dermatologist,  syphilologist, 
neurologist,  internist,  eye,  ear,  nose  and  throat  specialist. 
Only  patients  applying  by  letter  from  their  own  physicians 
would  be  admitted  for  examination  and  recommendation. 

This  service  has  already  been  established  at  Providence 
Hospital,  Seattle,  and  has  had  monthly  consultations, 
usually  on  Wednesday  morning,  middle  of  the  month.  The 
first  day  the  history  is  taken,  the  records  gone  over  and 
additional  information  gathered.  On  Saturday,  immediately 
following,  the  patient  is  further  consulted  and  recommenda- 
tions sent  to  his  physician.  This  diagnostic  clinic  in  no  way 
interferes  with  the  established  clinics  for  the  treatment  of 
venereal  diseases  throughout  the  state. 

On  March  10  the  second  meeting  was  called  and  the 
question  was  taken  up  of  standard  treatment  of  early 
syphilis.  It  was  provided,  however,  that  all  schedules  must 
be  modified  for  certain  individuals,  according  to  their  re- 
actions and  condition.  Unanimous  approval  was  given  to 
the  so-called  alternating,  continuous  schedule  as  recom- 
mended by  the  health  organizations  of  the  League  of 
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Nations  and  by  the  Cooperative  Clinical  Group  of  the 
United  States. 

It  was  voted  to  obtain  copies  of  Dr.  Stokes’  article  which 
appeared  in  Readers  Digest  and  distribute  these  to  phys- 
icians. This  has  been  done. 

May  14  another  meeting  was  held.  Further  details  of  the 
clinic  were  smoothed  out  and  the  date  .set  for  opening  of 
the  consultation  clinic  was  May  19  at  Providence  Hsopital, 
Seattle.  Announcements  were  sent  to  all  of  the  county 
societies  advising  them  of  this  clinic.  A small  fee  was  set 
to  cover  the  cost  of  supplies  at  these  examinations.  Indi- 
gent patients  were  to  be  taken  care  of  and  brought  to 
Seattle  by  the  Social  Welfare  Department. 

June  15  was  the  last  meeting  of  this  committee  when 
the  annual  report  was  considered.  The  various  items  gone 
over  before  were  repeated  and  reviewed:  (1)  the  estab- 
lishment of  the  diagnostic  clinics;  (2)  the  committee  has 
developed  some  new  report  forms  which  are  more  or  less 
experimental  and  cover  the  diseases  of  gonorrhea  and 
syphilis;  (3)  reprints  of  Dr.  Stokes’  article  on  syphilis 
which  appeared  in  Readers  Digest  have  been  circulated 
among  the  doctors.  .Additional  copies  may  be  had  by  apply- 
ing to  the  State  Department  of  Health,  Seattle;  (4)  various 
bulletins  have  been  sent  out  with  the  idea  of  stimulating 
an  interest  in  the  control  of  venereal  diseases;  (5)  it  was 
decided  to  hold  an  exhibit  at  the  state  meeting. 

S.  T.  Parker  strongly  urged  the  appointment  of  a Public 
Relations  man  for  the  State  .Association  who  could  cover 
the  subject  of  diseases  under  discussion  for  consideration. 
■A  news  column  could  be  bought  in  the  various  newspapers 
of  the  state  and  a definite  program  of  medical  subjects 
could  be  submitted  to  the  local  editor  and  published  under 
the  name  of  the  county  medical  society.  Subjects  could 
cover  hygiene,  dentistry,  social  diseases,  medical  ethics  and 
employment  of  consultants  and  other  medical  problems. 

This  committee  would  like  to  report  more  in  detail  but 
the  space  forbids.  The  work  is  just  started  and  we  hope 
that  the  new  committee  will  carry  on  where  he  have  left  off. 
It  is  a subject  long  neglected  and  kept  in  the  dark,  yet  it 
is  one  of  those  departments  of  disease  and  social  life 
which  contributes  tremendously  to  the  misery  and  unhap- 
piness of  the  human  race.  It  is  entirely  unintelligent  and 
unnecessary  for  these  diseases  to  exist  and  we  solicit  the 
most  sincere  and  faithful  cooperation  from  every  one  of 
our  members  of  the  State  .Association  in  the  eradication 
and  suppression  of  these  needless  diseases. 

A.  H.  Peacock, 
Chairman 

Tuberculosis  Committee 

The  Tuberculosis  Committee  has  continued  its  program 
of  the  past  year  by  giving,  with  the  aid  of  illustrated 
lantern  slides,  numerous  talks  on  tuberculosis  before  high 
school  assemblies,  parent-teacher  associations  and  other 
organizations. 

The  committee  members  have  presented  papers  before 
county  medical  societies.  Individual  help  has  been  given  to 
physicians  throughout  the  state  in  the  diagnosis  and  treat- 
ment of  tuberculosis.  .Aid  has  been  given  to  Washington 
Tuberculosis  Association  in  its  tuberculin  test  roentgen 
program.  The  committee  has  helped  to  interpret  several 
hundred  films  for  schools,  colleges  and  physicians.  We 
believe  the  committee  activities  have  helped  to  increa.se 
interest  in  the  tuberculosis  problem  in  both  the  general 
public  and  the  medical  profession. 

John  E.  Nelson, 
Chairman 

Public  Health  Committee 

While  there  were  no  formal  meetings  of  the  Public 
Health  Committee  held  during  the  year,  your  committee 
has  taken  a keen  interest  in  the  rapidly  expanding  activi- 
ties of  the  official  and  nonofficial  public  health  agencies. 

Many  bills  affecting  public  health  were  introduced  in 
the  last  session  of  the  legislature.  Senate  Bills  Nos.  179, 
180  and  181  were  submitted  to  the  committee  and  ap- 
proved for  passage.  These  bills  provided  for  certain  changes 
in  the  state  and  county  boards  of  health  and  were  to  es- 
tablish qualifications  for  health  officers.  No  aid  was  re- 


quested in  securing  the  passage  of  these  bills  and  they  all 
failed  to  pass. 

While  the  Public  Health  Committee  is  technically  sup- 
posed to  be  advisory  to  the  State  Health  Department,  no 
requests  were  received  necessitating  a committee  meeting. 

Wai.i.ace  D.  Hunt, 
Chairman 

Maternal  Welfare  Committee 

The  Committee  has  had  for  its  primary,  and  indeed  sole 
endeavor,  the  wider  dissemination  of  good  obstetrics 
throughout  the  State  of  Washington.  The  carrying  out  of 
such  a program  to  its  consummation  entails  a succession 
of  progress  steps  covering  a period  of  years.  The  appoint- 
ment for  this  Committee,  however,  extends  only  through 
the  present  state  presidential  regime.  In  order  that  there 
should  be  assured  a continuity  of  effort,  the  Committee 
decided  to  form  a Washington  State  Obstetrical  Associa- 
tion. In  January,  1937,  a number  of  men  from  all  parts 
of  the  state  who  were  known  to  be  especially  interested  in 
obstetric  were  invited  to  meet  in  Tacoma  to  form  such  an 
a.ssociation.  The  response  was  gratifying  to  the  Committee. 
The  regular  meeting  of  this  association  in  .April  was  even 
better  attended. 

This  is  not  a closed  organization,  but  rather  one  open  to 
any  doctor  in  the  state  who  is  especially  concerned  with 
obstetrics.  It  is  felt  that  through  such  a medium  and  by 
means  of  such  a policy,  a much  larger  field  will  be  reached 
and  the  helpful  influence  of  good  obstetrics  be  wider  spread 
in  our  state. 

In  order  that  the  sure  continuance  of  an  obstetric  pro- 
gram should  carry  on  in  the  state,  the  Committee  has  the 
following  recommendations  to  make: 

1.  That  the  Maternal  Welfare  Committee  shall  be  a 
permanent  committee. 

2.  That  the  present  members  be  appointed  for  a live 
year  term  of  service,  including  the  past  year. 

3.  That  each  incoming  president  of  Washington  State 
Medical  Association  shall  appoint  two  additional  members 
each  two  to  serve  five  years. 

We  feel  this  is  a very  important  step  and  recommend 
that  the  above  suggestions  be  presented  to  the  House  of 
Delegates  as  an  exceedingly  necessary  measure  to  adopt. 

Since  the  state  is  large  and  distances  great  between  cities, 
the  Committee  must  be  of  such  size  that  a reasonable 
number  should  be  gotten  together  two  or  three  times  yearly 
to  consider  important  state  problems. 

H.  H.  Skinner, 
Chairman 

Neoplastic  Committee 

The  personnel  of  the  Committee  comprises  H.  J.  Whit- 
acre,  Tacoma;  S.  M.  MacLean,  Tacoma;  E.  L.  Cilley,  Bell- 
ingham; J.  D.  Edgar,  Spokane;  A.  L.  Balle,  Seattle;  C B. 
Ward,  Seattle;  D.  V.  Trueblood,  Seattle;  D.  H.  Nickson 
(chairman),  Seattle. 

This  committee  was  created  five  years  ago.  The  first  four 
years  were  devoted  to  summarizing  available  knowledge  on 
tumors.  This  was  published  in  pamphlet  form  and  dis- 
tributed to  the  physicians  of  the  state. 

The  American  Society  for  the  Control  of  Cancer  dele- 
gated the  American  Federation  of  Women’s  Clubs  in  1936 
to  carry  on  an  educational  campaign  for  the  purpose  of 
education  of  the  lay  public  in  the  early  signs  and  symptoms 
of  cancer. 

The  National  Society  asked  various  state  committees  to 
direct  this  educational  program.  The  Neoplastic  Committee 
agreed  to  this  request. 

The  work  of  the  committee  has  been  directed  along  the 
following  lines:  The  state  was  divided  in  sections  corre.s- 
ponding  to  political  districts.  A physician  of  each  was  ap- 
pointed to  supply  speakers  for  meetings  arranged  by  the 
local  representative  of  the  American  Federation  of  Women’s 
Clubs. 

Fifty  physicians  cooperated  with  the  committee  and  de- 
livered 98  lectures  on  some  phase  of  the  cancer  problem 
during  the  year.  There  were  177  papers  read  to  women’s 
clubs  by  their  directors.  These  papers  were  either  written 
by  doctors  of  the  state  or  were  furnished  by  the  National 
Society.  There  were  twenty  broadcasts  over  various  radio 
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stations  and  97  articles  in  newspapers  of  the  state  on  the 
subject  of  cancer.  It  is  estimated  that  between  10,000  and 
12,000  people  of  this  state  attended  lectures  on  the  subject 
of  cancer.  There  has  been  some  criticism  of  this  work  on 
the  part  of  the  profession  but  usually  when  the  nature  of 
the  work  is  explained  the  critical  remarks  have  been  with- 
drawn. 

The  Committee  wishes  to  thank  Mrs.  Helen  A.  McCann 
of  Longview,  who  has  acted  as  State  Commander  for  the 
Women’s  Clubs,  for  her  hearty  cooperation  and  her  untiring 
efforts. 

The  chairman  wishes  personally  to  thank  the  members  of 
the  Committee  for  their  cooperation  and  willingness  to  give 
their  time  and  money  to  attend  meetings  and  give  lectures. 

D.  H.  Nickson, 
Chairman 

Social  Security  Committee 

The  work  of  the  Committee  on  Social  Security  has  con- 
cerned itself  chiefly  with  medical  care  for  those  on  general 
assistance,  special  groups  receiving  of  such  assistance, 
widow’s  pensions  and  dependent  children  also  sharing  in 
the  program.  The  work  does  not  include  care  for  crippled 
children  which  has  its  own  program  in  successful  operation 
or  work  for  the  resettlement  administration  which  an- 
ticipates a special  medical  organization. 

Prior  to  April  1,  1937,  medical  relief  work  was  carried 
on  under  direction  of  the  State  Department  of  Public  Wel- 
fare and  State  Medical  Bureau.  County  units  were  set  up 
throughout  the  state,  enabling  any  physician  who  so  de- 
sired to  share  in  this  w’ork.  Under  this  plan,  properly 
authorized  clients  for  medical  care  were  able  to  be  treated 
by  the  physicians  of  their  choice.  To  date  this  treatment 
has  consisted  largely  of  w’ork  done  in  the  physician’s  office 
and  home  visits  with  arrangements  going  forward  to  en- 
large the  scope  of  these  authorized  services. 

Charges  for  services  are  based  on  the  State  Fee  Schedule 
and  each  physician’s  bills  are  audited  by  his  local  county 
committee  and  reaudited  by  a committee  from  the  State 
Medical  Bureau.  The  sum  of  money  allocated  by  the  State 
Department  of  Social  Security  for  that  month’s  medical 
care  is  divided  by  the  total  number  of  cases  in  the  state 
receiving  treatment  that  month  which  is  an  average  cost  of 
each  case.  The  amount  of  money  each  county  will  receive 
is  represented  by  this  average  cost  per  case  multiplied  by 
the  number  of  cases  treated  that  month  in  that  county. 
To  date  it  has  been  felt  that  this  is  the  most  equitable  plan 
for  disbursement  of  medical  welfare  funds  in  that  each 
county  is  equally  dependent  only  on  the  number  of  cases 
under  treatment.  Fixed  charges,  such  as  obstetric  and  cer- 
tain surgical  cases,  are  not  included  when  arriving  at  this 
average  cost.  Under  this  plan  during  the  past  eighteen 
months  the  physicians  have  received  over  $315,000  net. 

The  State  Social  Security  law  w’hich  became  effective 
.■\pril  1.  1937,  having  as  one  of  its  objectives  the  decen- 
tralization of  relief  responsibility,  passed  the  work  on  to 
each  county.  .Anticipating  this  change,  a program  for  medi- 
cal and  dental  relief  care  adaptable  to  each  county  has 
been  completed  through  the  combined  efforts  of  the  Depart- 
ment of  Social  Security,  State  Medical  Association,  State 
Dental  Society  and  State  Medical  Bureau. 

During  the  past  year,  the  committee  has  endeavored  to 
deal  adequately  and  fairly  with  all  parties  involved.  In 
building  the  Medical  Social  Security  Program,  they  have 
had  the  consistent  cooperation  of  the  State  Department  of 
Social  Security  and  wish  at  this  time  to  express  their  sin- 
cere thanks  to  the  Director,  Mr.  Charles  F.  Ernst,  and  to 
the  Assistant  Director,  Miss  Ruth  Fitzsimmons,  for  their 
understanding  help.  The  committee  also  wishes  to  thank 
Mr.  Harry  House  and  Mr.  Percy  Gilbert  for  their  invalu- 
able assistance  throughout  the  year. 

In  many  respects  this  program  is  a new  departure  in 
medical  practice  and  its  success  rests  largely  on  carefully 
considered  progress  and  the  continued  unselfish  honest  co- 
operation of  the  medical  profession. 

L.  Hopkins, 
Chairman 


Second  Session 
July  21,  9:00  a.m. 

The  meeting  was  called  to  order  by  President  .A.  C. 
Crookall.  On  calling  the  roll  a quorum  was  found  present 
with  the  following  answering  the  roll  call:  E.  D.  Sawyer, 
J.  B.  Blair,  R.  D.  Wright,  M.  P.  Graham,  A.  H.  Peacock, 
E.  W.  Young,  F.  A.  Slyfield,  B.  T.  King,  J.  P.  Schutt,  R.  L. 
Baker,  S.  M.  MacLean,  O.  .A.  Thomle,  J.  E.  Nelson,  .A.  M. 
Treat,  J.  T.  Rooks,  W.  .A.  Mitchell,  H.  S.  .Atwood,  G.  R. 
Marshall,  M.  S.  Jared,  H.  E.  Coe,  .A.  J.  Bowles,  W.  D. 
Read,  J.  F.  Christensen,  W.  B.  Seelye,  W.  B.  Penney,  .A.  P. 
Duryee,  J.  G.  Matthews,  C.  S.  Hood,  F.  R.  Patton,  J.  W. 
Mounsey. 

Necrology 

Whereas,  twenty-seven  of  our  members  have  passed  on 
since  the  1936  meeting  of  this  Association,  therefore,  be  it 
Resolved,  that  the  House  of  Delegates  of  Washington 
State  Medical  Association  recognize  the  demise  of  these 
former  fellow  members  and  instruct  the  Secretary  to  in- 
scribe with  honor  and  regret  the  following  names  upon  the 
records  of  the  Association;  that  the  Secretary  write  each 
family  a letter  of  condolence,  specifying  this  is  the  action 
of  Washington  State  Medical  Association. 

H.  M.  Mehlig,  Bellingham,  age  63,  died  July  18,  1936 
•A.  E.  Baldwin,  Seattle,  age  42,  died  .August  8,  1936 
R.  S.  Miles,  Orting,  age  60,  died  August  19,  1936 
W.  E.  Fordyce,  Sunnyside,  age  62,  died  August  12,  1936 
W.  P.  O’Rourke,  Seattle,  age  70,  died  September  27,  1936 
M.  B.  Grieve,  Spokane,  age  71,  died  October  6,  1936 

.A.  E.  Henby,  Seattle,  age  52,  died  October  8,  1936 

W.  O.  Wisner,  Spokane,  age  71,  died  October  17,  1936 

G.  A.  Downs,  Spokane,  age  59,  died  October  18,  1936 

T.  L.  Catterson,  Spokane,  age  79,  died  October  20,  1936 
.A.  E.  Southward,  Seattle,  age  63,  died  October  23,  1936 
.A.  N.  Codd,  Spokane,  age  42,  died  October  31,  1936 
W.  T.  Woolley,  Seattle,  age  60,  died  November  9,  1936 
J.  W.  Goodheart,  Bellingham,  age  70,  died  Nov.  28,  1936 

B.  D.  Henry.  Endicott,  age  60,  died  December  21,  1936 

G.  H.  T.  Sparling,  Grand  Coulee,  age  67,  Dec.  25,  1936 

C.  S.  Baumgarner,  Davenport,  age  64,  died  Jan.  4,  1937 
E.  J.  Taggart,  Bremerton,  age  73,  died  January  16,  1937 
J.  A.  Darby,  ’Vancouver,  age  62,  died  January  18,  1937 

E.  I.  Ingersoll,  Ephrata,  age  63,  died  January  28,  1937 

F.  .A.  Churchill,  Seattle,  age  80,  died  March  5,  1937 
C.  M.  Doland,  Spokane,  age  60,  died  March  13,  1937 

H.  R.  Keylor,  Walla  Walla,  age  76,  died  March  27,  1937 
A.  C.  A.  Gaul,  Olympia,  age  77,  died  .April  26,  1937 
M.  W.  Conway,  Elma,  age  53,  died  May  18,  1937 
R.  S.  Stryker,  Ridgefield,  age  58,  died  May  26,  1937 
F.  C.  Robinson,  Walla  Walla,  age  63,  died  July  15,  1937 
L.  P.  McCalla,  Bellingham,  age  71,  died'O^uly  17,  1937 
On  motion  of  E.  W.  Young  the  report  was  adopted  by  a 

standing  vote. 

The  following  amendments  to  the  By-Laws  and  Resolu- 
tions were  adopted  by  vote. 

.Amendments 

Defense  Fund 

Amendment  to  the  By-Laws,  .Article  XI,  Section  3 b, 
which  reads  as  follows: 

“The  Board  of  Governors  of  the  Defense  Fund  shall  con- 
sist of  the  President,  Secretary-Treasurer,  and  .Assistant- 
Secretary-Treasurer  of  this  Association,  and  one  member 
from  each  congressional  district  of  this  state.  The  elective 
members  shall  be  nominated  by  the  Board  of  Trustees 
and  elected  by  the  House  of  Delegates  at  the  annual  meet- 
ing of  the  Association.  It  shall  be  their  duty  to  direct  the 
management  of  the  Medical  Defense  Fund  of  this  Associa- 
tion.” 

Insert  before  the  last  sentence,  the  following:  “Their  term 
of  office  shall  be  three  years,  two  to  be  elected  each  year.” 
.Also  amend  Defense  Fund  Regulations,  Section  3,  to  in- 
clude the  following:  “Their  term  of  office  shall  be  three 
years,  two  to  be  elected  each  year.” 

That  the  Board  of  Trustees  for  this  Session  nominate  two 
members  of  the  Board  of  Governors  for  one  year,  two  for 
two  years  and  two  for  three  years. 
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Current  Expense  Fund 

That  paragraph  (d),  Sec.  3 of  Article  XI  of  the  By-Laws 
be  interpreted  to  mean  that  funds  previously  allocated  for 
current  and  usual  office  expense  shall  not  require  approval 
of  the  Finance  Committee. 

Board  of  Governors 

Article  VI,  Section  1 b,  be  amended  to  include  the  Chair- 
man of  the  Board  of  Governors  (page  9) . 

Resolutions 

Malpractice  Committee 

That  the  resolution  adopted  in  the  last  meeting  of  the 
State  Association  providing  that  “each  County  Society  will 
elect  a committee  of  three  to  serve  as  a Malpractice  Com- 
mittee for  their  respective  societies”  be  rescinded. 

Social  Security  Act 

Whereas,  the  execution  of  the  Social  Security  Act  pertains 
to  the  medical  profession,  and,  whereas,  the  County  Com- 
missioners of  the  various  counties  are  not  cooperating  with 
the  medical  societies,  therefore,  be  it. 

Resolved,  that  Washington  State  Medical  Association  in- 
structs its  Committee  to  contact  the  Social  Security  Depart- 
ment and  secure  information  regarding  their  intentions. 

Executive  Secretary 

Resolved,  that  the  Board  of  Trustees  of  Washington  State 
Medical  Association  be  instructed  to  appoint  a full  time 
Executive  Secretary  to  manage  and  execute,  under  their  di- 
rection, the  activities  of  the  Association  as  suggested  in  Sec- 
tion 4,  Article  VII,  of  the  Constitution  of  the  State  Associa- 
tion, and  that,  in  securing  an  Executive  Secretary,  it  be  with- 
in the  finances  of  the  Association  as  now  constituted. 

House  of  Delegotes  and  Scientific  Session 

Whereas,  the  House  of  Delegates  is  in  session  while  the 
scientific  session  is  being  held,  and 

Whereas,  this  works  to  the  disadvantage  to  both,  there- 
fore, be  it 

Resolved,  that  the  Board  of  Trustees  be  instructed  to 
make  a study  of  this  question  and  present  their  recommenda- 
tions to  the  House  of  Delegates  next  year. 

Resettlement  Committee 

Whereas,  the  Chairman  of  the  Resettlement  Committee 
has  reported  to  Washington  State  Medical  Association  that 
it  is  unable  to  recommend  a definite  plan  for  the  medical 
care  of  clients  of  the  Resettlement  Administration  in  the 
State  of  Washington,  therefore,  be  it 

Resolved,  that  the  incoming  President  be  requested  to 
appoint  a committee  to  continue  the  study  of  this  prob- 
lem. 

Medical  Core  of  Indigents 

Whereas,  the  report  submitted  by  the  Delegates  of  Wash- 
ington State  Medical  Association  at  the  annual  session  of  the 
House  of  Delegates  of  American  Medical  Association  at 
Atlantic  City,  June  7-10,  1937,  indicates  that  a plan  is  being 
contemplated  by  the  Federal,  Executive,  .Administrative  and 
Congressional  authorities  to  place  the  practice  of  medicine 
in  the  United  States  as  it  involves  the  medical  care  of  indi- 
gent persons,  under  Federal  Governmental  control,  and 

Whereas,  the  Board  of  Trustees  representing  the  House  of 
Delegates  of  Washington  State  Medical  Association  hereby 
affirms  its  willingness  to  cooperate  at  all  times  with  the 
proper  authorities,  yet  at  the  same  time  is  convinced  that 
such  care  is  distinctly  a community  responsibility  and  is 
properly  a function  of  the  local  governmental  unit  and  local 
medical  profession,  and 

Whereas,  Federal  supervision  of  the  medical  care  of  the 
indigent  without  local  control  by  the  component  medical 
units  of  the  various  State  Medical  Societies  will  destroy 
those  principles  which  maintain  for  the  public  the  highest 
quality  of  medical  service  and  the  possibility  of  improve- 
ment in  this  service,  therefore,  be  it 

Resolved,  that  Washington  State  Medical  Association,  in 
justice  to  the  medical  profession  of  the  State,  hereby  records 
its  opposition  to  and  its  unwillingness  to  cooperate  in  any 
plan  that  involves  Federal  supervision  and  control  of  medi- 
cal practice  in  the  United  States  and  will  combat  this  with 
every  means  at  its  command;  and,  be  it  further 


Resolved,  that  a copy  of  these  resolutions  be  forwarded 
to  the  American  Medical  Association ; and,  be  it  further 

Resolved,  that  a copy  of  these  resolutions  be  forwarded  to 
the  secretaries  of  all  state  medical  associations  with  the 
recommendation  that  similar  resolutions  be  adopted  by  such 
associations ; and,  be  it  further 

Resolved,  that  copies  of  these  resolutions  be  forwarded 
to  all  of  our  congressional  representatives  in  Washington. 

State  Planning  Council 

Whereas,  the  Chairman  of  the  Health  Section  of  Washing- 
ton State  Planning  Council  has  requested  that  Washington 
State  Medical  Association  appoint  one  or  two  of  its  mem- 
bers each  year  as  members  of  such  Division,  therefore,  be  it 

Resolved,  that  the  incoming  President  be  requested  to 
make  such  appointments. 

Standardized  Hospital  Privileges 

We  believe  that  members  of  the  medical  profession  who 
are  not  members  of  their  local  medical  societies  do  not 
have  at  heart  the  welfare  of  their  professional  fellows  or 
the  welfare  of  the  practice  of  medicine  and  surgery. 

We  heHeve  in  organized  medicine.  We  believe  that  the 
College  of  Surgeons  is  founded  on  the  faith  it  has  in  the 
members  of  organized  medicine  and  their  ability  to  improve 
the  general  conditions  of  the  practice  of  medicine  as  well  as 
surgery.  Therefore,  be  it 

Resolved,  that  Washington  State  Medical  Association  re- 
quest that  the  College  of  Surgeons  make  it  a requirement 
for  the  rating  of  “Standardized”  for  all  hospitals  that  no 
one  who  is  not  a member  of  his  local  medical  society  be 
granted  hospital  privileges.  Also  be  it 

Resolved,  that  the  College  of  Surgeons  be  requested  to 
remove  from  their  list  of  “Standardized  Hospitals”  all 
hospitals  which  extend  their  privileges  to  physicians  and 
surgeons  who  are  not  members  of  their  local  medical 
society,  excepting  in  the  instances  of  those  physicians  and 
surgeons  who  have  not  yet  been  able  to  meet  the  time 
limits  prescribed  by  the  constitution  or  by-laws  of  the 
individual  societies. 

Election  of  Officers 

The  following  officers  were  elected  for  the  ensuing  year. 
President-elect,  Arthur  Betts,  Spokane.  Vice-President-elect, 
D.  F.  Bice,  Yakima.  .Assistant  Secretary-Treasurer,  A.  J. 
Bowles,  Seattle. 

Trustees 

J.  R.  Morrison,  Bellingham.  .Arthur  Betts,  Spokane.  D. 

F.  Bice,  Yakima.  V.  W.  Spickard,  Seattle.  A.  J.  Bowles, 
Seattle.  -A.  C.  Crookall,  Seattle.  R.  L.  Zech,  Seattle,  C.  W. 
Sharpies,  Seattle.  J.  H.  O’Shea,  Spokane,  C.  W.  Knudson, 
Seattle.  E.  C.  Leach,  .Arlington.  J.  E.  Bittner,  Jr.,  Yakima. 

G.  R.  Marshall,  Seattle.  H.  D.  Dudley,  Seattle.  CJ.  H.  An- 
derson, Spokane.  -A.  E.  Gerhardt,  Wenatchee.  H.  E.  Rhode- 
hamel,  Spokane,  W.  D.  Read,  Tacoma. 

Board  of  Governors,  The  Defense  Fund 

H.  D.  Dudley,  Chairman,  Seattle.  J.  R.  Morrison,  Bell- 
ingham. J.  B.  Blair,  Vancouver.  G.  W.  Cornett,  Yakima. 
C.  L.  Smith,  Spokane.  W.  D.  Read,  Tacoma. 

Finance  Committee 

C.  W.  Sharpies,  Seattle.  D.  H.  Lewis,  Spokane.  A.  T. 
Wanamaker,  Seattle. 

Journal  Trustees 

H.  G.  Willard,  Tacoma;  J.  M.  Bowers,  Seattle;  R.  N. 
Hamblen,  Spokane. 

Incoming  President,  J.  R.  Morrison,  was  installed  with 
appropriate  ceremonies. 

The  meeting  adjourned  at  10:00  a.m. 

V.  W.  Spickard, 
Secretary-T  reasurer. 

Board  of  Governors  of  the  Defense  Fund 

The  Board  of  Governors  held  its  third  annual  meeting 
at  Olympic  Hotel,  Seattle,  July  18,  at  8:45  p.m. 

Those  present  and  answering  to  roll  call  were:  H.  D. 
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Dudley,  Chairman;  J.  R.  Morrison,  V.  W.  Spickard,  W.  D. 
Read,  J.  B.  Blair,  G.  W.  Cornett. 

The  general  business  of  the  Defense  Fund  was  discussed. 
■An  increase  in  membership  of  147  was  reported.  It  is  be- 
lieved the  Defense  Fund  is  in  excellent  condition  and  in  a 
position  to  adequately  defend  its  members. 

H.  D.  DtmLEY, 
Chairman 

PUBLIC  HEALTH  LEAGUE 

The  annual  meeting  of  the  Public  Health  League  of 
Washington  was  held,  concurrently  with  the  meeting  of 
Washington  State  Medical  Association,  at  the  Olympic 
Hotel,  July  21,  with  M.  S.  Jared  presiding. 

The  following  program  was  presented: 

The  Legislature  and  the  League:  H.  E.  Rhodehamel, 
Spokane. 

Discussion  opened  by  W.  G.  Cameron,  Tacoma,  State 
Representative. 


The  Senator  from  Illinois,  R.  L.  Zech,  Seattle,  Delegate 
of  Washington  State  Medical  Association  to  annual  meeting 
of  .American  Medical  Association. 

Relationship  between  the  League  and  State  Medical  As- 
sociation, A.  C.  Crookall,  Seattle,  President  of  State  Asso- 
ciation. 

The  League’s  Past  Year,  Miss  Helen  Wilcox,  Executive 
Secretary. 

There  followed  a Round-Table  discussion,  opened  by  H. 
E.  Rhodehamel,  in  which  various  physicians  participated. 

The  financial  report  covering  the  past  year  was  presented 
by  A.  J.  Bowles,  Treasurer. 

The  following  officers  were  elected  for  the  ensuing  year: 
President,  H.  E.  Rhodehamel,  Spokane;  Vice-Presidents, 
R.  A.  Benson,  Bremerton;  George  W.  Cornett,  Yakima; 
Roscoe  Smith,  Walla  Walla;  J.  B.  Blair,  Vancouver;  M.  .A. 
Mitchell,  Colfax.  Treasurer,  A.  J.  Bowles,  Seattle.  Execu- 
tive Committee,  M.  S.  Jared,  Chairman,  Seattle;  W.  D. 
Read,  Tacoma;  A.  C.  Crookall,  Seattle;  Peter  Reid,  Spo- 
kane; D.  F.  Bice,  Yakima;  J.  R.  Morrison,  Bellingham; 
E.  A.  Nixon,  Seattle;  E.  C.  Leach,  .Arlington. 
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EXPERIMENT  WITH  HYGELA 

Portland,  Ore.,  August  25,  1937. 

In  carrying  out  the  action  of  the  Council  regarding 
Hygeia  which  was  reported  in  this  column  last  month,  the 
committee  has  surveyed  the  conditions  in  Wasco  county 
which  was  selected  for  the  Hygeia  experiment.  Fifty  copies 
will  be  sent  to  the  grade  and  high  schools  of  that  county 
during  the  nine-months  school  year.  Full-year  subscriptions 
will  be  sent  to  twelve  county  officers  in  that  county,  includ- 
ing the  county  judge,  two  commissioners,  superintendent  of 


schools,  health  officer,  public  health  nurse.  Senator  and 
Representative,  also  to  the  city  health  officers  of  Enter- 
prise, Joseph  and  Wallowa  and  to  the  Public  Library  at 
Enterprise,  a total  of  sixty-two  subscriptions.  The  result 
of  this  experiment  will  be  watched  and  we  hope  to  report 
upon  it  at  a later  time.  The  object  of  placing  these  subscrip- 
tions is  to  lay  before  officials,  teachers  and  pupils  authentic 
information  relative  to  public  health  and  scientific  medicine. 

.Adalbert  G.  Bettman, 
Editor 


WASHINGTON 


WE  ARE  ALL  HE.ALTH  OFFICERS 

Seattle,  Wash.  .Aug.  23,  1937. 

Some  of  us  are  appointed  officially  as  such  by  our  re- 
spective governmental  authorities  and  are  required  to  de- 
vote all  or  part  of  our  time  to  the  task.  Some  of  us  are  self- 
appointed  health  officers  to  our  own  group  of  patients.  .All 
of  us  are  bound  by  the  laws  of  the  state  and  the  rules 
and  regulations  of  the  State  Board  of  Health,  County  and 
City  Boards  of  Health.  .All  of  us  interpret  those  laws  and 
rules  and  regulations  to  the  laity.  .All  of  us  act  summarily 
in  time  of  emergency  to  protect  those  who  are  our  charges. 

It  is  of  interest  to  pause  and  view  our  activities  of  the 
past  briefly  and  to  look  ahead  a little  into  the  future.  Organ- 
ized medicine  was  instrumental  in  drafting  public  health 
legislation  for  the  past  legislature  and  in  trying  to  have  that 
legislation  passed.  This,  of  course,  was  no  innovation,  for 
such  has  been  the  fact  in  past  years,  when  our  present 
health  statutes  were  placed  on  the  books.  The  profession 
has  been  increasingly  active  in  the  development  of  better 
organized  health  departments  in  certain  counties  of  the 
state.  One  coUnty  society  in  particular  was  almost  solely 
responsible  for  the  inauguration  of  a full  time  health  de- 
partment in  its  county.  .At  present  another  county  medical 
society  is  preparing  to  lay  plans  for  directing  public  opinion 
in  favorable  channels  toward  the  reorganization  of  its  health 
department.  Not  a few  of  the  leaders  in  other  medical  so- 
cieties have  been  instrumental  in  helping  to  find  health 
officer  material. 

The  writer  had  the  privilege  of  attending  a meeting  of  one 


medical  society  that  devoted  its  entire  meeting  to  public 
health  matters.  Other  societies  have  devoted  parts  of  various 
meetings  to  such  discussions.  Representatives  of  one  society 
called  special  meetings  for  the  purpose  of  laying  plans  to 
control  a certain  public  health  hazard.  Members  of  other 
societies  have  attended  special  public  health  conferences 
held  jointly  by  them  and  their  local  health  departments  and 
have  participated  in  public  health  meetings  to  which  the 
general  public  has  been  invited. 

Recently  certain  representatives  of  one  society  participated 
in  a cooperative  consultation  program  to  be  extended  to  the 
physician  relative  to  a certain  pressing  public  health  prob- 
lem. It  now  seems  a conservative  statement  when  it  is  said 
that  the  official  health  officer  in  many  parts  of  the  state  has 
the  benefit  of  the  constructive  criticism  of  his  local  medical 
society  and  the  private  health  officer  is  receiving  increasing 
benefits  from  his  closer  cooperation  with  the  official  officer. 

Perhaps  all  of  this  is  not  new.  Yet  it  has  been  the  privi- 
lege of  the  writer  to  witness  the  above  incidents  first  hand, 
to  see  cooperation  and  trust  develop  between  the  official  and 
private  health  officer  in  more  than  one  area  as  a result 
of  their  sitting  down  and  working  out  the  problem  together, 
and  to  note  the  private  health  officer  receive  increasing  serv- 
ices from  his  official  health  officer.  This  latter  has  in  part 
been  due  to  the  private  health  officer  observing,  and  at 
times  insisting  that  the  official  health  officer  devote  his  whole 
time  to  his  specialty  in  certain  instances. 

There  is  no  denying  that  experience  is  usually  a thorough 
teacher.  Yet  just  as  in  private  practice  the  neophyte  is  ques- 
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tioned  concerning  his  training  in  medicine  before  he  is  per- 
mitted to  join  the  local  medical  society,  so  it  is  that  more 
and  more  the  question  of  training  is  put  to  that  individual 
who  assumes  the  role  of  health  officer,  particularly  if  such  be 
a full  time  position.  While  all  of  us  recognize  that  results 
and  not  training  is  the  ultimate  criterion  of  a man’s  worth, 
most  of  us  are  inclined  to  feel  that  a good  preparation  is  a 
big  step  toward  producing  results.  For  this  reason  training 
is  made  available  by  the  State  Department  of  Health  to  all 
eligible  full  time  health  officers  in  the  state  without  expense 
to  the  trainee,  -'^s  one  physician  said,  “I  should  like  to  have 
a health  officer  who  can  tell  me  about  public  health.” 

Two  new  full  time  health  departments  will  go  into  opera- 
tion the  first  of  the  coming  year.  Indications  are  that  sev- 
eral more  such  departments  may  shortly  follow.  It  is  hoped 
that  the  official  agency  may  be  active  in  promoting  and 
aiding  in  the  support  of  certain  professional  institutes  for 
physicians  in  the  not  too  distant  future.  Plans  are  being  laid 
to  offer  certain  consultations  to  private  health  officers.  The 
realization  of  these  prospects  depends  upon  the  reaction  of 
the  private  health  officer.  The  time  should  not  be  too  dis- 
tant when  each  medical  society  will  include  in  its  meeting 
programs  something  relative  to  public  health  problems; 
when  the  official  health  officer  should  present  papers  before 
his  society  just  as  other  specialists  present  papers  dealing 
with  their  specialties.  Donald  G.  Evans, 

State  Commissioner  of  Health. 


WOM.\N’S  .WXILL'VRY 

Wenatchee,  Wash. 
August  24,  1937. 

The  annual  convention  of  the  Woman’s  .Auxiliary  to 
Washington  State  Medical  .Association  was  held  in  Seattle 
July  18-21,  King  County  Auxiliary  proving  a most  cordial 
and  competent  host.  Registration  took  place  at  the  Olympic 
Hotel  and  a splendid  representation  of  county  units  was 
present. 

First  on  the  program  was  the  Woman’s  Golf  Tourna- 
ment held  Monday  morning  at  the  University  Golf  Course, 
followed  by  luncheon  at  the  Edmond  Meany  Hotel  with 
the  board  members  as  guests.  In  the  afternoon  Mrs.  Bell, 
retiring  president,  held  the  preconvention  board  meeting  at 
the  Olympic  Hotel.  Evening  found  the  ladies  in  the  lovely 
gardens  of  the  home  of  Dr.  and  Mrs.  D.  H.  Nickson  enjoy- 
ing a delightful  informal  buffet  supper. 

The  business  meetings  were  held  at  the  Olympic  and 
were  conducted  with  such  smoothness  and  dispatch  that 
they  were  noteworthy  and  approved  by  all  present.  These 
attributes  were  eloquent  in  attesting  to  the  minute  atten- 
tion to  detail  in  the  preparation  of  the  business  to  be 
presented  and  to  the  admirable  executive  ability  of  the 
retiring  president. 

Tuesday’s  social  events  included  luncheon  at  the  Ingle- 
wood Golf  and  Country  Club,  a garden  tour  with  tea  at 
the  homes  of  Mrs.  H.  B.  Thompson  and  Mrs.  H.  J.  Knott. 
In  the  evening  dinner  followed  by  bridge  was  enjoyed  at 
the  Women’s  University  Club.  On  the  closing  day  luncheon 
was  held  at  the  Washington  .Athletic  Club  and  in  the  eve- 
ning the  State  Medical  Association  entertained  with  their 
annual  dinner  dance  at  the  Olympic.  The  members  of  the 
committees  responsible  for  the  entertainment  of  the  visit- 
ing ladies  were  tireless  in  their  efforts  to  make  the  conven- 
tion memorable  and  their  splendid  hospitality  need  not 


have  been  enhanced,  but  it  did  have  the  advantage  of  a 
peerless  setting,  the  Capitol  of  the  Charmed  Land. 

Mrs.  Roscoe  Mosiman  graciously  accepted  the  nomina- 
tion for  the  presidency  upon  the  resignation  of  Mrs.  M.  T. 
Mac.Avelia,  president-elect.  It  is  hoped  that  this  year’s 
administration  will  have  the  fullest  cooperation  of  the 
membership  so  that  the  program  they  propose  can  be  fully 
and  satisfactorily  carried  out.  To  Mrs.  Bell,  our  junior  past 
president,  we  express  our  deepest  appreciation  for  the  fine- 
ness and  finesse  with  which  the  office  was  administered. 

Mrs.  George  E.  Hoxsey, 
Press  and  Publicity 
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Clinical  .Allergy.  By  Louis  Tuft,  M.D.,  Chief  of  Clinic 
of  Allergy  and  Applied  Immunology,  Temple  University 
Hospital.  Introduction  by  John  A.  Kolmer,  M.D.,  Dr.P.H., 
D.Sc.,  LL.D.,  L.H.D.,  Professor  of  Medicine,  Temple  Uni- 
versity, etc.  711  pages  with  82  illustrations.  Cloth  $8.00  net. 
Philadelphia  and  London.  W.  B.  Saunders  Company,  1937. 

In  this  volume  the  author  has  given  a systematic,  well 
organized  presentation,  with  an  excellent  summary  at  the 
end  of  each  chapter.  The  book  opens  with  a discussion  of 
terminology  so  one  can  learn  to  “speak  the  language”  cor- 
rectly, then  goes  on  to  give  an  excellent  explanation  of 
anaphylxis  and  histamine  reactions,  and  their  variation 
according  to  the  degree  of  sensitivity  as  is  demonstrated  in 
animal  experimentation.  This  is  followed  by  a most  con- 
cise discussion  on  history-taking,  testing,  its  indication  and 
technic.  Under  treatment,  the  accepted  and  generally  used 
drugs  have  their  physiologic  effect  explained.  In  the  chapter 
on  drug  allergy  is  an  excellent  table  differentiating  drug  in- 
tolerance and  drug  allergy.  Numerous  practical  prescriptions 
are  present  throughout  the  book. 

Foods  are  discussed  as  to  their  allergenic  properties,  and 
household  goods  as  to  their  possible  occurrence  as  allergens. 
The  need  of  this  guidance  is  one  of  the  most  neglected  in 
the  field  of  allergy,  many  feeling  that  the  patient  is  finished 
when  the  testing  is  completed,  but  in  reality  this  is  just  the 
beginning.  Pollinosis  or  hay-fever  is  well  discussed  as  to 
etiology  and  treatment,  but  it  is  difficult  for  one  author 
to  be  accurate  for  all  localities.  For  instance,  ragweed  is  the 
most  important  of  all  hay-fever  plants  in  the  world  and 
causes  90  per  cent  of  all  seasonal  hay-fever  in  many  sections 
of  the  country,  yet  it  does  not  occur  in  the  Puget  Sound 
area.  Lipiodal  treatment  is  little  more  than  mentioned  and 
then  not  in  an  encouraging  manner.  The  last  of  the  book 
is  devoted  to  elimination  diets  and  an  abundance  of  good 
cooking  recipes.  Stroh. 

Short-W.ave  Diathermy.  By  Tibor  de  Cholnoky,  Asso- 
ciate in  Surgery,  New  York  Postgraduate  Medical  School, 
Columbia  University.  310  pp,  $4.00.  Columbia  University 
Press,  New  A'ork,  1937. 

During  the  past  eight  years  some  750  articles  and  books 
and  publications  have  appeared  in  many  languages  dealing 
with  short-wave  diathermy.  While  the  usefulness  of  this 
form  of  treatment  is  unquestioned,  its  applications  have 
been  subject  to  so  many  exaggerations  that  one  needs  to 
consider  each  with  caution.  Such  is  the  attitude  of  the 
author.  The  most  important  role  of  this  current  is  attrib- 
utable to  heat.  There  is  a description  of  this  effect  on 
bacteria  and  other  organisms.  The  scientific  aspects  of  this 
agency  are  described  with  some  detail.  .An  important  chap- 
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ter  considers  short-wave  technic.  If  burns  or  other  accidents 
occur  the  responsibility  for  them  can  definitely  be  placed 
on  lack  of  experience  of  the  operator,  or  unsatisfactory 
machines  or  supplies.  The  various  disease  conditions  in 
which  this  agency  is  useful  are  presented  and  the  methods 
of  their  treatment.  The  author  states  that  actual  valuation 
of  the  results  of  short-wave  diathermy  will  be  possible 
only  when  the  apparatus  becomes  standardized.  The  dosage 
is  as  yet  uncertain.  The  principal  field  of  application  is 
that  of  inflammatory  processes,  the  chief  beneficial  action 
being  the  induction  of  intense  hyperemia,  thus  combating 
the  invading  disease  organisms,  or  by  promoting  an  ac- 
cumulation at  the  disease  area  of  the  defensive  reserve  of 
the  body. 


Textbook  of  Diagnostic  Roentgenology.  By  Lewis  J. 
Friedman,  M.D.  Director,  Roentgen-Ray  Department,  Belle- 
vue Hospital,  New  York,  etc.  638  Illustrations.  623  pp. 
$10.00.  D.  .Appleton-Century  Co.,  Inc. 

This  volume  gives  a brief  but  complete  resume  of  fun- 
damental electricity  and  description  of  roentgen-ray  appa- 
ratus and  physics.  The  main  portion  of  the  text  takes  up 
in  detail  the  roentgen-ray  technic  and  diagnosis  of  condi- 
tions of  all  the  organs  under  the  heading  of  the  various 
body  systems,  the  osseous,  respiratory,  cardiovascular,  ali- 
mentary and  genitourinary. 

It  presents  a wealth  of  illustrations  which  satisfactorily 
amplify  the  text.  At  the  end  of  a chapter  is  an  adequate 
bibliography  for  further  study.  It  is  very  well  written,  not 
too  technical,  and  will  be  an  invaluable  addition  to  the 
library  of  any  one  doing  roentgen-ray  work. 

H.  B.  Thompson 


Surgical  Pathology  of  the  Thyroid  Gland.  By  Arthur 
E.  Hertzler,  M.D.  Surgeon  to  the  Agnes  Hertzler  Memorial 
Hospital,  Halstead,  Kansas,  etc.  238  Illustrations.  298  pp. 
J.  B.  Lippincott  Co.,  Philadelphia,  Montreal  and  London, 
1936. 

The  author  believes  that  in  many  instances,  where  the 
surgeon  reports  toxicity  or  hyperthyroidism  and  the  path- 
ologist finds  little  or  no  evidence  of  hyperplasia,  there  are 
definite  changes  in  the  gland  which  produce  hyperthyroid- 
ism, providing  the  surgeon  has  not  mistaken  another  con- 
dition unrelated  to  the  disease.  In  observing  various  mem- 
bers of  the  goiter  family  as  individuals  over  a long  period 
of  time,  he  finds  they  do  not  remain  in  the  same  group. 
.\s  the  years  progress  they  move  from  one  to  another; 
hence  in  one  period  of  his  life  he  may  be  in  an  entirely 
different  group  from  that  of  another  period.  He  believes 
that  the  adolescent  goiter  of  sixteen  years  is  the  same  non- 
toxic goiter  of  thirty  years.  At  forty  years  a toxic  one 
develops  and  at  fifty  years  appears  a goiter  heart,  the 
disease  merely  changing  with  the  years. 

Every  known  change  in  the  thyroid  structure  is  dis- 
cussed with  interesting  simplicity,  all  of  which  is  woven 
into  the  general  laws  governing  all  tissue  changes.  Nothing 
important  on  any  phase  of  this  disease  seems  to  have  been 
omitted.  The  excellent  pictures  of  individuals  clearly  por- 
tray their  diseases  and  to  simplify  these  different  condi- 
tions the  gross  specimens  are  exquisitely  produced.  The 
perfect  microphotographs  give  this  book  the  most  rounded 
out  and  complete  descriptive  pathology  of  the  thyroid 
gland  written  to  date.  Bowles. 


Synopsis  of  Digestive  Diseases.  By  John  L.  Kantor, 
Ph.D.,  M.D.,  .Associate  in  Medicine,  Columbia  University, 
etc.  Illustrated,  302  pp,  $3.50.  The  C.  V.  Mosby  Company, 
St.  Louis,  1937. 

The  author  states  this  book  is  an  attempt  to  present 
simply,  clearly  and  concisely  the  essential  facts  concerning 
the  diseases  of  digestion  and  to  emphasize  the  ways  in 
which  gastroenterology  fits  into  the  larger  field  of  internal 
medicine.  Part  I deals  with  general  considerations,  includ- 
ing diagnostic  and  therapeutic  methods.  Part  II  discusses 
diseases  of  the  digestive  organs,  considering  each  in  order 
from  the  mouth  to  the  rectum,  including  also  the  liver, 
gallbladder,  bile  ducts  and  pancreas.  Diseases  due  to  intes- 
tinal parasites  are  comprised  in  Part  HI,  in  which  the  pro- 
tozoa and  various  species  of  worms  are  discussed.  There 
is  also  a consideration  of  digestive  symptoms  in  extradi- 
gestive diseases,  such  as  nervous,  cardiovascular  and  respira- 
tory. 


Diseases  of  the  Nose,  Throat  and  Ear,  a Handbook 
for  Students  and  Practitioners.  By  I.  Simson  Hall,  M.B., 
Ch.B.,  F.R.C.P.E.,  F.R.C.S.E.,  Surgeon  to  the  Royal  In- 
firmary, Edinburgh,  etc.  423  pp,  $4.00.  William  Wood  & 
Company,  Baltimore,  1937. 

In  this  volume  no  attempt  is  made  to  describe  in  elabo- 
rate detail  diseases  of  the  nose,  throat  and  ear.  It  is  de- 
signed to  meet  the  needs  of  the  busy  practitioner  and  stu- 
dent. It  contains  full  descriptions  of  commoner  complaints 
and  stress  is  laid  on  minor  technical  procedures.  Three 
sections  deal  each  with  the  nose,  the  pharynx  and  the  ear. 
■After  a brief  discussion  of  anatomy  there  are  descriptions 
of  examinations,  followed  by  a discussion  of  the  diseases 
commonly  encountered  with  each  of  these  organs.  Essen- 
tial methods  of  treatment  are  presented  for  each  disease 
under  consideration.  Much  useful  knowledge  can  be  ob- 
tained from  this  volume. 


Clinical  Endocrinology.  By  Samuel  .A.  Loewenberg, 
M.D.,  F.A.C.P.  Clinical  Professor  of  Medicine,  Jefferson 
Medical  College,  Philadelphia,  etc.  With  194  Illustrations 
and  37  Charts  and  Tables.  825  pp.  $8.00.  F.  .A.  Davis  Co., 
Philadelphia,  1937. 

This  volume  is  exactly  what  is  title'  indicates.  Each 
endocrine  gland  is  presented  as  an  anatomic  entity  which 
exercises  its  function  by  elaborating  one  or  more  hormones. 
The  clinical  pictures  that  develop,  incident  to  disturbances 
in  function,  are  presented  as  definite  problems  for  diagno- 
sis. Differential  diagnosis  is  outlined  just  as  it  has  been 
developed  in  connection  with  the  more  thoroughly  studied 
and  better  known  clinical  pictures  exhibited  in  infectious 
diseases.  One  is  reminded  of  the  old  dictum,  “know  lues  in 
all  its  manifestations  and  all  else  will  be  added  thereunto,” 
and  feels  that  “endocrinology”  might  most  appropriately 
be  substituted  in  the  place  of  the  word  “lues.” 

The  indications  for  treatment,  the  dosage  of  appropriate 
preparations  and  the  prognosis  in  the  different  clinical 
entities  are  well  covered.  Out  of  the  great  volume  of  litera- 
ture that  has  been  developed,  a liberal  bibliography  of  the 
more  important  contributions  follows  the  discussions  of 
each  subject.  The  whole  presentation  is  put  up  in  an  inter- 
esting and  readable  form.  The  volume  offers  an  up-to-date 
summary  of  progress  in  medical  science  which  carries  sig- 
nificance for  every  one  who  practices  medicine. 

C.  F.  Davidson 
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A Textbook  of  Surgical  Nursing.  By  Henry  S.  Brookes, 
Jr.,  M.D.,  Instructor  in  Clinical  Surgery,  Washington  Uni- 
versity School  of  Medicine,  etc.  With  233  illustrations,  633 
pp,  $3.50.  The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

The  purpose  of  this  book  is  to  present  the  various  sur- 
gical conditions  with  methods  of  surgical  and  nursing  care. 
The  greater  knowledge  and  experience  the  nurse  has,  the 
better  able  she  is  to  recognize  symptoms,  carry  out  neces- 
sary treatment  and  assist  the  surgeon  in  the  operating 
room.  The  routines  presented  in  this  volume  have  devel- 
oped from  an  accumulation  of  work  by  various  people 
over  a period  of  many  years.  In  the  thirty-one  chapters 
are  included  many  general  and  detailed  procedures.  The 
greatest  amount  of  space  is  naturally  devoted  to  the  operat- 
ing division,  describing  the  setup  and  management  of  the 
operating  room.  There  are  chapters  on  respiratory,  alimen- 
tary, genitourinary,  nervous  and  vascular  systems.  While 
there  are  brief  descriptions  of  operative  procedures,  these 
are  subordinated  to  the  nursing  principles  necessary  for  the 
care  of  the  various  conditions  of  disease  under  considera- 
tion. Illustrations  amplify  many  methods  of  treatment 
under  discussion. 


Obstetric  and  Gynecologic  Nursing.  By  Frederick  H. 
Falls,  M.S.,  M.D.,  F..A.C.S.,  Professor  of  Obstetrics  and 
Gynecology,  University  of  Illinois,  College  of  Medicine,  etc., 
and  Jane  R.  McLaughlin,  B..\.,  R.N.,  Supervisor  of  the  De- 
partment of  Obstetrics  and  Gynecology,  Research  and  Edu- 
cational Hospital,  University  of  Illinois,  College  of  Medi- 
cine, etc.  Illustrations  by  Charlotte  S.  Holt.  492  pp.,  $3.00. 
The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

The  author  states  this  book  is  written  for  the  more  ma- 
ture nursing  students  w'ho  have  had  a year  or  two  in  col- 
lege, with  some  experience  in  medical  and  surgical  training. 
It  does  not  discuss  procedure  and  technic  in  detail,  but 
does  present  the  basic  principles  connected  with  obstetric 
and  gynecologic  surgery.  Part  I deals  with  obstetrics,  featur- 
ing the  necessary  nursing  in  the  various  forms  of  normal 
and  abnormal  pregnancy  and  delivery.  Not  alone  are  these 
procedures  described  for  the  hospital,  but  also  for  out- 
patient nursing  service.  Part  II,  dealing  with  gynecology, 
discusses  many  conditions  of  disease  well  known  to  the 
medical  profession,  with  brief  descriptions  featuring  the 
important  role  to  be  conducted  by  the  nurse.  This  will  be 
found  a useful  volume  of  nursing  instructions  in  these 
lines  of  practice. 


Manual  of  the  Diseases  of  the  Eye  for  Students 
AND  General  Practitioners.  By  Charles  H.  May,  M.D., 
Consulting  Ophthalmologist  to  Bellevue,  Mt.  Sinai  and 
French  Hospitals,  New  York,  etc.  Fifteenth  Edition,  Re- 
vised, with  the  Assistance  of  Charles  A.  Perera,  M.D.,  In- 
structor in  Ophthalmology,  College  of  Physicians  and  Sur- 
geons, Medical  Department  of  Columbia  University,  New 
York.  With  376  original  illustrations,  including  25  plates, 
with  78  colored  figures.  498  pp,  $4.00.  William  Wood  & 
Company,  Baltimore,  1937. 

A book  which  appears  in  its  fifteenth  edition  since  1900 
must  fill  a need  in  the  medical  profession.  The  author 
states  he  has  endeavored  to  give  the  fundamental  facts  of 
ophthalmology,  and  to  cover  all  that  is  essential  in  this 
branch  of  medicine,  keeping  in  mind  that  the  book  has 
been  written  for  students  and  general  practitioners.  It  is 
recommended  as  a means  of  supplying  a foundation  to 
which  further  knowledge  may  be  added  by  reference  to 
more  and  comprehensive  textbooks.  Although  much  new 
material  is  included  in  this  volume,  it  is  not  increased  in 


size  by  reason  of  eliminating  antiquated  material.  Each 
chapter  considers  diseases  of  a particular  anatomic  portion 
of  the  eye,  with  concise  descriptions  of  symptoms  and 
treatment.  The  numerous  beautiful  illustrations  emphasize 
the  text. 


The  Collected  Papers  of  the  Mayo  Clinic  and  the 
Mayo  Foundation.  Edited  by  Richard  M.  Hewitt,  B..A., 
M..A.,  M.D.,  Lloyd  G.  Potter  and  A.  B.  Nevling,  M.D. 
Volume  XXVHI  (Papers  of  1936 — Published  1937)  Octavo 
of  1331  pages  with  212  illustrations.  Cloth,  $12.00  net. 
W.  B.  Saunders  Company,  1937.  Philadelphia  and  London. 

The  variety  of  material  accumulated  in  this  volume  is 
indicated  by  the  list  of  contributors  numbering  286.  Ma- 
terial written  in  1936  assembles  723  articles,  of  which  90 
appear  in  full,  51  by  abridgement,  80  by  abstract  and  502 
by  title.  Naturally  it  is  impossible  to  deal  with  individual 
papers.  They  are  included  under  the  headings  of  alimentary 
tract,  genitourinary  organs,  ductless  glands,  blood  and  cir- 
culatory organs,  skin  and  syphilis,  head,  trunk  and  ex- 
tremities, chest,  brain,  spinal  cord  and  nerves,  radiology 
and  physical  medicine,  anesthesia,  miscellaneous.  These  con- 
tributions are  derived  from  the  Mayo  Clinic  and  the 
Mayo  Foundation.  One  familiar  with  the  work  accomplished 
in  these  institutions  will  appreciate  the  value  of  papers 
presented  in  this  volume. 


.Aids  to  Physiology.  By  Henry  Dryerre,  Ph.D.,  M.R.C.S., 
L.R.C.P.  (Lond.),  F.R.S.E.,  Professor  of  Physiology,  Royal 
(Dick)  Veterinary  College,  etc.  Second  Edition,  295  pp., 
$1.25.  William  Wood  & Company,  Baltimore,  1937. 

This  English  booklet  is  a handy  pocket-size  publication 
of  the  essential  facts  in  physiology.  Owing  to  recent  ad- 
vances, half  of  the  book  has  been  rearranged  and  re- 
written, introducing  new  material  and  new  illustrations. 
It  is  intended  to  assist  one  in  collecting  and  summarizing 
information  derived  from  larger  textbooks.  It  presents  a 
brief  summary  of  the  physiologic  functions  of  the  various 
systems  and  organs  of  the  body. 


Treatment  of  Lung  Abscess  by  Means  of  Guaiacol  In- 
travenously: .An  .Analysis  of  Twenty  Cases.  Charles  H. 
Nammack,  and  .Arthur  Martin  Tuber,  New  York  (Journal 
A.  M.  A.,  July  31,  1937),  state  that  in  about  fifty  cases 
guaiacol  was  used  intravenously  in  the  treatment  of  lung 
abscess.  Their  present  article  deals  with  the  procedure  and 
method  of  carrying  out  the  treatment  and  presentation  of 
twenty  cases.  The  purpose  of  their  study  was  to  investigate 
the  effects  of  guaiacol  on  the  course  of  acute  and  chronic 
nontuberculous  lung  abscess.  The  patients  felt  considerably 
better  in  a very  short  time  after  its  administration,  owing  to 
the  subsidence  of  the  fever  and  cough  and  to  the  decrease  of 
the  daily  sputum  output  and  the  loss  of  its  foul  odor.  Serial 
roentgenograms  showed  early  regression  of  the  large  area  of 
pneumonitis  surrounding  the  abscess  cavity  and  later  its 
actual  disappearance.  It  is  felt  that  the  eradication  of  all 
foci  of  infection  about  the  mouth,  nose  and  throat  and  mod- 
erate restriction  of  all  activities  until  the  roentgenogram 
shows  complete  healing  is  very  essential  if  the  results  of  this 
type  of  treatment  are  to  be  permanent.  Of  the  four  deaths 
in  the  series,  one  was  due  to  a malignant  condition  of  the 
lung,  one  to  traumatic  subdural  hemorrhage  and  two  to  re- 
currence of  the  abscess.  The  abscess  reappeared  in  those  pa- 
tients who  refused  to  have  their  infected  gums  treated.  Be- 
cause many  lung  abscesses  heal  spontaneously  and  because 
of  the  danger  of  early  operation,  most  authorities  agree  that 
acute  lung  abscesses  should  be  treated  medically  from  six  to 
twelve  weeks  before  any  surgical  procedures  are  resorted  to. 
Yet,  after  reviewing  the  literature,  one  is  impressed  with  the 
lack  of  active  medical  treatment  during  this  period. 
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NEGLECTED  PROFESSIONAL  DUTIES* 

D.  C.  Ray,  M.D. 

POCATELLO,  IDA. 

We  are  gathered  together  again  in  our  traveling 
postgraduate  course.  It  seems  to  me  this  is  a worth- 
while endeavor,  with  eminent  physicians  as  our 
instructors,  who  come  to  give  us  the  best  and  latest 
methods  of  treatment  in  the  various  phases  of 
medicine.  As  practitioners  in  the  various  parts  of 
the  state  we  know  the  best  way  to  study  and  to 
learn  our  medicine  is  in  close  association  with  other 
doctors  and,  with  competent  teachers  who  have 
encountered  new  or  different  facts,  we  are  able  to 
derive  great  benefit. 

My  association  with  the  doctors  of  this  state 
leads  me  to  believe  we  have  a high  class,  well 
equipped  body  of  men  equal  to  or  above  the  ma- 
jority elsewhere.  We  are  a studious  and  observant 
profession.  A bit  of  knowledge  contributed  by 
one  doctor  today,  an  experience  by  another  to- 
morrow which  we  all  may  acquire  has  kept  the 
science  and  art  of  medicine  moving  better  gradually 
since  the  time  of  Hippocrates.  We  have  builded  on 
a rock,  always  widening  the  scope  for  the  better- 
ment of  humanity. 

With  our  organizations,  hospital  staffs,  local  and 
state  societies,  we  have  constantly  accepted  the 
advances  in  science,  thereby  accelerated  the  health 
of  the  people  and  reduced  the  measure  of  illness. 
We  hope  to  be  able  to  continue  to  improve  the 
quality  of  medical  service  as  time  goes  on. 

• President's  Address  Read  Before  the  Forty-fifth  An- 
nual Meeting  of  Idaho  State  Medical  Association,  Boise, 
Ida.,  Aug.  30-Sept.  2,  1937. 


The  trend  of  times  both  economic  and  social 
has  made  great  changes.  We  can  see  this  in  our  own 
piofession.  It  would  seem  wise  that  we  reexamine 
and  reappraise  our  medical  policies  to  conform  to 
this  social  and  economic  change.  We  should  take 
stock  of  our  organization  from  time  to  time.  We 
must  look  at  ourselves  and  try  to  see  us  as  others 
see  us.  Nobody  outside  of  the  profession  can  pos- 
sibly be  so  severe  with  us  as  we  are  ourselves. 

In  traveling  through  the  different  sections  I find 
in  some  settlements  a lack  of  cooperation  among  the 
profession.  It  seems  to  me  this  should  be  remedied. 

It  causes  a division  among  the  public  which  lowers 
our  professional  standard  by  losing  their  confidence 
and  builds  up  the  practice  of  the  cults. 

We  note  everywhere  the  great  number  of  para- 
sitic, pseudoscientific  healing  cults  prevailing  today 
and  see  highly  educated  people  patronizing  them. 

We  wonder  whether  intelligence  has  kept  pace  with 
education.  Is  it  a lack  on  our  part  to  give  the 
public  the  necessary  information  or  is  it  our  failure 
of  giving  relief  to  large  numbers  of  sufferers?  My 
experience  in  the  State  Legislature  taught  me  our 
association  is  considered  monopolistic  in  the  medi- 
cal field.  They  are  in  sympathy  with  the  cults,  so 
much  so  that  these,  drifting  far  away  from  basic 
principles,  have  lost  their  identity  and  through 
legislative  laws  are  becoming  medical  practitioners. 

I think  it  is  up  to  our  association  to  correct 
the  difficulties  among  the  profession,  to  formulate 
a program  and  come  out  in  the  open  to  let  the 
public  know  what  our  science  is  accomplishing. 

We  do  not  seem  to  be  uriderstodld^fa^:  thgt  publiq/  THE 
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Is  it  because  the  dominant  thought  of  our  profes- 
sion is  isolated  from  the  current  thinking  of  man- 
kind in  regard  to  the  relation  of  the  state  to  the 
practice,  organization  and  development  of  medicine? 
Mass  opinion  reflected  in  governmental  policies 
bears  little  resemblance  to  the  opinions  expressed 
by  the  medical  minds  in  our  medical  journals. 

Our  present  state  Law  on  Health  is  obsolete. 
No  change  has  been  made  during  the  past  twenty- 
eight  years.  Until  last  March  our  State  Health  De- 
partment was  under  control  of  the  Public  Welfare 
Department,  headed  by  a layman.  Such  a unit 
should  not  be  linked  with  a public  welfare  board. 
This  organization  should  endeavor  to  have  a law 
passed  creating  a State  Board  of  Health  with  some 
medical  men  on  the  board.  The  duties  of  the  Direc- 
tor of  Health  should  be  under  the  direction  of  the 
State  Board  of  Health  and  be  a part  with  and  not 
a part  from  the  Medical  Association.  Instead  of 
the  state  with  laymen  directing  the  doctor  as  to 
what  is  to  be  done  in  matters  where  his  science 
is  of  first  application,  it  should  be  willing  to  place 
a medical  man  where  he  could  direct  it  to  a better 
advantage.  The  national  health  program  demands 
certain  qualifications  of  their  employees.  Our  state 
should  demand  the  same  in  its  set-up. 

You  probably  have  all  read  the  speech  of  Senator 
James  Hamilton  Lewis  recently  published  in  The 
Journal.  In  his  bill  before  U.  S.  Congress  he  de- 
mands the  regimentation  of  the  medical  profession. 
I think  this  association  should  go  on  record  oppos- 
ing and  its  unwillingness  to  cooperate  in  any  plan 
that  involves  state  or  federal  supervision  and  con- 
trol of  medical  practice. 

Being  one  of  the  New  Deal,  I think  our  organiza- 
tion has  too  few  bureaus,  I would  suggest  the  fol- 
lowing new  committees  be  considered  either  by 
amendment  or  majority;  (1)  Committee  on  Pro- 
fessional Ethics  and  Grievances,  (2)  a Publicity 
Committee,  (3)  a Committee  to  revise  our  present 
Health  Law  (one  counselor  to  head  each  com- 
mittee). 

Even  with  our  full  heavy  program,  I think  these 
matters  should  be  discussed  by  all  rather  than  by 
the  Delegates. 

In  conclusion,  I wish  to  thank  you  for  the  honor 
you  have  given  me  by  electing  me  your  president. 


ACUTE  LOWER  ABDOMEN 
IN  THE  FEMALE* * 

Norman  F.  Miller,  M.D. 

ANN  ARBOR,  MICH. 

The  diagnosis  of  acute  disease  in  the  lower  ab- 
domen has  long  been  recognized  as  somewhat  of 
a problem.  This  is  particularly  true  of  the  female 
where  the  pathologic  versatility  and  the  pelvic  loca- 
tion of  the  ovaries  add  to  the  complexity  of  the 
problem.  The  difficulty  is  further  enhanced  by  the 
presence  of  the  tubes  and  uterus.  The  fact  that 
most  acute  disorders  occur  during  the  same  age 
period  in  life  and  predominantly  on  the  right  side 
does  little  to  ease  the  situation.  Furthermore,  physi- 
cians today  have  learned  that  not  every  acute 
abdomen  is  an  acceptable  indication  for  operation 
and  consequently  the  need  for  a preoperative  diag- 
nosis is  greater  today  than  ever  before.  Accustomed 
to  medical  problems,  the  better  physician  is  in- 
trigued and  captivated  by  the  challenge  of  a diffi- 
cult diagnosis.  He  recognizes  that  physicians  are 
no  longer  gauged  exclusively  on  the  number  of 
operations  they  p>erform  but  more  and  more  upon 
their  ability  to  critically  analyze  available  evidence 
and  apply  helpful  therapy. 

.'\nother  reason  for  refreshing  our  diagnostic 
ability  lies  in  the  growing  tendency  toward  group 
practice  or  its  equivalent,  making  us  constantly 
more  dependent  on  our  fellow  practitioners.  Such 
diagnostic  interdependence  permits  greater  concen- 
tration in  selected  fields,  but  at  the  same  time  it 
curtails  our  general  diagnostic  acumen  when  it  is 
most  needed.  Finally,  the  pathologist  has  had  con- 
siderable influence  in  emphasizing  clinical  diag- 
nosis, for  he  serves  as  a check  against  unwarranted 
tissue  removal.  Some  of  the  progress  claimed  for 
contemporary  surgery  is  certainly  due  to  the  in- 
fluence of  conscientious  and  competent  pathologists 
everywhere. 

Since  this  is  intended  to  be  a practical  considera- 
tion of  the  subject,  we  shall  make  no  attempt  to 
include  rare  diseases.  Instead,  we  shall  limit  our 
remarks  to  disorders  commonly  encountered  and 
frequently  confused.  Thus:  (1)  appendicitis,  (2) 
salpingitis,  (3)  tubal  pregnancy,  (4)  twisted  pedicle 
cyst,  (5)  ovarian  hemorrhage,  (6)  ureteral  calculus. 

Before  considering  the  differential  diagnosis  of 
diseases  mentioned  it  might  be  well  to  recall  certain 
fundamentals  essential  to  consistency  in  diagnosis. 

• From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Michigan,  Ann  Arbor,  Mich. 

• Read  before  the  Sixteenth  Annual  Meeting  of  Pacific 
Northwest  Medical  Association,  Great  Falls,  Mont.,  July 
15-17,  1937. 
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Thus,  it  is  necessary  that  we  have  a useable  under- 
standing of  the  anatomic  characteristics,  physiologic 
manifestations  and  common  pathology  of  the  struc- 
tures likely  to  be  involved.  Without  a knowledge 
of  normal  physiology  we  are  apt  to  be  hopelessly 
mired  in  our  attempt  to  interpret  pathology.  Simi- 
larly, lacking  an  understanding  of  pelvic  pathology 
may  be  a serious  obstacle  to  productive  history 
taking;  and  the  use  of  common  diagnostic  tools  be- 
comes a matter  of  guesswork  or  hunch  rather  than 
a logical  conclusion  based  on  sound  reasoning  and 
instructive  experience. 

Review  of  these  important  subjects  cannot  be 
undertaken  here  but  emphasis  of  certain  pertinent 
facts  may  not  be  out  of  place.  The  fact  that  dis- 
ease of  the  tubes  is  most  often  inflammatory  in 
origin  makes  their  anatomic  location  in  the  pelvis 
a fortunate  affair.  Here  infection  is  readily  walled 
off  and  the  likelihood  of  spread  with  general  peri- 
toneal involvement  less  probable.  While  the  physi- 
ology of  the  tube  is  not  yet  a closed  book,  its  chief 
function  as  a passage  for  the  egg  is  well  known 
and  should  be  recognized  as  important.  While  in- 
fection may  interfere  with  this  function,  it  does 
not  always  lead  to  permanent  closure,  and  conse- 
quently conservative  therapy  aimed  toward  elimina- 
tion of  infection  and  return  of  tubal  function  be- 
comes the  keynote  in  treatment  of  salpingitis. 
Operation  should  be  reserved  for  cases  which  fail 
to  respond  to  conservative  nonoperative  therapy. 
This  implies  time  as  well  as  quality  in  treatment 
and  may  necessitate  many  months  of  conscientious 
effort  with  accepted  remedial  measures  known  to  all. 

Normally  the  tube  is  not  excessively  vascular, 
but  under  the  influence  of  pregnancy  it  develops 
a remarkably  good  blood  supply  and  achieves  a 
considerable  degree  of  success  in  its  attempt  to 
nourish  the  misplaced  fertilized  ovum.  This  marked 
vascularization  associated  with  tubal  pregnancy  ex- 
plains the  excessive  blood  loss  and  fulminating 
symptoms  often  associated  with  tubal  rupture.  Be- 
cause of  this  and  the  difficulty  of  positively  differ- 
entiating a tubal  abortion  (for  which  operation  may 
not  be  necessary)  from  an  incipient  rupture,  opera- 
tion has  become  the  safest  remedy  for  tubal  preg- 
nancy. 

The  pelvic  location  of  the  tubes  is  often  fortunate 
for  the  reason  that  they  may  be  palpated  when 
diseased.  Too  much  reliance  should  not  be  placed 
on  this  procedure;  however,  since  the  rigid  ab- 
dominal wall  associated  with  an  acute  process  may 
seriously  interfere  with,  or  even  prevent  satisfac- 
tory palpation  and  diagnostic  differentiation. 


So  far  as  the  tubes  are  concerned,  then,  we  may 
summarize  by  saying  that  these  functionally  im- 
portant structures  located  in  the  pelvis  are  most 
generally  diseased  as  a result  of  (1)  infection  and 
(2)  pregnancy.  Infection  is  generally  bilateral  and 
associated  with  the  usual  signs  and  symptoms  of 
inflammation.  Anyone  familiar  with  the  pathologic 
changes  occurring  as  a result  of  infection  will  sel- 
dom stumble  over  the  diagnosis  of  salpingitis. 
Tubal  pregnancy,  on  the  other  hand,  is  frequently 
missed.  Inadequate  history,  cursory  examination 
occupy  an  important  role  in  our  failure  to  diagnose 
the  unruptured  tubal  pregnancy.  When  suspected, 
one  of  the  biologic  tests  may  be  found  helpful  in 
proving  the  diagnosis  prior  to  operation.  In  rup- 
tured tubal  pregnancy  the  rapid  course  of  events 
absence  of  fever,  increasing  pulse  rate,  leukocytosis 
and  drop  in  blood  pressure  are  especially  signifi- 
cant in  differential  diagnosis. 

Unlike  the  tube,  the  appendix  serves  no  known 
or  useful  function.  Its  most  common  morbid  state  is 
of  colon  bacillus  origin  and  its  abdominal  location 
renders  control  of  this  process  both  difficult  and 
hazardous.  Epigastric  pain,  nausea  and  vomiting 
are  all  understandable  on  the  basis  of  its  intestinal 
relationship  and  abdominal  location.  Readily 
walled  off  and  seldom  fatal,  tubal  infection  tends 
to  subside,  the  patient  achieving  symptomatic  re- 
lief and  occasionally  return  of  function.  Not  so 
with  the  appendix.  With  it  recurrent  involvement 
is  common  and  if  neglected  may  lead  to  fatal  com- 
plications. These  points  of  difference  should  make 
clear  the  rationale  of  reasonable  conservatism  in 
cases  of  tubal  disease  and  early  intervention  in 
appendicitis. 

One  need  only  recall  the  anatomy  of  the  ovaries 
to  realize  how  abundantly  they  may  contribute  to 
the  complexity  of  pelvic  disease  and  diagnosis 
Whereas  morbidity  of  the  appendix  is  most  com- 
monly on  the  basis  of  infection,  and  disease  of  the 
tubes  either  infection  or  pregnancy,  ovarian  pa- 
thology may  be  the  result  of  infection,  new  growth, 
hemorrhage  or  secondary  involvement  as  from  s 
twist  in  its  pedicle.  A veritable  bomb  of  potential 
danger  on  the  one  hand  and  a most  important 
nonvital  organ  on  the  other,  this  physiologically 
active  gland  deserves  special  consideration.  Ade- 
quate understanding  of  its  erratic  behavior  implies 
a knowledge  of  its  structure  and  function  and  for 
this  the  physician  is  referred  to  appropriate  texts. 

The  anatomic  position  and  the  long  suspensory 
ligaments  of  the  ovary  are  well  known.  Less  gen- 
erally known  is  the  belief  that  ovarian  disease 
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Table  1.  Points  in  differential  diagnosis,  acute  lower  abdomen  in  female. 


occurs  more  often  on  the  right  side,  that  pedicle 
twists  occur  oftener  in  physically  active  women, 
with  moderate  sized,  heavy  and  long  pedicled 
tumors.  Sudden  change  of  position  and  pregnancy 
also  contribute  to  twisting.  In  about  10  to  12  per 
cent  of  patients  with  ovarian  tumors  there  occurs 
a complicating  twist  of  the  pedicle  and  30  per  cent 
of  those  that  twist  are  associated  with  severe  symp- 
toms. 

Ovarian  hemorrhage  is  a relative  newcomer  in  the 
realm  of  clinical  entities.  Its  importance  and  serious 
potentialities  require  no  emphasis.  As  a diagnostic 
problem  it  often  tests  the  skill  of  our  best  clini- 
cians. Yet,  given  a thorough  understanding  of 
ovarian  physiology,  the  diagnosis  of  this  serious 
complication  may  be  considerably  simplified. 
Ovarian  hemorrhage  occurs  during  the  years  of 
greatest  ovarian  activity,  the  average  age  being 
twenty-five  years.  Fundamentally  such  bleeding 
may  be  looked  upon  as  an  exaggerated  physiologic 


process,  occurring  at  any  time  during  the  menstrual 
cycle  but  more  often  at  the  midintermenstrual 
period  (follicular  rupture),  or  in  the  late  premen- 
strual period  (corpus  luteum  rupture).  The  latter 
(corpus  luteum  rupture)  is  generally  more  severe 
and  often  necessitates  immediate  blood  transfusion 
and/or  operation. 

Both  the  follicular  and  corpus  luteum  ruptures 
are  mistaken  for  other  acute  disease  processes. 
Many  normal  appendices  have  been  removed  for 
symptoms  caused  by  mild  ovarian  hemorrhage. 
Nowhere  is  the  need  for  correct  diagnosis  more 
imperative  than  in  the  mild  forms  of  ovarian  hem- 
orrhage. In  most  patients  so  afflicted  the  symptoms 
subside  within  a few  days  and  the  patient  recovers 
without  further  trouble.  In  patients  requiring  oper- 
ation because  of  serious  hemorrhage  the  necessity 
of  conserving  the  ruptured  but  otherwise  normal 
ovary  cannot  be  overemphasized. 

Little  can  be  said  regarding  ureteral  calculi 
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Table  2.  Points  in  differential  diagnosis  with  data  of  questionable  value  deleted. 


which  fail  to  produce  the  commonly  accepted  clin- 
ical features.  The  atypical  cases  present  a picture 
so  bizarre  as  to  make  differential  diagnosis  im- 
possible without  the  usual  studies  necessary  to 
confirm  the  diagnosis  in  any  case. 

In  attempting  differential  diagnosis  of  this  im- 
portant group  of  diseases  we  should  be  well  in- 
formed regarding  anatomy,  physiology  and  pathol- 
ogy. Given  this  basic  information,  intelligent  ques- 
tioning becomes  a simple  matter  and  a potent  factor 
in  diagnosis.  Do  not  rely  on  the  history  of  others. 
Insist  on  a personally  taken  history  and  in  so 
doing  try  to  develop  a chronologic  picture  of  events. 
When  carefully  done,  the  history  becomes  the  most 
important  single  factor  leading  to  a correct  diag- 
nosis. With  questioning  completed  a careful  method 
ical  physical  examination  is  made.  Do  not  expect 
to  clear  up  the  diagnosis  by  vaginal  examination, 
for  in  the  acutely  ill  it  is  seldom  satisfactory  and 
often  disappointing.  Do  not  handicap  yourself  by 
attempting  pelvic  examination  with  the  patient  in 
bed.  Insist  on  her  being  placed  crosswise  on  the 


bed,  the  legs  held  by  assistants  or  else  place  patient 
on  a regular  examining  table,  for  even  under  ideal 
conditions  pelvic  examination  may  be  none  too 
illuminating. 

The  specific  aids  in  diagnosis  for  conditions  dis- 
cussed are  briefly  presented  in  table  1.  Careful 
study  will  suggest  the  proper  approach  for  ques- 
tioning and  will  indicate  the  points  to  be  developed 
on  physical  examination  and  in  the  laboratory. 
Let  every  physician  familiarize  himself  with  these 
differential  points,  but  be  not  deceived.  That  clini- 
cal methods  (history  and  physical  examination) 
still  retain  their  superiority  in  solving  these  diag- 
nostic problems  is  no  better  illustrated  than  in  this 
group  of  commonly  encountered  acute  conditions. 

Table  2 is  similar  to  table  1,  except  that  diagnos- 
tic data  or  procedures  of  questionable  value  have 
been  deleted.  Note  that  in  the  final  analysis,  with 
the  exception  of  ureteral  calculus,  diagnosis  may 
be  achieved  almost  entirely  by  equipment  avail- 
able to  every  physician. 
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PROGRESS  IN  PEDIATRICS* 

D.  M.  Dayton,  M.D. 

TACOMA,  WASH. 

The  purpose  of  this  paper  is  to  present  a discus- 
sion of  some  elements  of  pediatric  practice  which 
may  be  of  interest  to  the  general  practitioner.  No 
attempt  is  made  to  review  pediatric  literature,  nor 
to  consider  unusual  or  rare  diseases,  but  an  effort 
is  made  to  reflect  established  pediatric  opinion 
rather  than  personal  impressions. 

The  status  of  the  unborn  baby  in  our  scheme  of 
life  has  improved  a great  deal  in  recent  years,  but 
it  still  is  deplorably  low.  This  is  reflected  directly 
in  our  infant  mortality  rate.  It  has  been  found  on 
the  average  that  about  3 per  cent  of  all  deliveries 
in  hospitals  are  premature,  but  the  startling  fact 
is  that  this  3 per  cent  accounts  for  50  per  cent  of 
our  infant  mortality.  Obviously,  anything  that  can 
be  done  to  reduce  the  rate  of  premature  births  will 
save  infants’  lives. 

Some  factors  in  causing  prematurity  are  con- 
trollable. The  recognition  by  obstetricians  of  the 
importance  of  maintaining  the  baby  in  utero  until 
he  has  reached  at  least  four  pounds  in  weight  may 
be  helpful.  Early  recognition  and  treatment  of  the 
toxemias  of  pregnancy  will  occasionally  prevent 
premature  birth.  Congenital  syphilis  is  decreasing, 
but  we  must  still  keep  in  mind  that  the  only  avenue 
of  infection  in  the  infant  is  the  mother.  An  early 
recognition  and  treatment  of  the  disease  in  the 
mother  will  permit  delivery  of  a viable  child  and 
may  obviate  the  need  of  treatment  in  the  baby. 

In  considering  this  question  of  infant  mortality, 
it  might  be  well  to  mention  that  statistics  show 
that  the  technic  of  delivery  most  dangerous  to  the 
infant  is  cesarean  section.  Also,  the  death  rate  of 
obstetric  infants  is  definitely  higher  when  morphine 
has  been  administered  to  the  mother. 

The  status  of  the  new-born  infant  also  has  im- 
proved enormously  in  recent  years,  but  doubtless 
it  is  susceptible  to  further  improvement.  The  total 
number  of  living  births  in  Tacoma  in  1936  was 
1,895.  There  were  43  still-births.  Infant  deaths  dur- 
ing the  first  year  of  life  in  1936  were  69,  or  a rate 
of  36  per  1,000  living  births.  This  is  a favorable 
rate. 

The  following  comparisons  are  interesting.  The 
lowest  rate  recorded  in  Tacoma  was  in  1929,  when 
there  were  32  deaths  per  1,000  living  births.  In 
1931  the  rate  rose  to  49,  and  investigation  disclosed 
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that  this  increase  was  due  to  an  unexplained  in- 
crease in  the  number  of  premature  births.  It  is  thus 
possible  that  further  reduction  of  our  infant  death 
rate  will  depiend  on  the  reduction  of  the  prema- 
ture birth  rate.  The  average  infant  death  rate  in 
the  past  several  years  has  been  about  37. 

The  rate  in  the  state  of  Washington  was  45  in 
1932.  Seattle  and  Portland  have  rates  comparable 
to  those  in  Tacoma.  The  lowest  rate  on  the  Pacific 
Coast  was  found  in  Alameda,  California,  in  1932, 
21  per  1,000  living  births.  There  is  a general  reduc- 
tion in  infant  mortality  rates  all  over  the  world. 

In  the  entire  registration  district  of  the  United 
States,  the  rate  in  1930  was  66.2  per  1,000  living 
births  and  in  1932  it  was  58.  In  England  and  Wales 
the  rate  in  1935  was  57,  the  lowest  ever  recorded 
in  those  countries,  as  against  70  in  1926.  Countries 
having  very  large  birth  rates  also  have  a high  mor- 
tality rate.  Thus  Japan,  in  1921,  had  a death  rate 
of  164  per  1,000  living  births,  and  in  1931  a rate 
of  132. 

The  death  rate  is  particularly  high  during  the 
first  few  days  of  life  and  is  occasioned  mostly  by 
immaturity,  birth  injuries,  aspiration  pneumonias, 
other  infections  and,  of  course,  by  congenital  mal- 
formations. One  of  the  factors  contributing  to  an 
increased  infant  mortality  rate  is  the  artificial  feed- 
ing of  infants.  Grulee  and  his  associates  studied 
more  than  20,000  case  records  of  babies  who  died 
during  the  first  year  of  life,  and  found  that  the 
death  rate  was  ten  times  as  high  among  the  bottle- 
fed  as  compared  with  the  breast-fed  babies.  The 
deaths  were  mostly  due  to  respiratory  diseases. 

This  brings  up  the  question  of  our  technic  in 
handling  babies  in  the  nurseries  in  the  hospitals. 
One  gets  the  impression  that  we  are  too  complacent 
regarding  the  matter  of  maternal  nursing.  Appar- 
ently little  attention  is  given  to  the  teaching  of  the 
student  nurses  in  such  matters  as  the  proper  appli- 
cation of  the  infant  to  the  breast  and  the  impor- 
tance of  persistence  until  the  baby  has  learned  to 
take  the  breast  properly  before  he  is  given  a bottle. 
Every  baby  in  the  hospital  seems  to  be  promptly 
conditioned  to  the  use  of  the  nursing  bottle,  and  as 
a consequence  many  of  them  refuse  to  take  the 
breast.  The  mammary  glands  will  not  function 
unless  stimulated  by  proper  nursing,  at  times  sup- 
plemented by  pumping  or  manual  expression.  Stu- 
dent nurses  should  be  taught  manual  expression  of 
the  breast,  and  it  should  be  a common  practice  in 
the  obstetric  ward.  In  passing,  it  might  be  remarked 
that  nurses  should  also  he  taught  how  to  properly 
gavage  a baby. 
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It  may  be  well  to  say  a word  regarding  growth 
and  development.  The  normal  condition  of  an  in- 
fant or  child  is  growth.  We  must  never  be  satisfied 
with  a stationary  weight.  In  young  infants  dis- 
regard of  this  fact  leads  rapidly  to  serious  results. 
When  the  normal  rate  of  growth  is  not  maintained, 
something  is  seriously  wrong.  In  young  infants  the 
trouble  may  be  due  to  the  feeding,  but  with  older 
children  failure  to  grow  usually  means  illness  of 
some  sort. 

The  problem  of  artificial  feeding  is  pretty  well 
solved.  Nothing  of  imjwrtance  has  developed  along 
this  line.  But  I would  like  to  remind  you  that  many 
apparent  cases  of  indigestion  in  infants  are  really 
due  to  a parenteral  infection;  a sore  throat,  an 
otitis  or  bronchitis  may  be  the  primary  trouble  and 
may  be  missed,  if  we  pay  too  much  attention  to 
secondary  digestive  symptoms. 

Pylorospasm  is  a relatively  common  condition. 
Early  recognition  and  proper  treatment  will  often 
prevent  the  development  of  a stenosis,  and  thus 
avoid  operation.  If  pylorospasm  is  recognized  before 
marked  hypertrophy  of  the  pyloric  muscle  has  oc- 
curred, the  judicious  use  of  phenobarbital  in  doses 
sufficient  to  control  the  spasm  will  permit  the  baby 
to  retain  food  and  make  normal  growth.  The  treat- 
ment must  be  continued  until  about  four  months 
of  age,  when  the  sympathetic  nervous  system  will 
be  sufficiently  mature  to  prevent  the  spasm. 

There  have  been  a few  important  developments 
regarding  the  accessory  food  factors  or  vitamins. 
Most  of  these  vitamins  are  now  identified  chem- 
ically and  can  be  manufactured  in  the  laboratory. 
It  has  been  found  possible  to  determine  the  amount 
of  cevitamic  acid,  or  vitamin  C,  in  the  blood 
plasma,  and  in  this  manner  discover  cases  of  sub- 
clinical  scurvy.  Artificial  vitamin  D is  not  so  satis- 
factory in  the  treatment  of  young  infants  as  is  a 
natural  fish  liver  oil. 

A new  development  along  this  line  is  the  dis- 
covery of  a source  of  such  an  oil  which  has  from 
100  to  1,000  times  the  potency  of  standard  cod 
liver  oil.  Such  an  oil  may  be  administered  to  young 
babies,  thus  securing  an  adequate  dosage  of  vitamin 
I)  in  the  early  months  of  life,  when  growth  is  rapid 
and  a large  dose  is  necessary.  I believe  it  is  ad- 
visable to  administer  about  3,500  rat-units  of 
vitamin  D daily  to  young  infants.  This  is  equiva- 
lent to  approximately  ten  teaspoonfuls  of  a stan- 
dard cod  liver  oil.  Babies  given  such  a dose  are 
clinically  free  from  rickets  at  one  year  of  age,  a 
condition  we  have  never  been  able  to  obtain  when 
using  cod  liver  oil  in  usual  doses. 


In  the  field  of  communicable  diseases  there  have 
been  no  important  developments  either  in  pre- 
vention or  treatment,  with  the  exception  of  whoop- 
ing cough.  It  is  now  possible  to  discover  the  pres- 
ence of  whooping  cough  in  the  early  stages  of  the 
disease  by  means  of  the  cough  plate,  thus  giving 
the  doctor  some  slight  advantage  over  the  grand- 
mother or  the  neighbors.  Treatment  has  become 
more  satisfactory  since  the  development  by  Krue- 
ger of  a pertussis  endoantigen  which  seems  defi- 
nitely to  shorten  the  course  of  the  disease. 

Several  years  ago  Dr.  Louis  Sauer,  of  Evanston, 
Illinois,  reported  the  use  of  a vaccine  for  the  pur- 
pose of  immunizing  children  against  whooping 
cough.  At  the  present  time  it  may  be  said  that  this 
prophylactic  treatment  is  reasonably  successful. 
.Apparently  90  per  cent  or  more  of  treated  children 
become  immune  after  a period  of  four  months.  This 
immunity  lasts  at  least  for  several  years.  More  time 
will  be  needed  to  determine  permanence.  It  is  best 
to  follow  Sauer’s  method  of  administration,  prefer- 
ably at  ten  to  twelve  months  of  age. 

The  battle  against  diphtheria  seems  nearly  won. 
Our  weapons  are  adequate,  but  our  application  of 
these  weapons  is  still  insufficient.  Whenever  the 
public,  through  the  efforts  of  the  medical  profes- 
sion, will  make  use  of  our  present  day  knowledge  of 
prophylaxis,  diphtheria  will  become  a thing  of  the 
past.  During  the  past  few  years  the  Health  Depart- 
ment of  Tacoma  has,  through  previous  arrangement 
with  Pierce  County  Medical  Society,  supplied 
diphtheria  toxoid,  precipitated  type,  to  all  Tacoma 
doctors  free  of  charge.  In  return  for  this  considera- 
tion the  toxoid  is  administered  for  a nominal  sum 
or  without  charge  to  those  who  cannot  pay.  With 
this  method  of  prophylaxis  Tacoma  has  had  no 
cases  of  diphtheria  during  the  past  two  and  one- 
half  years,  except  for  an  occasional  case  which 
has  come  in  from  outside  the  city. 

It  is  our  practice  to  give  but  one  dose  of  1.5  cc. 
of  the  precipitated  toxoid.  .Abscesses,  which  have 
been  reported  elsewhere,  have  been  entirely  absent. 
The  same  method  has  been  applied  to  smallpox 
and  with  the  same  result.  We  should  aim  at  mass 
immunization.  It  seems  likely  that  if  60  to  70 
per  cent  of  the  child  population  can  be  treated  with 
one  dose  of  diphtheria  toxoid,  diphtheria  can  be 
controlled.  This  percentage  is  not  easily  attained, 
and  requires  the  active  cooperation  of  the  doctors, 
the  Health  Department  and  Public  Health  nurses. 

Scarlet  fever  is  still  an  unsolved  problem.  We 
have  a prophylactic  toxin  which  is  not  generally 
used,  due  to  the  necessity  of  multiple  doses,  occa- 
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sional  severe  reactions  and  lack  of  permanence  in 
results.  An  antitoxin  for  prophylactic  use  in  exposed 
cases  is  of  doubtful  utility.  In  some  cities  convales- 
cent serum  has  been  used.  A recent  report  of  great 
interest  and  significance  to  us  is  that  of  500  cases 
of  scarlet  fever  directly  due  to  the  sale  of  raw 
milk  from  a cow  previously  infected  by  a case  of 
scarlet  fever.  This  will  serve  to  remind  us  of  the 
occasional  serious  outbreak  of  disease  due  to  the 
use  of  raw  milk. 

There  has  been  a change  in  the  viewpoint  regard- 
ing the  treatment  of  meningococcic  meningitis.  It  is 
now  believed  that  the  disease  should  be  considered 
a systemic  one,  and  that  antitoxin  or  serum  is  best 
administered  intravenously  rather  than  intraspin- 
ally.  Frequent  lumbar  punctures  for  drainage  are 
unnecessary.  The  recommended  dose  is  from  50,000 
to  100,000  units  of  antitoxin  or  100  to  200  cc.  of 
the  serum.  In  either  case  it  should  be  well  diluted 
and  given  slowly  by  gravity.  .Adrenalin  may  be 
added.  With  this  procedure  the  death  rate  is  ma- 
terially lower  and  recovery  much  more  rapid. 

The  status  of  the  common  cold  is  unchanged.  We 
have  to  confess  that  we  have  no  adequate  remedies 
for  prevention  or  treatment.  The  use  of  vaccines  in 
prophylaxis  or  treatment  has  no  scientific  support. 
Reports  of  carefully  controlled  groups  of  cases  in 
various  institutions  in  different  parts  of  the  world, 
the  vaccine  being  given  to  one-half  of  the  total 
group,  indicate  no  improvement  in  immunity  in  the 
treated  cases.  The  curious  vagaries  of  what  Brenne- 
mann  calls  the  genus  epidemicus  of  contagious  dis- 
ease leads  to  many  errors  when  estimating  the  value 
of  vaccines  in  occasional  cases  or  in  uncontrolled 
groups. 

Childhood  tuberculosis  is  definitely  decreasing  in 
all  civilized  countries.  Fortunately  our  country 
shares  favorably  in  the  declining  rate.  Primary  tu- 
berculosis in  children  is  ordinarily  a rather  benign 
condition.  In  fact,  it  is  so  entirely  different  from 
the  adult  type,  or  secondary  tuberculosis,  that  it 
might  well  be  considered  a different  disease,  the 
only  point  in  common  being  the  presence  of  the 
tubercle  bacillus. 

-Apparently  the  great  difference  between  the  two 
types  of  disease  is  the  development  of  the  condition 
characterized  by  the  term  “allergy.”  In  the  primary 
infection  the  body  cells  react  to  repel  and  circum- 
scribe the  infection,  but  there  is  a resulting  sensi- 
tization of  the  tissues  to  tuberculoprotein.  Once  the 
tissues  have  become  sensitized  in  this  manner,  re- 
invasion either  from  an  exogenous  or  endogenous 
source  may  result  in  a destructive  process,  the  sec- 
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ondary  or  adult  type  of  tuberculosis,  commonly 
called  consumption. 

Myers  and  his  associates  and  others  have  re- 
l^eatedly  stressed  the  danger  of  the  primary  infec- 
tion, because  of  the  consequent  sensitization  to  tu- 
berculoprotein. Following  their  teaching  every  ef- 
fort must  be  made  to  protect  children  against  ex- 
posure to  an  active  case  of  tuberculosis.  Seeming- 
ly, in  contradistinction  to  this  teaching  is  the  use 
of  the  preventive  inoculation  with  B.C.G.  (bacillus 
of  Calmette  and  Guerin),  instituted  some  years 
ago  in  Europe,  in  which  there  is  a deliberate  at- 
tempt to  sensitize  the  patient  by  the  introduction 
of  an  attenuated  form  of  tubercle  bacillus.  Euro- 
pean reports,  and  also  the  work  of  Park  and  his  as- 
sociates in  New  York,  indicate  a definite  reduction 
in  the  death  rate  from  tuberculosis  in  the  treated 
cases.  In  Park’s  series  the  death  rate  in  the  treated 
cases  was  one-fourth  that  of  the  controls.  However, 
whether  we  accept  the  value  of  the  B.C.G.  treat- 
ment or  reject  it,  there  is  a growing  belief,  even 
among  its  proponents,  that  exposure  to  an  open 
case  of  tuberculosis  and  consequent  infection  is  a 
very  dangerous  thing. 

The  widespread  use  of  the  Mantoux  test  is  de- 
sirable, particularly  among  adolescents,  and  it 
should  be  emphasized  that  one  of  the  important 
considerations  in  discovering  the  incipient  or  pri- 
mary case  in  the  young  is  that  it  may  serve  as  a 
clue  leading  to  the  finding  of  an  open  or  infectious 
case  of  tuberculosis.  Sanatorium  care  for  the  open 
cases  as  a protection  against  infection  should  be 
the  rule.  Preventoriums  for  children  are  not  highly 
recommended.  Let  us  not  spend  our  money  isolating 
the  exposed  child;  rather  let  us  use  it  to  isolate  in- 
fectious cases  of  the  disease. 

Finally,  in  evaluating  any  system  or  methods  of 
preventing  tuberculosis  or  tending  to  decrease  the 
incidence  of  the  disease,  we  need  to  keep  in  mind, 
first,  that  the  human  animal  has  naturally  a rel- 
atively high  immunity  to  tuberculosis  and  also  to 
remember  the  statement  of  pathologists  that  there 
is  positive  evidence  that  the  decrease  in  the  inci- 
dence of  tuberculosis  began  even  before  the  tubercle 
bacillus  was  discovered,  and  when  there  were  no 
sanatoria,  and  no  attempts  at  prevention  of  the 
disease. 

In  the  realm  of  therapeutics  the  unbelievable  has 
happened.  Doctors  have  long  dreamed  of  a drug 
which,  when  administered  to  patients  suffering  from 
bacterial  infection,  would  repel  the  invading  organ- 
isms without  destroying  the  patient.  .Attempts  to 
discover  such  a remedy  have  been  so  uniformly  un- 
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successful,  except  in  protozoal  and  spirochetal  in- 
fections, that  doctors  have  had  a strong  skepticism 
toward  any  such  proposed  remedy.  This  attitude 
probably  explains  why  a drug,  which  was  synthe- 
sized thirty  years  ago,  has  only  recently  received 
careful  chemical,  biologic  and  therapeutic  study. 
.■\s  a consequence  of  such  study  during  the  past 
two  years,  it  now  seems  established  that  we  have 
a potent  remedy  against  some  of  man’s  worst 
enemies.  The  drug  is  para-amino-benzene-sulphona- 
mide,  which  is  now  official  under  the  name,  sul- 
phanilamide.  At  first  believed  to  be  effective  only 
against  the  hemolytic  streptococcus,  it  has  lately 
been  used  successfully  against  the  meningococcus, 
the  gonococcus,  certain  types  of  pneumococcus,  the 
colon  group  of  organisms,  and  possibly  may  be 
found  useful  against  many  others.  The  strepto- 
coccus viridans  is  a conspicuous  failure. 

The  toxicity  of  the  drug  seems  relatively  low, 
yet  some  care  must  be  exercised  regarding  dosage. 
It  must  be  kept  in  mind  that  the  drug  contains 
the  benzene  ring.  Large  doses  should  be  used  only 
in  severe  infections  and  such  patients  should  be 
hospitalized,  and  a blood  count  taken  daily.  It  is 
available  in  tablet  form  and  is  best  given  by  mouth. 
Results  from  its  use  have  been  so  amazing,  so  in- 
credible, and  yet  so  thoroughly  substantiated  that 
it  seems  likely  we  are  beginning  a new  epoch  in  the 
treatment  of  bacterial  infections. 

Another  valuable  discovery  is  mandelic  acid  used 
in  the  treatment  of  kidney  infections.  Given  with 
ammonium  chloride,  or  as  ammonium  mandelate, 
this  drug  is  a distinct  advance  over  previous  forms 
of  therapy. 

.\mong  the  new  developments  in  therapeutics  one 
must  also  mention  protamine  insulin.  .Attempts  have 
long  been  made  to  develop  an  insulin  which  would 
spread  its  effects  over  a long  period  of  time.  It  has 
been  found  that  a mixture  of  insulin  with  a sub- 
stance called  “protamine,”  which  is  obtained  from 
the  sperm  of  certain  fishes,  particularly  the  salmon, 
will  be  absorbed  slowly.  It  is  now  available  and 
gives  promise  of  being  an  advance  in  insulin  therapy 
when  we  have  become  familiar  with  the  proper 
technic  in  using  it. 

.Another  therapeutic  advance  is  the  isolation  of 
a pituitary-like  substance  from  pregnancy  urine, 
which  has  proven  effective  in  cryptorchism  and 
some  other  developmental  conditions.  In  the  treat- 
ment of  cryptorchism  it  should  be  given  a trial  be- 
fore resorting  to  surgery.  It  is  usually  successful 
in  the  absence  of  mechanical  obstruction. 

A notable  advance  in  the  surgery  of  childhood  is 


the  use  of  a basal  anesthetic.  A complete  discussion 
of  this  subject  may  be  found  in  “A  Critical  Review 
of  the  Surgery  of  Childhood,”  by  Herbert  Coe, 
which  appeared  in  the  Journal  of  Pediatrics,  Octo- 
ber, 1936.  Parenthetically,  to  those  who  are  in- 
terested in  the  surgery  of  childhood,  this  most  ex- 
haustive review  of  advances  made  during  the  past 
year  will  be  found  interesting.  I think  we  have  all 
appreciated  the  dangers  to  the  mental  outlook  of 
the  child  when  we  have  carried  him  against  his 
will  or  inveigled  him  into  the  surgery  and  forcibly 
held  him  on  the  table  to  administer  an  anesthetic. 
By  the  use  of  a basal  anesthetic  the  child  may  be 
comfortably  asleep  before  he  is  taken  to  the  oper- 
ating room.  We  have  used  nembutal  quite  success- 
fully for  this  purpose. 

We  are  becoming  increasingly  aware  of  the  large 
number  of  individuals  who  are  victims  of  the  con- 
dition called  allergy.  In  children  vasomotor  rhinitis 
and  bronchial  asthma  are  common,  besides,  of 
course,  numerous  other  conditions.  The  problem  is 
extremely  difficult.  Successful  allergists  must  have 
unlimited  time  and  patience,  and  must  have  ac- 
quired something  which  has  been  called  “the  art 
of  the  practice  of  medicine.” 

But  if  the  doctors  must  have  unlimited  patience, 
what  of  the  patient?  There  must  indeed  be  a very 
small  percentage  of  the  total  number  of  the  victims 
of  this  trouble  who  possess  the  steadfastness  of 
purpose  and  also  money  sufficient  to  carry  them 
through  the  long  periods  of  study  commonly  re- 
quired. So  we  must  use  short  cuts  in  many  cases. 
Children  are  commonly  sensitive  to  bacteria  and 
also  to  foods.  The  use  of  a desensitizing  bacterial 
vaccine  may  cure  an  asthma  due  to  a bacterial  sensi- 
tization, and  the  use  of  the  Rowe  elijnination  diets 
is  extremely  valuable  in  cases  of  food  allergy,  par- 
ticularly in  vasomotor  rhinitis. 

I realize  that  this  is  a disconnected  and  quite 
incomplete  discussion.  It  has  been  difficult  to  know 
what  to  include  and  what  to  omit,  to  keep  the 
paper  from  becoming  too  long. 

In  conclusion,  let  me  bespeak  for  the  babies  and 
children  your  most  serious  consideration.  We  still 
fall  far  short  of  the  optimum  in  the  use  of  known 
methods  tending  to  promote  healthy  physical  and 
mental  development  in  childhood. 
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SUCTION  PRESSURE  TREATMENTS  IN 
IMPAIRED  CIRCULATION  OF  THE 
EXTREMITIES* * 

Lucy  Hobson,  B.S.,  Technician 

NEW  YORK  CITY 

I am  writing  this  paper  from  a technician’s  view- 
point with  the  idea  of  helping  other  technicians  in 
the  application  and  use  of  suction-pressure  treat- 
ments. I base  my  findings  more  on  personal  experi- 
ence than  on  references  read. 

Suction  pressure  treatment  is  now  an  accepted 
method  of  treating  vascular  diseases.  This  method, 
although  comparatively  new  to  most  of  us,  is  not 
altogether  a new  invention.  Suction  pressure  was 
used  by  Bluck  in  1887,  by  Bibard  in  1924  and  re- 
cently by  Hermann  and  Reid  of  Cincinnati.  To  the 
latter  two  men  we  give  the  most  credit  for  the  de- 
velopment of  the  first  practical  apparatus  for  this 
treatment. 

The  first  machine  used  by  Hermann  and  Reid 
was  so  constructed  as  to  produce  70  mm.  of  nega- 
tive pressure,  then  70  mm.  of  positive  pressure,  and 
finally  return  to  atmospheric  pressure  again.  This 
was  brought  about  slowly.  These  large  amounts  of 
positive  pressure  were  occasionally  found  to  cause 
secondary  thromboses.  Through  research  on  cases, 
they  found  that  about  80  mm.  of  negative,  fol- 
lowed by  20  mm.  of  positive  pressure,  would  bring 
about  the  greatest  increase  in  circulation.  There 
seems  to  be  no  limit  to  the  length  of  time  the  treat- 
ment can  be  carried  out  without  discomfort  or  ill 
effects.  The  frequency  and  length  of  treatment  de- 
pend on  the  pathology  and  on  the  patient  being 
treated. 

ALERTNESS  OF  TECHNICIANS 

The  diagnosis  of  vascular  diseases  can  often  be 
detected  or  affirmed  by  physical  therapy  technicians 
in  their  daily  routine.  Until  recently  doctors  have 
been  slow  to  recognize  early  signs  of  peripheral 
vascular  disease.  A high  percentage  of  such  condi- 
tions went  to  gangrene  and  amputation  at  a high 
level  or  to  loss  of  life.  We  can  often  report  to  a 
doctor  a patient  coming  in  the  clinic  complaining 
of  cold  feet  or  a cyanotic  toe.  The  patient  puts 
little  importance  on  such  different  trivialities,  but 
if  we  report  them,  it  may  mean  saving  his  leg  in 
the  future.  About  one-half  of  the  amputations  we 
have  had  in  the  Presbyterian  Hospital  have  started 

* Observations  in  Peripheral  Vascular  Clinic  and  Physical 
Therapy  Department  of  Presbyterian  Hospital  and  Van- 
derbilt Clinic,  New  York  City,  under  direction  of  Beverly 

C.  Smith,  M.D.,  David  C.  Bull,  M.D.,  William  Benham 
Snow,  M.D. 

* This  paper  is  published  simultaneously  in  the  October 
i.ssue  of  The  American  Journal  of  Nursing. 


from  small  infections  of  the  toes  around  the  nails. 
I think  it  would  be  of  use  to  all  of  us  to  know 
how  to  palpate  the  pulses  in  the  leg.  A doctor  in 
your  department  can  show  you  the  technic. 

DIAGNOSTIC  AIDS  IN  PERIPHERAL  VASCULAR  CASES 

We  use  for  the  aid  of  our  diagnosis  in  vascular 
diseases  the  dermatherm  for  taking  skin  tempera- 
tures, and  the  oscillometer  to  check  the  arterial 
circulation.  Fortunately  we  have  in  our  department 
also  a constant  temperature  room.  The  skin  tem- 
peratures recorded  in  a given  extremity  depend  on 
the  temperature  and  humidity  of  the  examining 
room  as  well  as  the  body  temperature.  We  control 
these  factors  by  having  the  examining  room  at  a 
standard  temperature  of  68°  F.  and  humidity  of 
50  per  cent.  If  the  patient  be  at  rest,  the  skin  tem- 
perature is  then  dependent  chiefly  on  blood  flow. 
Should  this  blood  flow  be  diminished,  the  skin 
temperature  will  drop.  We  measure  skin  tempera- 
ture of  the  finger  tips,  the  toes  and  any  other  def- 
initely fixed  points  on  the  extremities,  and  com- 
pare with  normal  temperatures. 

The  value  of  skin  temperature  is  limited  to;  (1) 
sudden  drop  in  temperature  of  one  extremity  as  a 
sign  of  inadequate  arterial  inflow,  (2)  marked  dif- 
ferences between  symmetrical  areas  on  two  extremi- 
ties, (3)  a rise  in  temperature  after  various  diag- 
nostic procedures  which  aim  at  relief  of  vessel 
spasm  and  thus  determine  the  spastic  element  in 
the  vascular  occlusion.  Such  tests  are  the  coffee 
test,  the  alcohol  test,  t)q)hoid  vaccine  injection  and 
nerve  blocking. 

The  histamine  reaction  test  has  been  used  to 
demonstrate  the  extent  of  collateral  circulation, 
and  it  is  used  by  many  doctors.  It  is  simple,  and  a 
great  aid  in  many  cases. 

The  oscillometer  is  used  in  our  routine  of  exam- 
ination in  vascular  diseases.  Examination  with  the 
oscillometer  frequently  reveals  pulsation  when  none 
can  be  felt  on  palpation.  When  the  oscillometric 
examination  shows  pulsation  at  the  ankle,  the  prog- 
nosis for  the  relief  of  symptoms  is  usually  good, 
even  if  ulceration  or  actual  gangrene  is  present.  If 
examination  with  the  oscillometer  gives  a zero  read- 
ing, the  prognosis  for  saving  the  extremity  becomes 
worse,  for  the  process  is  more  advanced.  In  these 
advanced  cases,  if  gangrene  is  already  present,  the 
outlook  is  poor  even  with  prolonged  use  of  suction 
pressure  treatment  and  its  adjuncts. 

EFFECT  OF  TOBACCO 

Tobacco  has  a strong  effect  upon  circulation  and 
should  be  prohibited  in  circulatory  diseases.  We 
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have  taken  tests  in  the  constant  temperature  room 
of  patients  before  and  after  smoking  cigarettes, 
and  found  that  ten  minutes  after  two  cigarettes 
the  skin  temperature  went  down  from  one-half  to 
two  degrees. 

Heat  applications,  such  as  lamps  and  whirlpool 
baths,  are  usually  beneficial  and  help  to  reestab- 
lish collateral  circulation,  but  it  must  be  remem- 
bered that  heat  increases  the  local  metabolism  and 
demands  more  circulation.  Such  applications  are 
often  used  as  adjuncts  to  suction  pressure  treat- 
ments. 

RATIONALE  FOR  SUCTION  PRESSURE  TREATMENT 

Suction  pressure  treatments  are  given  to  open 
up  widely  the  collateral  bed,  if  there  is  any  possi- 
bility of  its  being  opened,  and  so  restore  the  cir- 
culation to  as  nearly  normal  as  possible.  Even 
though  the  pulse  does  not  return  to  the  great  ves- 
sels in  acute  obstructive  major  arterial  lesions,  pas- 
sive vascular  exercises  may  develop  adequate  cir- 
culation through  the  utilization  of  the  collateral 
bed. 

CONDITIONS  TO  WHICH  SUCTION  PRESSURE 
TREATMENT  IS  APPLICABLE 

We  treat  cases  of  arteriosclerosis,  thrombo- 
angiitis obliterans  or  Buerger’s  disease,  frostbite, 
sprains,  fractures  after  removal  of  cast,  amputated 
stumps  and  varicose  ulcers  of  long  duration  with 
satisfaction  and  increasingly  good  results.  Arterio- 
sclerotic patients  respond  very  well  to  suction  pres- 
sure treatments.  We  have  cases  coming  in  the  hos- 
pital with  a history  of  cyanotic  toes,  pain  on  walk- 
ing and  walking  restricted  to  a block  or  less. 

Case  1.  One  of  my  first  cases  was  a man,  age  70,  giving 
a history  of  pain  on  walking  one  block,  a cyanotic  toe, 
cold  feet.  We  took  oscillometric  readings  and  surface  tem- 
peratures to  find  him  below  normal,  and  on  one  foot  dan- 
gerously so.  This  patient  was  given  our  regular  peripheral 
vascular  routine,  massage,  whirlpool  and  suction  pressure 
treatments.  After  four  weeks  the  patient  went  home,  and 
continued  as  an  ambulatory  patient  for  about  four  to  five 
weeks,  having  massage  and  suction  pressure  treatments 
three  times  a week. 

This  patient  is  now  walking  without  pain  wherever  his 
daily  routine  takes  him,  his  foot  has  a better  color,  and  a 
collateral  circulation  has  been  built  for  him. 

This  man  may  have  to  return  for  treatments 
later.  Often  after  ten  or  twelve  months  they  do 
return.  But  at  the  age  of  70  or  80  years,  if  we  can 
keep  these  patients  going  and  in  comfort  while 
carrying  out  their  ordinary  routine  of  living,  we 
then  consider  we  are  successful  with  suction  pres- 
sure treatments.  These  patients  often  need  treat- 
ment over  a long  period  of  time  for  the  best  re- 
sults. 

Case  2.  Another  case  treated  in  our  wards  was  a woman. 


age  56,  with  a diabetic  ulcer.  She  gave  a history  of  pain 
and  sleepless  nights  for  months,  needing  analgesic  medica- 
tion each  night.  The  second  day  after  suction  pressure 
treatments  were  started  she  slept  the  entire  night  without 
pain  and  without  medication.  The  wound  was  pinch-grafted 
and  suction  pressure  was  used  the  same  day.  The  grafts 
“took,”  the  ulcer  healed  beautifully  and  the  patient  walked 
into  the  follow-up  clinic  not  long  ago  with  laudable  com- 
ments on  suction  pressure  treatments.  She  had  received 
fifty-four  hours  of  treatment. 

Case  3.  I cite  another  dramatic  case  of  a patient  63 
years  of  age  with  a history  of  diabetes.  He  injured  his  left 
leg;  the  skin  subsequently  broke  and  failed  to  heal.  He 
suffered  considerable  pain.  He  entered  the  hospital  and 
was  put  to  bed  with  conservative  therapy.  The  ulceration 
on  his  leg  proved  to  be  very  resistant  to  a multitudinous 
array  of  treatments  and  kept  the  patient  in  the  hospital 
twenty-three  weeks.  Ten  days  from  admission  he  had 
clonic  and  then  tonic  contractions  of  all  extremities,  breath- 
ing became  irregular  and  then  stopped  as  the  pulse  con- 
tinued. He  was  given  artificial  respiration  which  kept  him 
alive.  Within  thirty  minutes  strength  began  to  return  and 
in  two  and  one-half  hours  he  was  clear  mentally  and 
without  paralysis. 

The  leg  was  treated  with  bacteriophage  for  hemolytic 
staphylococcic  infection  and  pinch-grafted.  It  was  noticed 
that  the  dorsalis  pedis  artery  could  not  be  palpated  and 
oscillometric  readings  of  both  legs  were  greatly  diminished. 
Suction  pressure  treatments  were  started,  first  one  and  then 
two  treatments  daily,  along  with  elevating  and  lowering 
exercises.  Ulcers,  which  had  previously  been  resistant  to 
bacteriophage,  zinc  peroxide,  Dakin’s  and  elastoplast  ban- 
dage, began  to  clear  and  were  dressed  with  Dakin’s.  They 
were  entirely  healed  at  the  end  of  thirty-three  days  of 
suction  pressure  treatment,  and  at  this  time  the  patient 
had  been  walking  with  assistance  of  a walker  for  five  days. 
He  was  discharged.  Surgical  follow-up  a month  later  says, 
“patient  walks  a lot.” 

In  cases  of  thromboangiitis  obliterans,  distinct 
benefit  with  relief  of  pain  is  accomplished  by  pas- 
sive vascular  exercises,  the  attacks  are  cut  short 
although  the  condition  may  not  be  cured. 

TECHNIC  OF  APPLICATION  OF  APPARATUS 

Before  applying  the  cuffs  to  patients,  it  is  well 
to  note  carefully  the  appearance  of  the  extremity 
to  be  treated.  Are  the  toes  or  fingers  cyanotic? 
Does  the  patient  have  any  ulcers?  Are  the  toes 
warm  or  cold?  Is  the  skin  dry,  scaly  or  moist? 

Speak  to  your  patient  about  the  treatment  be- 
fore applying  the  boot,  and  make  him  or  her  under- 
stand something  of  the  sensation  to  be  experienced 
before  you  start  the  machine.  Often  a patient 
erroneously  expects  intense  heat,  cold  air,  vibration 
or  electricity. 

Note  the  size  of  leg  before  applying  cuffs,  and 
after  you  have  given  a few  treatments  you  can 
almost  judge  the  right  cuff  to  fit  a leg  or  arm.  This 
saves  the  patient’s  energy  in  lifting  his  extremity 
up  and  down  for  fitting,  and  saves  the  technician’s 
energy  and  time.  If  the  patient’s  leg  is  small,  fit 
the  cuff  which  goes  next  to  the  skin  first,  and  those 
necessary  to  fill  out  the  boot  end  in  a group  to- 
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gather.  Using  the  smaller  one  first 
gives  you  more  elasticity.  Have 
the  boot  slightly  elevated  above 
the  level  of  the  heart;  it  affords 
a help  to  the  circulation.  Have  an 
air-tight  connection  between  the 
cuff  and  the  boot  casing.  Often  a 
slight  push  from  the  bottom  of  the 
boot  helps.  Do  not  jerk  the  boot 
in  pushing  it  on  or  in  pulling  it 
off.  Remember,  these  cases  have 
very  poor  circulation  and  the  least 
damage  to  the  skin  may  lead  to 
indolent  ulceration  or  even  ulti- 
mate amputation. 

If  the  patient  has  open  infec- 
tion or  ulceration,  uncover  the 
ulcer  completely  if  possible.  You 
must  be  able  to  see  the  area 
around  the  ulcer  to  note  the  color 
changes  and  know  just  how  to 
regulate  the  machine.  If  this  can- 
not be  done,  note  the  leg  color 
change  and  veins.  Use  a sterile 
towel  in  the  boot  under  the  foot 
or  arm.  Use  talcum  powder  on  the 
extremity  before  applying  the 
cuff.  It  aids  in  applying  and  re- 
moving the  cuffs.  In  taking  off  the 
boot  and  the  cuffs,  lift  the  casing  up  as  you  come 
to  the  foot.  Do  not  drag  the  casing  over  the  toes. 
In  removing  the  cuffs,  often  the  last  or  cuff  nearest 
the  leg  is  on  tight  and  causes  a pull  on  the  hairs 
of  the  leg.  In  this  event,  turn  the  cuff  back,  inside 
out,  and  you  will  find  it  will  be  removed  very  easily 
(figs.  1,  2,  3). 

ADJUSTMENT  OF  SUCTION  AND  PRESSURE 

How  do  you  know  how  much  negative  and  posi- 
tive to  give  a patient?  There  are  three  factors  that 
enter  into  the  adjustment  of  suction  pressure  ma- 
chines; first,  the  amount  of  suction  and  pressure  in 
mm.  of  mercury;  second,  the  duration  of  the  total 
cycle;  and,  third,  the  duration  of  the  split  cycle. 
.\n  equipment,  to  be  acceptable  for  use,  should 
permit  adjustment  in  regard  to  all  three  factors. 

Time.  No  set  rule  exists  for  the  ratio  of  the 
split  cycle,  that  is,  the  ratio  of  suction  time  to  pres- 
sure time,  but  from  my  experience  one  should  ad- 
just the  suction  and  pressure  gradually  until  ade- 
quate color  changes  appear.  This  indicates  that  on 
suction  (negative  pressure)  a sufficient  quantity  of 
blood  is  being  brought  into  the  extremity,  and 
that  on  pressure  (positive  pressure)  the  peripheral 


Fig.  1.  Photograph  showing  leg  in  pressure  vacuum 
chamber.  Note  elevation  of  foot,  padding  beneath  foot, 
gauge  for  measuring  pressure.  (These  boots  are  now  being 
made  with  porthole  openings  at  the  boot  end  to  assist  in  ad- 
justing and  cleaning  the  foot.) 

Fig.  2.  Photograph  of  arm  chamber. 

Fig.  3.  The  large  circle  in  the  center  is  the  control  for 
regulating  total  length  of  cycle,  positive  plus  negative. 

The  circle  marked  “Pressure  Ratio”  is  for  adjusting  rela- 
tive time  between  positive  and  negative  pressures. 

The  two  small  circles  at  the  right  are  the  adjustments  to 
regulate  the  degree  of  pressure,  positive  and  negative  re- 
spectively. 

vascular  bed  is  drained.  However,  experience  shows 
that  in  fracture  wards,  in  which  the  cases  are  less 
apt  to  show  pathologic  vessels,  the  color  changes 
will  be  dramatic  and  much  less  negative  than  posi- 
tive pressure  will  be  needed  to  draw  adequate  blood 
into  the  extremity.  In  these  cases  a more  rapid 
cycle  will  be  sufficient. 

In  diabetic  cases  we  also  use  a rapid  cycle  and 
a ratio  of  about  one  part  pressure  to  four  parts 
suction,  or  even  greater  at  times,  and  according  to 
the  individual  case. 

In  sclerotic  cases  the  cycle  is  considerably  longer 
and  more  suction  than  pressure  is  applied;  in  these 
cases  the  suction  is  used  to  its  greatest  extent. 

In  general,  adjust  the  negative  and  positive  pres- 
sure according  to  the  color  changes  produced.  You 
usually  can  see  the  veins  fill  and  empty  with  the 
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alternating  suction  and  pressure.  When  in  doubt, 
take  nothing  on  yourself.  These  cases  are  too  seri- 
ous. Consult  the  physician  in  charge  of  the  case  or 
the  service  on  which  you  are  working. 

SUMMARY 

Suction  pressure  is  an  accepted  method  of  treat- 
ing vascular  diseases. 

There  is  value  in  detecting  the  vascular  cases 
early.  Technicians  can  help. 

Skin  temperatures  and  oscillometric  readings  are 
valuable  tests  in  peripheral  vascular  work.  Note  all 
pulses  of  lower  extremities. 

Tobacco  has  a strong  effect  upon  circulation  and 
should  be  discontinued. 

Know  the  technic  of  applying,  removing  and  ad- 
justing the  apparatus. 

Individualize  as  to  patient’s  cycle  and  amounts 
of  suction  and  pressure  on  each  case. 

Close  attention  to  the  finer  details  in  technic  is 
imperative. 
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BASIC  PRINCIPLES  AND  PRACTICAL  APPLICATIONS* 

G.  A.  Dodds,  M.D. 
and 

C.  R.  Jensen,  M.D. 

SEATTLE,  WASH. 

The  proper  use  of  oxygen  and  carbon  dioxide  in 
the  treatment  of  disease  requires  an  understanding 
of  the  physiologic  principles,  chemical  and  physical, 
underlying  the  exchange  of  respiratory  gases  be- 
tween body  tissues  and  atmospheric  air.  A brief 
review  of  these  aspects  of  physiology  will  be  given 
before  attempting  the  discussion  of  the  treatment 
itself.  More  detailed  discussion  and  explanation  may 
be  found  in  such  works  as  those  of  Haldane,^ 
Howell,^  Stadie,^  Lunsgaard  and  Van  Slyke,^  and 
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Best  and  Taylor.®  These  were  consulted  freely  in 
preparation  of  the  following  and  no  further  refer- 
ence to  them  will  be  made. 

PHYSOLOGIC  CONSIDERATIONS 

The  lungs  have  the  enormous  surface  area  of 
about  90  square  meters  as  compared  with  that  of 
adult  skin  which  is  1.6  square  meters.  They  are 
surrounded  by  double  pleurae,  parietal  and  vis- 
ceral. The  potential  space  of  the  pleural  cavity  is 
under  subatmospheric  pressure  of  minus  4 mm.  of 
mercury,  so  that  the  lung  surface  is  always  kept 
against  the  chest  wall.  Respiratory  movements  are 
accomplished  by  combined  action  of  many  muscles, 
especially  the  diaphragm. 

The  vital  capacity  of  the  lungs  is  that  volume  of 
air  which  can  be  expired  after  a full  inspiration, 
and  the  normal  adult  figure  is  about  3700  cc.  Tidal 
air,  that  taken  in  during  an  ordinary  inspiratory 
effort,  is  500  cc.  Complemental  air,  1600  cc.,  is  that 
amount  which  can  be  further  inhaled  after  a nor- 
mal inspiration.  Supplemental  air,  1600  cc.,  is  that 
amount  which  can  be  further  exhaled  after  a nor- 
mal expiration.  Residual  air,  1000  cc.,  is  that  re- 
maining after  the  most  complete  expiration  pos- 
sible. Alveolar  air,  2600  cc.,  is  the  supplemental 
plus  the  residual  air.  The  dead  air,  150  cc.,  is  that 
which  fills  nares,  pharynx,  trachea  and  bronchi. 

The  gases  chiefly  concerned  in  respiration  are 
oxygen  and  carbon  dioxide.  The  chart  below  indi- 
cates their  concentration  in  normal  respiratory  air 
and  blood: 

Arterial  Venous 

Oxygen  19.0  12-14 

Carbon  dioxide  52.0  58 

Volume  per  cent  (cubic  centimeters  of  gas  per  100  cc. 
blood)  of  oxygen  and  carbon  dioxide  in  arterial  and  venous 
blood.  '' 

Passage  of  a gas  through  the  lung  to  the  blood 
is  accomplished  by  means  of  extensive  lung  capil- 
laries spread  over  the  air  sacs.  The  alveoli  are  only 
two  cells  thick  but  offer  some  impediment  to  the 
free  flow  of  gases  between  the  two  mediums.  The 
process  of  exchange  is  one  of  simple  physical  dif- 
fusion from  the  site  of  a high  gas  tension  to  that  of 
a lower.  The  rate  of  duffusion  depends  upon  the 
solubility  of  the  gases  in  plasma  and  tissue  fluids 
and  the  nature  and  thickness  of  the  membrane.  The 
rate  of  diffusion  of  carbon  dioxide  is  faster  by  more 
than  fourteen  volumes  per  cent  than  oxygen. 

Oxygen  is  transported  in  the  blood  by  the  hemo- 
globin in  the  erythrocytes.  The  combination  is 
spoken  of  as  oxyhemoglobin ; after  the  oxygen  is  re- 
leased in  the  tissues,  the  hemoglobin  is  spoken  of  as 

5.  Best,  C.  H.  and  Taylor,  N.  B. : Physiologic  Basis  of 
Medical  Practice.  Wm.  Wood  & Co.,  Baltimore,  1937. 
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reduced  hemoglobin.  This  dissociation  is  never  com- 
plete. Hemoglobin  may  not  dissociate  more  than 
75  per  cent  of  its  total  oxygen  or  fifteen  volumes 
per  cent.  Normally  this  does  not  go  above  five  or 
six  volumes  per  cent  in  the  venous  blood.  In  marked 
exercise,  ten  volumes  per  cent  may  be  used. 

CHEMICAL  CONTROL  OF  RESPIRATION 

Respiratory  movements  are  controlled  by  the 
respiratory  center  in  the  medulla.  This,  in  turn,  is 
under  the  partial  influence  of  the  higher  nerve  cen- 
ters and  of  general  somatic  nerve  impulses,  but  the 
chief  regulator  of  its  activity  is  the  chemical  state 
of  the  blood.  The  best  current  thought  seems  to 
be  that  the  actual  chemical  regulator  is  the  hydro- 
gen ion  concentration  within  the  cells  of  the  respira- 
tory center.  There  are  two  distinct  factors  which 
influence  this  hydrogen  ion  concentration  within  the 
cells:  the  oxygen  concentration  in  blood  and  tis- 
sues here,  and  the  hydrogen  ion  concentration  in 
the  plasma.  Variations  in  the  latter  are  due  chiefly 
to  variations  in  the  carbon  dioxide  concentration. 

Carbon  dioxide  is  carried  in  the  blood  partly  in 
solution  as  carbonic  acid,  partly  in  combination 
with  hemoglobin,  largely  as  bicarbonate.  Thus  we 
rightly  speak  of  carbon  dioxide  as  a respiratory 
stimulant.  This  hydrogen  ion  concentration  in  the 
plasma,  however,  is  not  the  sole  factor.  Oxygen 
deprivation  results  in  temporary  stimulation  to 
respiratory  activity,  possibly  because  it  allows  acid 
metabolites  to  collect  within  the  cells,  even  though 
it  results  in  raising  slightly  the  pH  of  the  blood; 
but  prolonged  oxygen  deprivation  results  in  a de- 
pression or  lessened  sensitivity  of  the  respiratory 
center. 

Summary.  Activity  of  the  respiratory  center  is 
dependent  upon  the  hydrogen  ion  concentration 
within  the  cells  of  the  center.  Insofar  as  this  is 
under  the  control  of  respiratory  gases,  it  may  be 
influenced  in  two  ways:  first,  oxygen  want  or 
anoxemia  acts  as  a temporary  stimulant  to  the  res- 
piratory center,  prolonged  anoxemia  causes  depres- 
sion of  the  center;  second,  a rise  of  carbon  dioxide 
concentration  in  the  plasma  stimulates  respiration 
because  as  carbonic  acid  it  raises  the  hydrogen  ion 
concentration  of  the  plasma. 

PATHOLOGIC  CONSIDERATIONS 

Anoxemia.  This  is  a deficit  of  oxygen  in  the 
blood.  Anoxia  is  sometimes  used  as  referring  to 
a deficit  of  oxygen  in  the  tissues.  The  distinction  is 
not  important  in  this  discussion.  There  are  three 
ways  in  which  anoxemia  may  be  caused: 

1.  Defective  oxygenation  of  blood  in  the  lungs. 
This  may  be  due  to: 


a.  Low  oxygen  tension  in  the  alveolar  air.  This 
occurs  in  high  altitudes,  where  the  oxygen  in  the 
atmosphere  itself  is  more  “dilute,”  so  to  speak. 
It  also  happens  when  respiratory  movements  are 
embarrassed  and  the  tidal  air  diminished,  due  either 
to  mechanical  reasons  (pleurisy,  bronchospastic 
asthma)  or  to  functional  (surgical  shock  with  shal- 
low respirations). 

b.  Disease  involving  the  pulmonary  membrane, 
such  as  pneumonia  and  heart  disease  with  passive 
hyperemia  and  edema  of  the  lung. 

c.  Shunting  of  some  blood  around  lung  tissue. 
This  occurs  in  some  cases  of  congenital  heart  dis- 
ease and  in  some  cases  of  pneumonia,  as  will  be  ex- 
plained later. 

2.  Lowered  oxygen  capacity  of  the  blood.  This 
occurs  in  anemia  and  in  cases  of  carbon  monoxide 
poisoning. 

3.  Stagnation  of  blood  in  tissues.  Here  the  blood 
may  leave  the  lungs  saturated  with  oxygen  but 
remain  in  the  capillaries  so  long  that  abnormal 
quantities  of  oxygen  are  withdrawn.  Examples 
would  include  cases  of  venous  obstruction. 

SYMPTOMATOLOGY 

Anoxemia  possesses  a symptomatology.  These 
symptoms  are  important  and  are  worthy  of  re- 
hearsal. The  classic  example  in  the  past  has  been 
the  well  studied  “mountain  sickness.”  More  re- 
cently it  has  received  attention  in  connection  with 
aviation  problems.  It  is  now  quite  apparent,  how- 
ever, that  anoxemia  may  produce  specific  symp- 
toms as  a complication  in  many  more  ordinary 
disease  processes.  In  early  stages  anoxemia  symp- 
toms may  begin  with  exhilaration  and  excitement, 
followed  more  or  less  insidiously  by  mental  and 
sensory  dullness,  then  muscular  incoordination  and 
weakness,  emotional  outbursts,  development  of 
fixed  ideas,  headache,  vomiting,  cyanosis,  dyspnea, 
periodic  breathing  and  finally  loss  of  consciousness. 
Perhaps  more  commonly  in  ordinary  practice  than 
we  at  present  realize,  such  symptoms,  particularly 
those  of  mental  tjqie,  are  more  a direct  result  of 
anoxemia  than  of  other  “toxic”  cause.  Carbon 
monoxide  poisoning  is  an  acute  form  of  anoxemia. 

Dyspnea.  Strictly  speaking  this  means  difficult 
breathing.  It  is  of  course  closely  related  to  and  in 
many  places  inseparable  from  anoxemia,  but  is 
worth  separate  discussion.  It  may  be  due  to: 

1.  Faulty  oxygenation  of  the  blood  in  the  lungs. 
This  is  usually  combined  with  faulty  removal  of 
carbon  dioxide  in  the  lungs.  Examples  are  pul- 
monary disease  and  anything  causing  lowered 
oxygen  tension  in  the  alvolar  air. 
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2.  Faulty  transport  of  oxygen  and  carbon  diox- 
ide between  lung  and  tissues,  such  as  occurs  in 
circulatory  disease  and  in  anemia. 

3.  Increased  metabolic  demand,  as  in  exercise 
and  thyrotoxicosis. 

4.  Acidosis.  The  classic  examples  of  this  are 
diabetes  mellitus  and  renal  insufficiency. 

Summary.  It  is  apparent  that  dyspnea  may  exist 
without  anoxemia;  a patient  by  breathing  deeper 
may  compensate  for  and  correct  anoxemia.  Sus- 
tained anoxemia  may  exist  without  dyspnea;  this 
occurs  when  the  anoxemia  has  been  sufficiently 
prolonged  to  result  in  depression  of  the  respiratory 
center. 

Cyanosis.  The  amount  of  oxyhemoglobin  in  the 
blood  is  conveniently  and  customarily  spoken  of  in 
terms  of  oxygen  saturation  as  volumes  per  cent, 
as  the  table  and  subsequent  discussion  indicate. 
The  amount  of  reduced  hemoglobin  may  only  be 
expressed  in  terms  of  oxygen  unsaturation  because 
oxygen  values  are  those  determined  experimentally. 
One  cc.  of  oxygen  combines  w'ith  0.75  gm.  of 
hemoglobin.  Normal  blood  contains  about  15  gm. 
of  hemoglobin  per  100  cc.  It  can,  therefore,  com- 
bine with  = ) 20  cc.  or  20  volumes  per  cent 
of  oxygen.  Normal  venous  blood  contains  only 
12-14  volumes  per  cent  oxygen  and  may,  therefore, 
be  said  to  contain  about  5-7  volumes  per  cent  of 
oxygen  unsaturation.  Cyanosis  appears  when  there 
is  between  6 and  7 volumes  per  cent  of  oxygen 
unsaturation  (or  about  5 gm.  of  reduced  hemo- 
globin) in  the  capillary  blood  (normal  venous  blood 
is  practically  always  “cyanotic”).  It  depends  upon 
the  absolute  amount  of  reduced  hemoglobin  present 
and  not  upon  the  relative  proportions  of  reduced 
hemoglobin  and  oxyhemoglobin. 

Thus,  in  a severe  anemia,  where  the  hemoglobin 
may  be  reduced  to  20  per  cent  of  normal  (3  gms. 
per  100  cc.),  cyanosis  is  not  possible,  even  if  all  of 
the  hemoglobin  were  in  a reduced  state.  In  such 
a case,  anoxemia  is  present  without  cyanosis.  In 
other  words,  cyanosis  is  not  a faithful  indicator  of 
oxygen  want.  Bleeding  may  relieve  cyanosis  but 
will  only  aggravate  the  anoxemia  that  is  usually 
present  also.  Of  course,  there  is  no  direct  relation- 
I ship  between  carbon  dioxide  concentration  and 
I cyanosis. 

It  is  evident  that  cyanosis  may  be  caused  in 
more  than  one  way.  For  example,  the  blood  leav- 
ing the  lungs  may  be  in  a state  of  unsaturation  and, 
giving  up  its  usual  amount  of  oxygen  in  the  tissues, 
may  reach  a degree  of  unsaturation  in  the  capil- 
laries amounting  to  cyanosis.  Or  it  may  leave 


the  lungs  in  a normal  state  of  saturation  but  stag- 
nate so  long  in  the  tissues  that  it  becomes  unsat- 
urated to  the  point  of  cyanosis.  Pneumonia  is  an 
example  of  the  former;  venous  obstruction  or 
statis  is  an  example  of  the  latter. 

It  should  be  mentioned  that  cyanotic  appearance 
of  the  skin  will  vary  in  intensity  with  such  things 
as  the  degree  of  pigmentation  of  the  skin  and  with 
the  state  of  the  cutaneous  capillaries,  which  are 
dependent  in  part  upon  venous  pressures;  and  so 
this  appearance  will  vary  in  different  disease  states 
independently  of  the  actual  values  of  oxygen  un- 
saturation. 

Mention  may  also  be  made  here  of  the  fact  that 
cyanosis  may  sometimes  be  absent,  even  though  an 
entire  lung  be  collapsed  by  pneumothorax  or 
pleural  fluid,  or  rendered  airless  by  consolidation. 
The  probable  explanation  is  that  blood  flow  through 
the  arteries  of  the  involved  region  is  correspond- 
ingly shut  off  in  certain  such  cases,  and  thus  di- 
verted through  fully  aerated  portions  of  the  lungs 
where  compensatory  hyperventilation  or  dyspnea 
with  the  attendant  increase  in  tidal  air  insures 
adequate  oxygenation  of  the  blood,  even  though 
more  is  flowing  through  this  portion  than  nor- 
mally. Contrarily,  blood  which  is  flowing  through 
an  unaerated  portion  of  the  lung  must  retain  its 
reduced  hemoglobin;  this  will  be  mixed  in  the  left 
heart  with  the  oxygenated  blood  from  healthy 
lung,  and  if  the  quantity  of  reduced  hemoglobin 
is  sufficient,  there  will  be  cyanosis,  regardless  of 
hyperventilation  or  oxygenation  of  the  blood  in 
healthy  lung. 

CARBON  DIOXIDE 

Carbon  dioxide  inhalation  alone  is  now  used  for 
short  periods  in  many  clinical  conditions  and  it  is 
frequently  combined  with  oxygen  in  others.  It  is 
almost  necessary  to  include  some  mention  of  this 
in  any  discussion  of  oxygen  therapy. 

Before  discussing  the  use  of  carbon  dioxide,  it 
may  be  desirable  first  to  submit  a few  more  selected 
generalizations  about  physicochemical  aspects  of 
respiratory  gases  as  was  done  above  in  the  discus- 
sion of  oxygen.  The  lungs  serve  the  purpose  of  get- 
ting rid  of  carbon  dioxide  as  well  as  taking  in 
oxygen.  Asphyxia  and  anoxemia  are  often  con- 
ceived as  being  due  to  retention  of  carbon  dioxide 
as  well  as  a deficit  of  oxygen.  This  is  erroneous, 
as  we  have  seen.  Oxygen  deficit  may  be  present 
without  carbon  dioxide  excess  and  thus  is  no  less 
serious. 

Because  carbon  dioxide  is  much  more  diffusible 
than  oxygen,  the  blood  and  lungs  may  eliminate  it 
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more  easily  than  they  can  take  up  oxygen.  This  is 
of  great  practical  significance.  We  have  noted  that, 
if  some  blood  is  passing  through  unaerated  lung 
tissue,  it  will  retain  its  reduced  hemoglobin  and 
* remain  only  partially  saturated  with  oxygen;  fur- 
thermore, the  blood  passing  through  healthy  lung 
cannot  be  oversaturated  by  any  amount  of  over- 
breathing. On  the  other  hand,  overbreathing  in  the 
healthy  portion  of  the  lung  may  keep  carbon  diox- 
ide concentration  down  to  normal  or  actually  de- 
plete it  below  normal. 

Let  us  consider  first  what  harm  may  come  from 
either  a deficiency  or  an  excess  of  carbon  dioxide. 
One  cannot  be  too  final  with  generalizations  on  this 
subject  because  the  study  of  this  phase  of  meta- 
bolism has  by  no  means  been  exhausted;  however, 
a few  statements  may  be  made  with  reasonable 
certainty. 

A diminution  of  carbon  dioxide  is  accompanied 
by  a diminution  of  bicarbonates  in  the  blood. 
Chief  credit  for  the  recognition  of  the  importance 
of  this  belongs  to  Henderson,®  who  calls  this  state 
of  carbon  dioxide  deficit  “acarbia.”  The  usual 
sequence  of  events  leading  to  carbon  dioxide  deficit 
is  thus:  Anoxemia  from  any  cause  first  results  in 
respiratory  stimulation,  hyperpnea.  This  is  prob- 
ably due  to  accumulation  of  acid  metabolites  with- 
in the  cells  of  the  respiratory  center.  The  hyperpnea 
thus  induced  results  in  an  abnormal  release  of  car- 
bon dioxide  through  the  lungs,  a “washing  out” 
of  the  carbon  dioxide,  and  unless  the  anoxemia  is 
of  the  sort  that  will  be  corrected  by  the  h)q)erpnea, 
the  oxygen  deficit  and  the  overbreathing  continue. 
Eventually  the  continued  anoxemia  may  lead  to 
lessened  sensitivity  of  the  respiratory  center,  and 
the  carbon  dioxide  deficit  already  induced  further 
aggravates  the  respiratory  depression.  A state  of 
collapse  may  ensue,  which  is  often  remedied  in  part 
by  carbon  dioxide  administered  artificially.  This 
will  be  mentioned  again  under  the  discussion  of 
circulatory  collapse. 

A sustained  excess  of  carbon  dioxide  alone,  not 
associated  with  other  derangements  of  metabolism 
which  are  in  themselves  fatal,  probably  does  not 
occur  except  as  a result  of  its  prolonged  artificial 
administration.  An  excess  of  carbon  dioxide  alone 
has  no  relationship  to  cyanosis;  it  increases  the 
bicarbonates  of  the  blood,  although  probably  never 
to  a pathologic  degree;  it  increases  respiratory 
movements,  hyperpnea,  if  the  respiratory  center  is 
not  too  far  depressed.  This  latter  effect  may  be 

6.  Henderson,  T. : Fundamentals  of  Asphyxia.  J.  A.  M.  A. 
101:261-266,  July  22,  1933. 


overdone.  First,  hyperpnea  results  in  some  measure 
of  fatigue  due  to  the  extramuscular  effort  involved 
in  deep  breathing;  second,  it  is  theoretically  pos- 
sible that  if  too  long  continued  it  may  cause  some 
pulmonary  edema,  due  in  part  to  a tendency  to 
overdistention  of  pulmonary  vessels  resulting  from 
the  intensity  of  respiratory  movements,  with  some 
withdrawal  of  fluid  from  the  vessels  into  the  lung 
tissue. 

Above  all  these  somewhat  theoretical  possibili- 
ties of  danger,  however,  there  stands  the  fact  that 
carbon  dioxide  gas  artificially  administered  is  by 
no  means  “toxic”  as  at  one  time  thought,  and  its 
possibilities  as  a life  saving  measure  far  outweigh 
any  potential  dangers  of  overuse. 

One  may  summarize  its  clinical  use  by  stating 
that  it  will  stimulate  respiratory  activity  and  that 
its  use  within  reason  is  harmless,  so  long  as  there 
is  also  an  adequate  supply  of  oxygen.  Thus,  in 
approaching  the  decision  as  to  whether  or  not 
carbon  dioxide  should  be  used  in  a given  case,  we 
need  only  consider  whether  or  not  we  wish  to  stim- 
ulate respiratory  movements  in  that  case.  And  in 
practice  we  find  its  use  advocated  in  just  those 
conditions  where  such  indication  is  clear,  such  as 
asphyxia  neonatorum,  respiratory  depression  in 
postoperative  and  drowning  states,  carbon  monox- 
ide poisoning  and  shock. 

It  may  be  given  for  brief  periods  in  pure  form 
or  in  20  or  30  per  cent  concentration  in  oxygen, 
or  for  somewhat  longer  periods  in  5,  7 or  10  per 
cent  concentration.  The  use  of  the  weaker  dilutions 
is  still  very  common,  although  experience  has  taught 
us  that  5 or  7 per  cent  concentrations  seldom  in- 
duce maximal  hyperventilation.  When  we  wish  to 
stimulate  breathing  efficiently,  it  is  better  to  use, 
for  example,  30  per  cent  carbon  dioxide  in  oxygen 
for  two  or  three  minutes  every  hour  or  so.  Such  a 
policy  would  suffice  to  restore  carbon  dioxide  con- 
tent of  the  blood,  to  help  rid  the  bronchial  tree  of 
possible  obstructing  mucus  or  expand  some  ate- 
lectatic portion  of  lung,  and  to  induce  full  breathing 
so  that  nature  may  carry  on.  The  frequency  of 
administration  would  depend  upon  the  individual 
case.  When  respirations  become  shallow  again,  the 
mask  should  be  reapplied,  whatever  the  interval; 
if  respirations  appear  well  maintained,  we  might 
use  a two  or  three  hour  interval  until  there  is  no 
longer  doubt  as  to  the  outcome.  Weaker  concentra- 
tions, such  as  7 or  10  per  cent,  might  well  be  re- 
served for  such  a condition  as  carbon  monoxide 
poisoning,  where  we  wish  to  use  prolonged  hyper- 
ventilation for  thirty  minutes  or  more. 
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In  cases  when  oxygen  is  being  used  continuously 
and  where  carbon  dioxide  may  be  desired  at  in- 
tervals, it  is  particularly  easy  to  use  the  latter  with 
the  aid  of  a mask,  if  the  oxygen  is  being  given 
by  the  nasal  catheter  method.  This  will  be  men- 
tioned later. 

(To  be  concluded) 


INFECTION  TREATED  WITH 
SULFANILAMIDE 
W.  D.  Clark,  M.D. 

BATTLEGROUND,  WASH. 

I would  like  to  report  two  cases  of  infection, 
treated  with  sulfanilamide. 

Case  1.  Ludwig’s  angina  in  female,  age  39.  Developed 
infection  of  submaxillary  gland  under  left  jaw;  rapid,  pro- 
gressive swelling  of  a boardlike  nature  along  whole  side 
of  face  and  under  jaw,  to  a point  past  the  midline;  mod- 
erate temperature  up  to  102°,  fast  irregular  pulse,  constant 
painful  swallowing  and  severe  toxemia. 

Early  treatment  was  by  incision  and  constant  hot  moist 
packs  which  seemed  to  check  the  course  of  the  disease  but 
much  sedation  was  required. 

Two  5 grain  tablets  of  sulfanilamide  were  given  three 
times  a day,  with  a prompt  and  decisive  improvement 
noted  within  twelve  hours.  No  temperature  chart  was 
kept  as  the  patient  had  left  the  hospital  before  the  ad- 
ministration of  the  sulfanilamide,  but  there  was  no  rise  in 


temperature  noted  at  any  time,  and  pain  and  dysphagia 
were  completely  abated.  The  induration  required  several 
weeks  to  subside.  A mild  diarrhea,  nausea  and  slight  jaun- 
dice were  noted  during  the  course  of  the  medicine. 

Case  2.  Puerperal  sepsis  in  para-I,  aged  26,  instrumental 
delivery  following  prolonged  labor.  On  the  second  post- 
partum day,  patient  developed  a church  steeple 'variety  of 
temperature  with  blood  tinged  sputum,  marked  abdominal 
distention  and  tenderness,  fast  weak  pulse  and  normal 
respiration.  The  blood-tinged  sputum  with  clear  chest  and 
normal  respiration  suggested  pyemia.  Temperature  con- 
tinued for  three  days  when  sulfanilamide,  two  5 grain  tab- 
lets three  times  a day,  were  given  until  twenty-five  were 
taken. 

As  in  case  1,  response  was  immediate  and  definite  but  a 
mild  temperature  up  to  100°  existed  for  two  days.  Ab- 
dominal tenderness  and  distention  abated  promptly  with 
no  side  effects  except  cyanosis. 

COMMENT 

These  cases  were  not  worked  out  from  a bac- 
teriologic  standpoint  but  clinical  evidence  suggested 
hemolytic  streptococcic  infections.  It  is  unfortunate 
that  case  1 has  no  permanent  clinical  record  but  in 
case  2 the  temperature  chart  gives  a clear  picture 
of  the  result  following  the  administration  of  the 
sulfanilamide. 

In  both  cases,  the  medicine  used  was  prontylin 
(VVinthrop)  which  at  the  time  of  administration 
was  given  the  chemical  name  of  para-anino-phenyl 
sulfonamide. 


Temperature  chart  of  Case  2,  showing  effect  of  administration  of  sulfanilamide. 
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SPINAL  ANESTHESIA  WITH  SPECIAL 
REFERENCE  TO  DOSAGE* 

H.  S.  Atwood,  M.D. 

YAKIMA,  WASH. 

A great  deal  of  confusion  exists  among  surgeons 
in  general  as  to  the  use  of  subarachnoid  or  so-called 
spinal  anesthesia.  This  is  admitted  even  in  high 
places.  I say  among  surgeons  because  the  surgeon 
still  determines  the  type  of  anesthetic  at  our  hos- 
pitals, and  spirals  are  used  or  not,  depending  on 
the  individual  surgeon’s  viewpoint.  The  administra- 
tion of  a spinal  anesthetic  is  surely  more  adaptable 
to  standardization  of  technic,  dosage  and  drug  than 
inhalation  anesthesia  because  in  the  latter  the  dos- 
age is  varied  at  will  or  even  the  drug  changed  dur- 
ing administration.  It  is  all  very  well  to  decry 
standardization  in  research  centers  but  for  those  of 
us  doing  spinal  anesthesia  outside  those  centers  cer- 
tain rules  as  to  drugs,  dosage  and  technic  are 
essential,  if  unnecessary  deaths  are  to  be  avoided. 

Veal  and  Van  Werden^  recently  reported  statistics 
on  33,811  cases  covering  eleven  and  a half  years. 
In  the  first  five  years  one  in  656  died,  in  the  re- 
maining six  and  a half  years  one  in  1,244,  a re- 
duction of  one-half  in  mortality.  They  stated,  “the 
standardization  of  technic  and  the  use  of  less  toxic 
agents,  namely  novocaine,  are  responsible  for  the 
decrease.”  Also,  “it  is  clear  that  the  risk  increases 
ivith  the  size  of  the  dose.”  Dosages  used  ran  up  to 
300  mg.  novocaine  and  200  was  called  high  but  not 
excessive. 

There  is  one  consideration  which  all  writers  I 
have  studied  accept  as  primary,  namely,  the  safety 
of  the  patient.  In  choosing  a drug  all  authors  accept 
procaine  hydrochloride  or  novocaine  as  being  the 
least  toxic.  Allen,^  in  1914,  stated  that  novocaine 
injections  seemed  to  be  absolutely  free  from  all  irri- 
tation. He  stated  that  at  that  time  novocaine  was 
not  satisfactory  for  spinal  anesthesia  but  he  gave 
away  the  reason  by  stating  that  the  dosage  used 
was  1 gr.  or  65  mg.  which  was  too  small.  All  authors 
accept  novocaine  as  the  least  toxic  agent,  although 
Towhy  of  the  Mayo  Clinic  is  now  using  a drug 
which  he  told  me  was  of  the  same  toxicity  as  novo- 
caine and  on  which  he  will  soon  report.  We  use 
novocaine  for  our  anesthetics. 

I have  been  interested  and  somewhat  appalled  in 
reading  of  the  trauma  to  which  the  spinal  canal  has 

* Read  before  the  Forty-eighth  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  19- 
21,  1937. 

1.  Veal,  J.  R.  and  Van  Werden,  B.  de  K. ; Mortality  of 
Spinal  Analgesia  Based  on  Analysis  of  Thirty  Immediate 
Fatalities  in  Series  of  33,811  Cases.  Am.  J.  Surg.  34:606- 
610,  Dec.,  1936. 

2.  Allen,  C.  W. : Local  and  Regional  Anesthesia.  W.  B. 
Saunders  Co.,  Philadelphia  and  London,  1915. 


been  subjected  in  the  development  of  spinal  anes- 
thesia. The  complications  and  sequelae,  so  many 
and  so  severe,  listed  in  Allen’s  book,  seem  not  un- 
reasonable when  viewed  in  the  light  of  the  highly 
irritating  substances  injected.  Even  stovaine,  the 
standby  of  that  day,  was  admittedly  hemolytic  and 
irritating  and  Allen  had  discarded  it.  Yet  I have 
been  told  that  stovaine  is  used  today  in  some  parts 
of  the  world.  There  was  used  then  a solution  of 
stovaine  10  per  cent,  salt  10  per  cent  and  water 
80  per  cent.  Another  was  stovaine  10  per  cent,  glu- 
cose 5 per  cent,  water  85  per  cent.  I did  not  know 
that  epsom  salts,  25  per  cent,  had  been  injected 
into  the  spinal  canal  and  operations  performed 
under  the  resulting  anesthesia. 

What  would  you  think  today  of  putting  a tourni- 
quet around  your  patient’s  neck  tightly  enough  to 
produce  a venous  congestion  of  the  head,  thus  rais- 
ing intracranial  tension  and  forcing  the  spinal  fluid 
downward?  It  was  done  by  three  men  named  by 
Allen.  He  cautioned  against  injecting  unnecessary 
drugs,  mentioning  strychnine,  and  further  stated 
that  the  mere  injection  of  sterile  water  or  even  nor- 
mal salt  solution  is  followed  by  after  disturbances. 

On  reading  the  report  of  nervous  complications 
by  Brock,  Bell  and  Davison®  last  year,  I noted 
that  different  agents  in  varying  amounts  of  solu- 
tions were  used,  dosages  were  uncertain  or  unmen- 
tioned, and  in  one  case  it  was  said  only  that  a 
spinal  was  given.  In  the  ensuing  discussion  they 
were  questioned  as  to  solutions  and  dosages  and 
answered  that  standard  preparations  were  used.  I 
would  ask  further,  where,  when,  and  by  whom  were 
they  standardized?  They  advised  against  spinals 
except  in  those  cases  unable  to  withstand  general 
anesthesia. 

Such  conclusions  without  accurate  analysis  of 
drugs,  dosages  and  technic  are  unjust  and  even  dan- 
gerous. An  attorney  of  my  town  brought  the  article 
to  me  with  a warning.  Lundy  is  now  using  novo- 
caine. It  is  used  at  Illinois  Research  Hospital.  We 
use  novocaine  dissolved  only  in  spinal  fluid. 

I approached  my  first  spinal  with  fear  and  took 
counsel  with  my  friend,  Wm.  Ross,  Jr.,  of  Yakima, 
who  was  then  and  still  is  using  50  mg.  of  novo- 
caine in  spinal  fluid  for  urologic  procedures  with 
anesthesia  lasting  from  one  to  one  and  a half  hours. 
I am  grateful  for  his  advice  and  I have  followed 
it.  It  was,  in  a word,  “use  small  doses  of  novocaine 
in  small  amounts  of  spinal  fluid.”  Labat^  in  1928 

3.  Brock,  S.,  Bell,  A.  and  Davison,  C. : Nervous  Complica- 
tions Following  Spinal  Anesthesia  ; Clinical  Study  of  Seven 
Cases,  with  Tissue  Study  One  Instance.  J.  A.  M.  A.  106  : 
441-447,  Feb.  8,  1936. 
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was  recommending  dosages  of  100  and  120  mg. 
dissolved  in  spinal  fluid. 

Bradshaw’  of  Boston  has  conducted  significant 
experiments  on  sympathectomized  cats  and  con- 
cludes that  the  fall  in  blood  pressure  following 
the  injection  of  procaine  is  due  to  a paralysis  of 
vasoconstrictor  nerve  fibers.  He  makes  these  recom- 
mendations among  others:  (1)  the  use  of  small 
doses  of  drugs,  (2)  the  limitation  of  drugs  injected 
to  small  segments  of  cord  so  that  as  few  vasocon- 
strictor fibers  as  possible  are  paralyzed. 

As  far  back  as  1919  Allen  wrote,  “as  a rule  the 
bad  effects  increase  in  number  and  severity  the 
higher  the  analgesia  and  the  larger  the  dose  used.” 
In  fact,  all  seem  to  agree  on  the  use  of  as  small 
doses  of  drug  as  possible. 

We  use  not  over  120  mg.  of  novocaine  dissolved 
in  two  measured  cc.  of  spinal  fluid  and  injected 
promptly,  although  without  force.  This  gives  a 
concentration  up  to  6.16  per  cent  of  injected  fluid. 

A great  deal  has  been  said  about  the  total  dosage 
and  little  about  percentages.  At  the  Mayo  Clinic 
concentrations  of  between  three  and  five  per  cent 
are  used.  They  advise  against  stronger  concentra- 
tions but  admit  that  novocaine  is  not  destructive  to 
nerve  tissue  up  to  17  per  cent.  Allen  noted  experi- 
ments of  Braum  done  in  1905,  in  which  he  demon- 
strated the  relation  between  concentration  and 
length  of  anesthesia  in  intradermal  injections  of 
novocaine.  A 0.1  per  cent  solution  gave  anesthesia 
for  from  three  to  five  minutes.  A 5 per  cent  solu- 
tion lasted  seventeen  minutes  and  a 10  per  cent 
solution  twenty-seven  minutes.  Since  no  one  can 
say  exactly  what  dilution  of  solution  occurs  in  the 
canal  on  injection,  the  conclusions  are  hypothetical 
but  certainly  dilution  is  present  and  probably  con- 
siderable. 

We  believe  that  the  difference  in  efficiency  be- 
tween 100  and  120  mg.  is  due  as  much  to  concen- 
tration as  to  the  small  quantity  of  20  mg.  The  im- 
portance of  concentration  in  nerve  block  is  well 
recognized.  Furthermore,  small  volumes  will  tend 
to  diffuse  less  extensively  which  is  desirable.  Vehrs® 
has  pictured  the  amounts  of  spinal  fluid  in  the 
various  segments.  One  can  easily  picture  the  neces- 
sary extension  and  diffusion  which  must  take  place 
on  the  injection  of  large  volumes  as  in  three  of  the 
disastrous  cases  reported  by  Brock,  Bell  and  David- 
son. Barbotage  is  surely  barbaric,  increasing  diffu- 

4.  Labat,  G. : Regional  Anesthesia.  W.  B.  Saunders  Co., 
Philadelphia  and  London,  1928. 

5.  Bradshaw,  H.  H. : Fall  in  Blood  Pressure  During 
Spinal  Anesthesia.  Ann.  Surg:  104:41-45,  July,  1936. 

6.  Vehrs,  G.  R. : Some  of  the  Chemic  Secrets  of  Sub- 
arachnoid Space  During  Spinal  Novocaine  Anesthesia. 
Northwest  Med.  33:311-319,  Sept.,  1934. 


sion,  lessening  concentration  and  requiring  larger 
doses. 

For  lower  abdominal  work  we  inject  between  the 
second  and  third  lumbar  spaces  routinely.  Ana- 
tomically this  is  to  the  patient’s  interest.  It  may  be 
slightly  more  difficult  to  enter  the  canal  between 
the  first  and  second  lumbar  vertebrae  but  at  that 
level  the  nerve  roots  spread  laterally  so  that  there 
is  less  danger  of  striking  them  with  the  needle. 
Every  anesthetist,  incidentally,  before  adminis- 
tering a spinal  anesthetic,  should  be  forced  to  read 
a standard  anatomy  on  the  spinal  canal.  Cunning- 
ham describes  the  arachnoid  as  being  “exceedingly 
delicate.”  We  expect  this  to  diffuse  up  to  the  sixth 
or  seventh  dorsal  segment. 

In  upper  abdominal  work  we  inject  as  high  as 
the  space  between  the  twelfth  dorsal  and  first  lum- 
bar and  expect  it  to  reach  the  fifth  dorsal  segment 
which  it  does.  But  120  mg.  is  quickly  fixed  and  we 
do  not  fear  continued  diffusion.  We  allow  three 
minutes  in  the  horizontal  or  head  slightly  elevated 
position  for  fixation.  Why  use  a larger  dose,  in- 
ject lower  and  have  to  depend  on  an  unknown 
factor  of  diffusion  for  sufficiently  high  anesthesia? 

Evans^  last  year  published  a report  of  using  25 
mg.  novocaine  for  work  on  the  perineum.  This  is 
the  smallest  dose  I have  read  of.  For  a medium 
spinal  he  used  150  mg.  in  two  and  a half  cc.  but 
for  high  spinal  he  used  14  cc.  of  1/1500  procaine 
solution.  The  higher  the  spinal  the  more  danger 
of  embarrassment  of  respiration  and  the  more  vital 
becomes  the  administration  of  small  doses.  The 
accompanying  chart  shows  how  very  easy  it  is  to 
reduce  the  concentration  below  efficient  limits. 


NOVOCAINE  IN  SPINAL  FLUID  EXPRESSEp  IN  PERCENTAGES 


2 cc. 

3 cc. 

4 cc. 

5 cc. 

10  cc. 

80  mg 

...  4.1 

2.745 

2.05 

1.64 

.82 

100  mg 

...  5.14 

3.425 

2.57 

2.06 

1.03 

120  mg 

...  6.16 

4.10 

3.08 

2.46 

1.23 

ISO  mg 

...  7.7 

5.11 

3.85 

3.08 

1.54 

200  mg 

...  10.28 

6.85 

5.14 

4.12 

2.06 

2S0  mg 

...  12.85 

8.55 

6.42 

5.13 

2.565 

300  mg 

...  15.32 

10.27 

7.66 

6.16 

3.08 

We  have  had  satisfactory  anesthesia  for  appen- 
dectomies with  60,  70  and  80  mg.  We  did  one  ap- 
pendectomy with  50  mg.  but  had  pain,  due  to 
quantitative  insufficiency  of  the  dose  because  the 
concentration  was  5.14  per  cent.  We  now  usually 
use  100  or  120  mg.  We  are  doing  few  upper  ab- 
dominal spinals  because  of  the  surgeons’  objections 
to  the  Trendelenburg  position. 

I am  unable  to  comprehend  the  usually  stated 
connection  between  weight  and  dosage.  In  two 
cases  of  men  well  over  six  feet  tall  and  huge  of 

7.  Evans,  P. : Anesthesia  in  Rectal  Surgery.  Post-Grad 
M.  J.  12:335-345,  Aug.,  1936. 
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frame  we  have  used  150  mg.,  conceding  that  the 
nerve  roots  might  actually  be  large  enough  to  re- 
quire it.  In  inhalation  and  intravenous  anesthesia 
the  agent  is  diffused  throughout  the  entire  body, 
yet  even  here  there  is  no  exact  relationship,  al- 
though theoretically  there  might  be.  We  try  to 
visualize  variation  in  the  size  of  the  cord  and  make 
a little  but  not  much  adjustment  therefor.  Then 
it  is  downward  for  very  small  people. 

Our  average  length  of  anesthesia  is  a little  over 
an  hour,  but  we  have  had  lower  abdomen  anes- 
thesia for  an  hour  and  a half.  We  have  done  pan- 
hysterectomies, bilateral  herniotomies,  cholecystec- 
tomies under  120  mg.  We  do  have  at  times  a shorter 
anesthetic,  too  short  for  a long  operation;  what 
then?  It  is  not  necessary  to  drive  a nail  with  one 
blow  and  to  use,  therefor,  a maul. 

In  this  connection  I wish  to  pay  tribute  to  Lundy 
for  his  ideas  on  balanced  anesthesia.  A little  gas  or 
ether,  or  local  infiltration  will  finish  the  operation. 
The  benefits  of  spinals  are  still  attained  and  inhala- 
tion anesthesia  is  short.  jVIany  factors  beside  dosage 
enter  into  the  length  of  anesthesia  and  we  make  no 
attempt  to  force  a long  anesthesia  despite  its  haz- 
ards nor  feel  any  shame  over  a short  duration. 

From  January  1,  1936,  to  June  1,  1937,  there 
were  2073  anesthetics  given  in  St.  Elizabeth’s  Hos- 
pital at  Yakima.  Of  these  294,  or  14  per  cent,  were 
spinals;  380,  or  32  per  cent,  were  locals;  152  were 
ether;  1062  were  gas  or  gas  and  ether;  185  were 
ethylene.  Of  the  294  spinals,  eight  were  pantocaine, 
twenty  were  150  mg.  of  novocaine.  In  one  operation 
of  thirty  minutes,  an  appendectomy,  200  mg.  of 
novocaine  were  given.  Many  of  these  were  in  the 
urologic  department. 

We  have  not  had  alarming  symptoms  during  an- 
esthesia but,  of  course,  we  use  ephedrine  routinely 
before,  and  oxygen  during  anesthesia  if  indicated. 
We  believe  that  shock  and  postoperative  morbidity 
are  definitely  lessened.  We  now  occasionally  have 
requests  for  a spinal  and  so  do  not  usually  need 
to  change  the  name. 

SUMMARY 

1.  Spinal  anesthesia  may  be  standardized  to  a 
great  extent  as  to  the  drug,  dosage,  concentration 
and  technic. 

2.  Dosages  up  to  120  mg.  of  novocaine  properly 
concentrated,  injected  high  enough,  will  produce 
satisfactory  anesthesia  for  abdominal  surgery  with 
a wide  margin  of  safety. 

3.  The  safety  of  the  patient  is  the  first  considera- 
tion and  avoidance  of  shock  and  shorter  operations 
contribute  to  this. 
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LIGATION  OF  INTERNAL  SAPHENOUS  VEIN 

OUTLINE  OF  VARICOSE  VEIN  TREATMENT* 

Edwin  A.  Nixon,  M.D. 

SEATTLE,  WASH. 

In  the  past  few  years  great  progress  has  been 
made  in  the  injection  treatment  of  varicose  veins. 
We  have  such  men  as  McPheeters  and  de  Takats 
to  thank  for  contributing  much  of  the  present  more 
or  less  standardized  technic  of  injection.  The  oper- 
ative methods  have  fallen  into  discard,  even  to  the 
extent  of  practically  being  in  disrepute.  Recently 
we  have  been  forced  to  return  to  ligation  methods 
in  the  treatment  of  certain  cases  of  varicose  veins. 
The  purpose  of  this  paper  is  to  present  the  simple 
technic  involved  in  ligating  the  internal  saphenous 
vein. 

The  patients  who  require  ligation  of  the  saphe- 
nous vein  are  those  who  have  a palpable  or  visible 
enlargement  of  this  vein  from  the  saphenofemoral 
junction  downward  to  the  varices  in  the  lower  ex- 
tremity. The  valvular  system  in  these  veins  is  in- 
competent and  the  flow  of  blood  is  reversed.  In 
such  instances  one  must  realize  that  the  injection 
treatment  is  not  a cure-all  and  the  baneful  effects 
of  the  refluxed  blood  must  be  removed. 

For  the  sake  of  simplicity  in  this  article,  the 
term  “ligation”  is  used  to  include  preliminary  sec- 
tion of  the  veins.  It  had  been  demonstrated  for  cen- 
turies that  simple  ligation  of  a blood  vessel  may 
allow  the  lumen  at  the  ligated  point  to  be  restored, 
usually  by  absorption  of  the  ligature  or  by  it  cut- 
ting through  the  vessel.  If  the  vessel  is  ligated  and 
then  sectioned,  this  will  not  occur.  This  is,  I believe, 
a basically  conceded  axiom  in  vascular  surgery  and 
is  an  important  point  in  the  simple  technic  to  be 
described. 

The  technic  of  injection  of  varicose  veins  is  not 
to  be  covered  in  this  discussion,  except  as  given  in 
the  outline  which  is  included.  However,  a word 
must  be  interjected  in  comment  of  the  solutions 
employed.  We  have  found  that  the  quinine  solutions 
are  perhaps  the  most  satisfactory  from  the  stand- 
point of  sclerosing  action.  The  local  sloughs  and 
symptoms  of  cinchonism  preclude  the  routine  em- 
ployment of  quinine.  The  sodium  morrhuate  solu- 
tions have  been  used  without  reactions  in  most  in- 
stances but  are  not  stable  and  lack  in  sclerosing 
activity.  A combination  of  the  two,  using  some 
quinine  with  the  sodium  morrhuate,  has  been  the 
most  successful  solution  at  present  in  our  experi- 
ence. The  Abbott  Laboratories  are  preparing  a 

» From  Department  of  Surgery,  King  County  Hospital, 
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solution  which  is  expected  to  be  more  stable  and 
without  the  previously  mentioned  objections. 

The  patient  selected  for  ligation  is  placed  in  an 
upright  position.  The  uppermost  palpable  point  of 
distention  of  the  internal  saphenous  vein  is  out- 
lined and  marked  transversely  on  the  thigh.  The 
position  and  course  of  the  vein  below  this  point  is 
also  marked  with  a contrasting  dye  so  that  the  end- 
result  is  a mark  in  the  form  of  a capital  letter  T. 
The  marking  solutions  we  have  used  were  methy- 
lene blue  or  gentian  violet.  The  area  is  then  surgi- 
cally prepared,  shaving  being  a necessary  prelimi- 
nary procedure.  Local  anesthesia  is  employed  by 
infiltration  with  one  or  two  per  cent  procaine  solu- 
tion. A small  incision,  which  varies  from  three  to 
five  centimeters  in  length,  is  made  through  the 
skin  and  the  fat  is  separated,  exposing  the  vein. 
Not  infrequently  some  difficulty  is  encountered  in 
locating  the  vein  through  the  small  incision,  due 
chiefly  to  the  collapse  of  the  vein  with  the  patient 
on  his  back.  The  retraction  of  the  wound  edges  with 


Transfixion  iiqature 


Double  Illation  ^ 

Internal  saphenous 
vein  sectioned 


Fig.  1.  Ligation  of  internal  saphenous  vein. 


a mastoid  retractor  and  the  careful  use  of  a syringe 
and  small  needle  will  oftentimes  be  of  great  help, 
blood  being  withdrawn  when  the  vein  is  punctured. 
One  must  avoid  going  too  deeply  and  entering  the 
deep  femoral  vessels. 

When  the  vein  is  located,  a segment  about  two 
and  one-half  centimeters  in  length  is  stripped.  A 
small  aneurysm  needle  is  helpful  at  this  point.  The 
vein  is  then  ligated  with  number  one  chromic  cat- 
gut. Before  sectioning  the  vein  between  these  liga- 
tures, a second  transfixion  ligature  is  placed  to 
assure  no  slipping  of  the  double  ties.  This  is  shown 
in  figure  1.  Closure  of  the  skin  may  be  accom- 
plished with  dermal  or  catgut.  A pad  of  gauze  and 
tight  encircling  strips  of  adhesive  complete  the 
operation. 

Much  emphasis  has  been  placed  by  different 
writers  on  the  elaborate  tests  which  must  be  con- 


cluded before  ligating  this  vein  in  order  to  deter- 
mine the  presence  or  absence  of  a deep  saphenous 
thrombosis.  We  feel  that  such  tests  as  are  described 
in  the  following  outline  can  be  performed  by  the 
simple  observation  of  the  extremity  in  the  majority 
of  instances.  If  massive  edema  is  absent,  it  seems 
unnecessary  to  go  through  such  procedures  because 
the  blood  is  obviously  not  returning  through  the 
incompetent  superficial  venous  system;  therefore, 
the  deep  veins  must  be  functioning  or  a moist  gan- 
grene would  be  present. 

A sketch  of  some  varicose  veins  of  the  ear  is 
reproduced  in  figure  2.  This  patient  had  increasing 
venous  enlargements  of  the  veins  on  his  neck  and 
on  the  lobe  of  the  ear.  These  responded  to  the  in- 


Fig. 2.  Varicose  veins  of  neck  and  ear. 

jection  treatment  with  moruquin  and  the  area  re- 
turned to  almost  normal  appearance. 

The  following  outline  has  been  included  in  the 
list  of  routine  procedures  for  internes  at  King 
County  Hospital: 


VARICOSE  VEINS 
Outline  of  Treatment 

I.  History: 

Inquire  about  the  cause,  time  of  onset,  family  his- 
tory of  varicose  veins,  and  presence  or  absence  of 
infection  such  as  milk  leg. 

B.  Systemic  diseases: 

1.  Tuberculosis. 

2.  Thyroid  disturbances. 

3.  Cardiovascular  renal  disease. 

4.  Syphilis  (not  a contraindication). 
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II.  Physical  Examination: 

A.  General. 

1.  Urinalysis. 

2.  Blood  pressure. 

3.  Edema  of  extremities. 

4.  .Abdominal  tumors. 

B.  Contraindications; 

1.  Thrombophlebitis  less  than  eight  or  ten  months 
previously. 

2.  Pregnancy  after  sixth  month;  before  use  only 
sodium  morrhuate  and  never  quinine  solutions  at 
any  time  during  pregnancy. 

3.  Tuberculosis. 

4.  Toxic  goiter. 

5.  Current  upper  respiratory  infection. 

6.  Severe  cardiovascular  renal  disease. 

7.  Severe  edema  indicating  possible  thrombosis  of 
deep  venous  circulation. 

C.  Trendelenburg  test:  Elevate  extremity  and  put  pres- 
sure or  tourniquet  over  vein  at  the  saphenofemoral 

opening,  and  then  lower  the  leg. 

1.  Positive,  slow  or  no  filling  of  varicosities  except 
on  release  of  pressure. 

2.  Negative,  rather  rapid  filling  of  varicosities  due 
to  defects  in  communicating  veins. 

3.  Double,  combination  of  above. 

4.  Nil,  dilated  saccules  with  no  valvular  defects. 
Note:  The  practical  significance  of  these  tests  is 

not  to  determine  the  patency  of  the  deep 
veins,  which  will  be  evidenced  by  the  edema, 
but  to  determine  the  site  or  sites  for  ligation 
and  offer  prognosis. 

III.  Forms  of  Treatment. 

A.  Injection. 

1.  Solution. 

a.  Sodium  morrhuate,  S per  cent  solution,  2 - S 
cc.  Safest  with  some  allergic  manifestations. 

b.  Quinine  and  urethane,  1 - 4 cc.  after  prelimi- 
nary test  dose.  Not  used  in  pregnancy.  Tran- 
sient vertigo  annoying. 

c.  Moruquin  (A),  S per  cent  better  sclerosing 
agent.  1 - 3 cc. 

d.  -\bbott’s  monolate,  2 - 5 cc.  (experimental). 
Good  and  safe. 

2.  Technic: 

a.  Long  bevel,  24  - 25  gauge  needle. 

b.  Strip  blood  from  segment  with  fingers. 

c.  Inject  solution  and  apply  gauze  and  adhesive, 
as  well  as  bandage  for  pressure  over  site  of 
injection. 

d.  Best  to  use  .^ce  bandage,  3J/2  or  4 inch  width, 
during  course  of  treatment. 

e.  Inject  two  times  weekly,  but  use  alternate  leg 
each  time. 

f.  Spider  veins  treated  with  fine  needle  and  so- 
dium morrhuate. 

g.  It  is  safe  to  inject  above  knee  if  the  vein  has 
been  ligated. 

3.  Ligation: 

a.  Mark  upper  level  of  vein  near  saphenofemoral 
opening,  as  letter  T with  contrast  dye. 

b.  Expose  vein  by  transverse  incision  under  local. 
Mastoid  retractor  and  ligature  carrier  helpful. 
Expose  two  inch  segment. 

c.  Place  four  ligatures  of  No.  0 or  1 chromic,  and 
section  vein,  two  ties  on  either  side. 

d.  Close  skin. 

e.  Tight  adhesive  dressing  over  pads. 

(Caution:  Do  NOT  ligate  both  legs  simulta- 
neously.) 


4.  Ulcer  treatment: 

a.  Find  feeder  vein  and  inject  close  to  ulcer, 
induration  not  a contraindication. 

b.  Edema  treated  by  Unna’s  boot. 

c.  Clean  ulcer  with  benzine  and  paint  with  10  per 
cent  silver  nitrate  or  gentian  violet. 

d.  Cross  strips  of  adhesive  sometimes  of  value. 

e.  Rubber  sponge  (McPheeter’s  rubber  heart) 
under  boot  of  value  over  ulcer. 

IV.  Complications: 

A.  Transient  vertigo  from  quinine  treated  by  rest,  or 
if  serious,  avoid  using  drug. 

B.  Leaking  of  solution  into  tissues  best  treated  by  im- 
ediate  injection  of  large  amounts  of  saline  or  with- 
draw some  blood  and  infiltrate  area  to  avoid  the 
occurrence  of  injection  slough. 

C.  Injection  slough,  if  developed,  best  treated  by  silver 
nitrate  solution  or  stick,  and  excise  area  as  soon  as 
demarcated. 

D.  Thrombophlebitis  or  periphlebitis  following  injec- 
tion best  treated  by  elevation  and  moist  heat,  such 
as  soaking  in  bath  tub.  Do  not  inject  while  red  and 
tender. 

E.  Embolism  best  prevented  by  keeping  patient  ambu- 
latory, by  not  injecting  bed-ridden  patients,  and 
avoiding  undue  massage  of  thrombosed  veins. 

CONCLUSIONS 

1.  A simple  technic  for  ligation  of  internal  sa- 
phenous vein,  as  an  adjunct  to  the  injection  treat- 
ment has  been  described  and  illustrated. 

2.  An  outline  for  treatment  of  varicose  veins  is 
given,  which  has  been  found  so  practicable  that  it 
has  been  adopted  as  a routine  procedure  for  in- 
ternes at  King  County  Hospital  System. 


ATTRACTIONS  OF  SALEM 

Salem,  Oregon’s  beautiful  capital  city,  will  be  the 
scene  of  the  Sixty-third  annual  meeting  of  Oregon 
State  Medical  Society  October  21-23.  It  is  rich  in 
historical  background.  Its  origin  is  a part  of  the  in- 
teresting history  of  Jason  Lee  and  the  Methodist 
missionaries  who  came  to  the  Willamette  Valley  in 
1834.  It  is  now  a thriving  modern  city  of  30,000 
people. 

Salem  is  the  center  of  the  largest  hop  growing 
acreage  in  the  United  States.  It  is  also  the  hub  of 
the  only  long  fibre  flax  industry  in  the  country,  has 
the  largest  flax  retting  and  scutching  plant  in 
America,  and  is  the  only  city  west  of  New  York 
with  two  linen  mills.  It  is  also  the  center  of  the 
Barcelona  and  DuChilly  filbert,  the  loganberry,  and 
the  tart  sweet  Italian  prune  industries.  Its  cherries 
are  world  famous.  The  fertility  of  the  surrounding 
country  for  the  growing  of  fruits,  berries,  and 
vegetables  has  made  this  city  an  important  canning 
center. 

Salem  claims  the  distinction  of  being  the  most  all 
American  city  of  its  size.  There  is  practically  no 
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Oregon  State  Capitol,  now  in  course  of  erection.  Exterior  entirely  of  marble. 
All  interior  woodwork  from  the  trees  grown  in  Oregon. 


Marion  County  Courthouse 
and  fir  tree.  For  the  past 
thirty  - four  years,  the  Salem 
Cherrians  have  lighted  this 
tree  during  the  Christmas  holi- 
day week. 


foreign  element.  More  than  90  per  cent  of  its  people 
are  American-born,  and  the  other  10  per  cent  are 
in  the  process  of  achieving  citizenship.  Seventy  per 
cent  of  Salem’s  families  live  in  their  own  homes.  It 
has  a fine  public  school  system  and  an  excellent  in- 
stitution of  higher  learning  in  Willamette  Univer- 
sity. 

Of  particular  interest  to  visitors  is  the  new 
state  Capitol  building,  now  under  construction,  re- 
placing the  old  capitol  built  in  1873  and  destroyed 
by  fire  in  1935.  The  new  building  will  be  the  only 
marble  capitol  in  the  United  States.  All  the  interior 
woodwork  will  be  made  from  trees  grown  in  Oregon. 
Attractive  also  from  an  architectural  standpoint,  is 
the  marble  postoffice  and  federal  building.  The 
Marion  County  Courthouse  is  likewise  unusual  in 
design.  It  is  of  the  Italian-French  renaissance  pe- 
riod. There  is  but  one  other  courthouse  in  the 
country  of  this  design.  These  fine  buildings  are  all 
located  in  the  city’s  civic  center,  a beautiful  area 
with  well  kept  lawns,  trees  and  an  unusual  selection 
of  shrubs,  each  of  which  carries  a marker  indicating 
its  name  for  the  benefit  of  amateur  and  professional 
botanists. 

The  Chemawa  Indian  School,  five  miles  north  of 
Salem,  is  a point  of  special  interest.  This  is  a federal 
government  school  of  high  school  grade  with  an  en- 
rollment of  350  Indian  students.  The  school  main- 
tains a hospital  of  forty-two  beds. 

Salem  has  numerous  state  institutions  of  medical 
interest,  including  the  Oregon  State  Hospital  with 
accommodations  for  2500  mental  patients,  the  Ore- 
gon Fairview  Home  which  accommodates  1000  men- 


tally deficient  patients,  the  Oregon  State  Tubercu- 
losis Hospital  with  a capacity  of  270  patients,  and 
the  Oregon  State  School  for  the  Deaf  with  ac- 
commodations for  about  120  pupils.  The  Oregon 
State  Penitentiary  also  maintains  a hospital,  the 
rated  capacity  of  which  is  thirty-two  beds.  These 
institutions  are  prepared  to  receive  visitors  during 
the  meeting  and  several  are  planning  clinics  cover- 
ing interesting  cases  in  their  special  fields. 

The  capital  city  also  has  ample  facilities  for  the 
medical  care  of  private  patients,  including  two  hos- 
pitals registered  by  the  American  Medical  Associa- 
tion. These  are  the  Salem  General  Hospital  with 
seventy-five  beds  and  thirteen  bassinets  and  the 
Salem  Deaconess  Hospital  with  115  beds  and  twelve 
bassinets.  During  1937,  3706  patiepts  were  cared 
for  in  the  two  institutions.  Salem  has  available  an 
adequate  supply  of  well  qualified  physicians  with 
forty-five  engaged  in  private  practice. 

For  visitors  who  wish  to  enjoy  scenic  trips  during 
the  meeting,  many  routes  present  themselves.  For 
an  afternoon’s  drive,  the  trip  to  Silver  Falls  State 
Park  is  especially  recommended.  The  park  contains 
nine  highly  interesting  falls  within  a radius  of  three 
miles.  For  those  who  enjoy  hiking,  there  is  a trail  of 
four  miles  connecting  the  various  falls. 

Salem  has  ample  hotel  accommodations  of  first 
grade.  The  leading  hotels  are  The  Marion,  The  Sen- 
ator, and  The  New  Salem.  The  early  reservation  of 
rooms  is  urged.  Delegates  will  find  it  convenient  to 
register  at  The  Marion  where  the  House  of  Dele- 
gates will  hold  its  meeting.  Reservations  should  be 
made  by  communicating  directly  with  the  hotels. 
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POORLY  PREPARED  LEGISLATIVE  ACTS 

During  the  agitation  of  recent  years  in  various 
parts  of  the  country  in  favor  of  legislation  looking 
to  the  establishment  of  state  medicine,  many  bills 
have  been  introduced  indicating  lamentable  lack 
of  study  of  the  problems  involved,  resulting  in  the 
presentation  of  measures  that  are  often  not  only 
unworkable  but  ludicrous.  This  has  been  evinced 
in  efforts  before  a number  of  state  legislatures. 

Great  publicity  has  been  given  to  the  joint  res- 
olution introduced  in  the  United  States  Senate  July 
22  by  Senator  James  Hamilton  Lewis  of  Illinois, 
following  soon  after  his  much  discussed  address 
before  the  annual  meeting  of  the  American  Medi- 
cal Association  at  Atlantic  City.  It  seems  as  if  the 
Senator  felt  impelled  to  demonstrate  his  active  in- 
terest in  the  subject  which  he  presented  with  much 
zeal  and  apparent  conviction  before  the  national 
medical  organization.  If  one  studies  this  resolution, 
he  is  immediately  convinced  of  the  superficial 
knowledge  of  the  principles  involved,  and  the  care- 
lessness with  which  it  was  prepared.  Its  purpose  is 
announced  “to  provide  medical  aid  for  the  needy 
and  the  stricken  with  illness  who  are  unable  because 
of  poverty  to  provide  treatment  and  hospitaliza- 
tion; also  to  establish  all  licensed  medical  practi- 
tioners as  civil  officers  of  National  Government.” 
In  essence  it  would  require  every  practitioner  to 
respond  to  calls  from  the  indigent  with  a penalty 
for  failure  to  do  so. 

Criticisms  of  this  resolution  have  been  expressed 
by  a number  of  commentators,  showing  its  defects 
and  the  lack  of  appreciation  of  existing  medical 
conditions  of  practice.  Following  are  some  legiti- 
mate comments,  illustrating  imperfect  medical  con- 
cepts on  the  part  of  the  author  of  the  resolution: 
Section  1 makes  civil  officers  of  all  physicians  who 
practice  medicine  or  surgery  within  the  United 
States  or  its  territories.  There  are  no  exceptions. 
The  effect  would  be  that  hundreds  of  foreigners, 
Japanese,  Chinese,  Germans,  Russians,  French,  etc., 
would  be  officers  of  the  United  States,  some  of 


whom  would  not  be  eligible  even  to  citizenship. 
Sections  2,  3 and  4 make  it  mandatory  upon  every 
physician  to  “render  such  medical  or  surgical  aid 
as  is  requested  of  him,”  etc.  The  surgeon  who  re- 
fused to  take  an  obstetric  case,  the  internist  who 
refused  to  perform  a major  operation,  the  oculist 
who  refused  to  treat  a mental  condition,  all  would 
be  subject  to  prosecution.  These  provisions  should 
interest  the  25,000  specialists  of  the  United  States. 
Section  5 would  place  all  physicians  under  the  juris- 
diction of  the  Social  Security  Board.  No  require- 
ment is  made  that  any  member  thereof  be  a physi- 
cian or  be  familiar  with  matters  pertaining  to 
health.  These  comments  are  a few  indications  of 
the  vulnerability  of  the  provisions  of  this  resolu- 
tion. 

Senator  Lewis  is  apparently  oblivious  of  the  fact 
that  our  indigent  citizens  have  available  the  best 
existing  medical  and  surgical  treatment  without 
cost  to  them.  All  our  larger  cities  have  hospitals  and 
clinics  maintained  for  the  care  of  their  citizens  who 
cannot  afford  to  pay  for  medical  and  hospital 
attentions.  In  no  country  in  the  world  can  facili- 
ties of  this  nature  be  found  more  complete  and  more 
fully  extended  to  the  needy.  An  advocate  of  the 
Senator’s  resolution  might  well  be  challenged  to 
cite  an  instance  of  an  individual  without  means 
who  has  not  access  to  all  necessary  medical  and 
surgical  attentions. 

People  in  need  of  medical  and  hospital  care  are 
more  likely  to  be  found  among  the  large  section  of 
our  population  with  moderate  incomes  who  are 
often  unable  to  meet  the  necessary  expenses  of  ill- 
ness and  are  too  proud  to  accept  charity  to  which 
they  might  be  entitled.  Yet  for  this  group  of  citi- 
zens in  many  of  our  states  have  been  established 
prepayment  group  forms  of  medical  service,  where 
by  the  monthly  payment  of  moderate  sums  they 
are  entitled  to  adequate  medical  and  hospital  serv- 
ice. An  outstanding  feature  of  these  relations  be- 
tween patients  and  physicians  is  that  it  is  volun- 
tary on  the  part  of  each.  There  is  no  compulsion 
on  the  part  of  the  patients  to  receive  such  service, 
nor  for  the  physician  to  administer  it  unless  on 
his  own  consent.  This  is  the  conspicuous  dif- 
ference between  medical  practice  in  our  country 
and  in  those  countries  under  the  control  of  a dic- 
tator, where  regimentation  is  enforced  both  on  the 
medical  profession  and  the  citizens  in  need  of  their 
services.  It  is  the  hope  of  every  true  American  citi- 
zen that  such  a system  may  never  be  established  in 
our  country. 
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EXEMPTION  OF  MEDICAL  EXPENSES 
The  payment  of  income  taxation  is  a burden  that 
is  oppressive  to  many  classes  of  citizens.  This  is 
evidenced  by  the  efforts  put  forth  by  many  for 
evasion  of  this  payment.  Exemption  has  been  made 
from  time  to  time  for  the  payment  of  certain  taxes 
which  have  been  considered  unduly  burdensome 
for  certain  groups  of  citizens.  Suitable  attention 
has  not  been  paid  to  the  distress  which  has  been 
brought  upon  many  people  by  the  expenses  of  sick- 
ness. It  would  seem  as  if  no  form  of  exemption 
might  be  more  justly  exercised  than  the  relief  from 
taxation  of  the  expenses  entailed  by  illness.  This 
question  has  been  so  aptly  and  well  expressed  by 
a recent  editorial  in  New  York  State  Journal  of 
Medicine^  that  it  is  herewith  presented: 

From  Senator  Bone  of  Washington  comes  a proposal  to 
exempt  medical  expenses  from  income  taxation.  This  sug- 
gestion is  both  logical  and  humane. 

.Apart  from  humanitarian  considerations,  every  man, 
woman  and  child  has  an  economic  value.  Good  health  is  an 
essential  condition  of  productive  man.  When  sickness  occurs, 
those  dependent  on  earned  income  suffer  a three-fold  loss. 
Their  “plant”  is  impaired,  earnings  stop  and  they  must 
make  an  actual  outlay  for  medical  expense. 

Is  it  not  fair  to  exempt  the  last  from  taxation  as  a neces- 
sary expense?  The  personal  exemption  now  allowed  pre- 
supposes a minimum  essential  outlay  for  food,  clothing  and 
shelter,  the  budgetary  constants.  Without  these  the  citizen 
could  not  earn  the  wherewithal  to  pay  taxes.  While  not  as 
regular,  medical  costs  are  equally  indispensable,  a funda- 
mental business  expense  if  anything  is. 

In  a pithy  editorial  on  this  question,  the  New  York 
World-Telegram  says,  “The  Senator  sees  something  queer 
in  present  federal  income  tax  law  which  allows  a man  to 
deduct  veterinary  expenses  for  a cow  and  the  cow’s  value 
if  it  dies,  but  permits  no  deduction  of  the  medical  expense 
of  a sick  wife  or  even  the  funeral  expenses  if  she  dies.” 
Senator  Bone  is  not  alone  in  finding  such  an  attitude 
“queer.” 

Prolonged  or  serious  illness,  with  its  demands  on  the 
family  purse,  is  a heavy  financial  drain  on  all  but  the  rich. 
.A  law  which  subjects  money  so  expended  to  income  taxa- 
tion displays  a heartless  indifference  to  the  people’s  welfare. 

The  burden  of  illness  would  be  considerably  lightened, 
for  the  low  income  classes  at  any  rate,  if  medical  expenses 
were  exempt  from  income  tax.  Such  a provision  would  give 
a strong  boost  to  preventive  medicine  by  encouraging 
periodic  health  examinations  and  early  recourse  to  treat- 
ment. 


BOISE  ANNUAL  MEETING 
The  forty-fifth  annual  meeting  of  Idaho  State 
Medical  Association  was  held  in  Boise  August  30- 
September  2.  Like  the  meetings  of  recent  years,  it 
was  largely  given  over  to  postgraduate  instruction. 
That  such  type  of  meeting  is  popular  in  Idaho  is 
attested  by  the  fact  that  a very  large  portion  of 
the  membership  was  present  for  the  four-day  ses- 
sion. Lecturers  this  year  were  from  the  University 

1.  Editorial.  New  York  State  J.  Med.  37:1586-1587,  Sept. 
15,  1937. 


of  Minnesota  and  the  Mayo  foundation  at  Roches- 
ter, Minnesota. 

Francis  W.  Lynch  gave  talks  on  dermatology 
and  syphilis;  H.  E.  Robertson  reviewed  various 
phases  of  pathology;  F.  J.  Heck  gave  instruction  in 
internal  medicine;  W.  P.  Sadler  discussed  problems 
associated  with  obstetrics  and  W.  F.  Braasch  dis- 
cussed urology.  Lectures  were  held  at  the  Owyhee 
Hotel  in  forenoons  and  clinics  at  various  hospitals 
in  the  afternoons.  Customary  feature  of  the  Idaho 
meeting  was  the  noon  luncheon  program,  at  which 
each  lecturer  met  with  a small  group  at  luncheon 
for  round-table  discussion  of  papers  presented  or 
questions  proposed  by  those  in  attendance. 

A prominent  feature  of  the  meeting  was  the 
annual  banquet,  unique  to  Idaho,  where  the  medi- 
cal association  invites  all  prominent  citizens  of 
Boise  and  the  state  to  hear  something  about  the 
medical  profession.  Some  four  hundred  persons 
were  served  in  the  lobby  of  the  Owyhee  Hotel  for 
this  colorful  event.  Mrs.  Augustus  S.  Kech  of  Al- 
tuna,  Pennsylvania,  national  president  of  the  auxil- 
iary, assumed  by  her  remarkable  ability  a place 
almost  as  important  on  the  program  as  that  of  the 
principal  speaker.  Well  versed  in  medical  history, 
she  held  the  audience  in  breathless  attention  for 
nearly  half  an  hour  as  she  recounted  deeds  of  great 
medical  men  and  their  wives.  The  feature  of  the 
evening  was  the  address  by  Fay-Cooper  Cole,  pro- 
fessor of  anthropology.  University  of  Chicago,  who 
discussed  various  races  of  mankind  with  interesting 
comments  on  present-day  attitude  of  certain  foreign 
groups  as  well  as  the  effect  of  climate  and  other 
factors  on  various  Indian  tribes  of  the  great  plains. 

A.  C.  Jones  of  Boise  was  elected  president  for 
the  ensuing  year  and  H.  W.  Stone,  •'also  of  Boise, 
was  reelected  secretary-treasurer.  The  meeting  next 
year  will  be  held  at  Union  Pacific’s  far-famed  Sun 
Valley  Lodge.  It  is  expected  that  this  setting  and 
an  unusually  fine  program  planned  for  next  year 
will  attract  many  visitors  from  neighboring  North- 
west states. 


OREGON  PRELIMINARY  PROGRAM 
Oregon  State  Medical  Society  will  hold  its  Sixty- 
third  Annual  Meeting  at  Hotel  Marion,  Salem, 
October  21.  Registration  fee  for  non-member  phys- 
icians residing  in  Oregon  will  be  $5.  No  registration 
fee  will  be  charged  members  in  good  standing  or 
out-of-state  guests. 

Special  attention  is  called  to  the  guest  speakers 
and  the  titles  of  their  addresses  which  will  com- 
mand universal  interest.  An  especially  interesting 
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feature  of  the  meeting  will  be  the  all-day  meeting 
of  the  House  of  Delegates  on  Wednesday,  Oct.  20, 
which  all  are  invited  to  attend.  Many  matters  of 
vital  interest  to  all  physicians  of  the  state  will  be 
discussed. 

The  preliminary  program  is  as  follows: 

PROGR.4M 
Guest  Speakers 

Lester  Reynold  Dragstedt,  Ph.D.,  M.D.  Professor  of 
Surgery,  School  of  Medicine  of  the  Division  of  the  Bio- 
logical Science,  University  of  Chicago.  Member,  American 
Surgical  Association,  Society  of  Clinical  Surgery,  American 
Gastroenterological  Association  and  American  College  of 
Physicians. 

Dr.  Dragstedt  has  done  much  research  on  the  pancreatic 
juices,  water  metabolism,  ulcerative  colitis  and  the  physio- 
logic principles  underlying  the  surgical  treatment  of  gastric 
and  duodenal  ulcer. 

Subjects 

Pathogenesis  and  Surgical  Treatment  of  Duodenal  Ul- 
cer.” 

2.  “Pathogenesis  and  Surgical  Treatment  of  Acute  Intestinal 
Obstruction." 

Fuller  Albright,  M.D.  Associate  in  Medicine,  Harvard 
University  Medical  School.  .Associate  Physician,  Massachu- 
setts General  Hospital.  Member,  Association  of  American 
Physicians  and  American  Society  of  Clinical  Investigation. 

Dr.  Albright  has  carried  on  extensive  investigations  of 
blood  calcium  and  the  endocrines.  His  research  has  been 
especially  related  to  ovarian  dysfunction  in  relation  to  the 
menopause  and  to  hyperthyroidism  and  renal  disease. 
Subjects 

1.  “Hyperparathyroidism.” 

2.  “Medical  Aspects  of  Treatment  of  Renal  Stones.” 

William  Waldo  Bauer,  M.  D.  Director,  Bureau  of  Health 

and  Public  Instruction,  .American  Medical  Association. 
Subject 

“Teaching  the  Public  About  Health” 


Wednesday  — October  20 

9:OOa.m.-12  Noon  Meeting  of  the  House  of  Delegates, 

Mirror  Room 

2;00-S;00  p.m.  Meeting  of  the  House  of  Delegates, 

Mirror  Room 

All  members  are  invited  to  attend  these  meetings 
which  will  be  devoted  to  the  consideration  of 
current  problems  of  medical  economics  and  pub- 
lic relations  confronting  the  medical  profession  of 
the  state. 


Thursday  — October  21 

7:30  a.m.  Breakfast  Meeting  of  the  House  of  Delegates, 

Sample  Room 

All  members  are  invited  to  attend. 

9:00  a.m.  Registration  Banquet  Room 

Scientific  Sessions 
Section  A — Mirror  Room 

10:00  a.m.  “Recent  Advances  in  Treatment  of  Gonorrhea 
and  Its  Complications,”  Thomas  J.  Roemer, 
Portland. 

Discussion  to  be  opened  by  C.  D.  Donahue,  Eu- 
gene. 

10:30  a.m.  “Gastroscopy — Its  Indications  and  Limitations,” 
Roger  H.  Keane,  Portland. 

Discussion  to  be  opened  by  John  H.  Fitzgibbon, 
Portland. 

11:00  a.m.  “Technic  and  Dangers  of  Short  Wave  Radia- 
thermy,”  Arthur  C.  Jones,  Portland. 

Discussion  to  be  opened  by  Frederick  C.  .Adams, 
Klamath  Falls. 


2:00  p.i 

3:00  p.i 


11:30  a.m.  “Aplastic  Anemia  Due  to  Sensitivity  to  Benza- 
mine  Derivatives,”  Vern  W.  Miller,  Salem. 
Discussion  to  be  opened  by  W.  B.  Morse,  Salem. 
Section  B — Room  B 

10:00  a.m.  “Surgery  of  Sympathetic  Nervous  System  for 
Essential  Hypertension,”  John  Raaf,  Portland. 
Discussion  to  be  opened  by  A.  J.  McLean,  Port- 
land. 

10:30  a.m.  “The  Injection  Treatment  of  Hernia,  What  Are 
Its  Complications,  and  the  Destiny  of  the  Sac,” 
Roy  McDaniel,  Portland. 

11:00  a.m.  “Surgical  Treatment  of  Peptic  Ulcerations  by 
Subtotal  Gastrectomy,”  M.E. Steinberg,  Portland. 
Discussion  to  be  opened  by  George  I.  Hurley, 
Eugene. 

11:30  a.m.  “Value  of  the  Kline  Test  in  General  Practice:  A 
Comparative  Study  of  One  Thousand  Cases,” 
Alferd  H.  Illge,  Portland. 

Discussion  to  be  opened  by  H.  L.  Blosser,  Port- 
land. 

General  Scientific  Session 
Mirror  Room 

i.m.  “Pathogenesis  and  Surgical  Treatment  of  Duo- 
denal Ulcer,”  Lester  R.  Dragstedt,  Chicago, 
i.m.  “Rectal  and  Colonic  Neoplasms,”  Banner  R. 
Brooke,  Portland. 

Discussion  to  be  opened  by  W.  F.  Hollenbeck, 
Portland. 

3:30p.m.  “Measurement  of  Kidney  Function  Before,  Dur- 
ing, and  After  Pregnancy,”  Albert  W.  Holman, 
Portland. 

Discussion  to  be  opened  by  Homer  P.  Rush, 
Portland. 

4:00  p.m.  “Fracture  of  Neck  of  the  Scapula,”  M.  R.  Charl- 
ton, Tillamook. 

Discussion  to  be  opened  by  Edward  A.  Lebold, 
Salem. 

4:30  p.m.  “Treatment  of  Lacerations,  Fractures  and  Other 
Injuries  of  the  Hand,”  H.  vH.  Thatcher,  Port- 
land. 

Discussion  to  be  opened  by  Ernest  D,  Lamb, 
Klamath  Falls. 

5:00  p.m.  Motion  Picture:  “Birth  of  a Baby,”  Capitol 
Theater. 

Clinics 

2:00-4:00  p.m.  Oregon  State  Hospital,  Oregon  Turbercu- 
losis  Hospital,  and  Other  State  Institutions. 
General  Scientific  Session 
Mirror  Room 

7:30  p.m.  “Pathogenesis  and  Surgical  Treatment  of  Acute 
Intestinal  Obstruction,”  Lester  R.  Dragstedt, 
Chicago. 

m.  “An  Educational  Campaign  Against  Cancer,” 
John  M.  Flude,  Hollywood, 
m.  “Symposium  on  Public  Health  Activities  Author- 
ized by  the  Social  Security  Act.” 

1.  “Maternity  and  Child  Health  Service,”  G.  D. 
Carlyle  Thompson,  Director  of  Maternal 
Health,  State  Board  of  Health. 

Discussion  to  be  opened  by  Raymond  E.  Wat- 
kins, Portland. 

2.  “A  Statewide  Oral  Health  Program,”  Floyd  H. 
DeCamp,  Director  of  Oral  Health,  State  Board 
of  Health. 

Discussion  to  be  opened  by  Arthur  W.  Chance. 

3.  “Outline  of  Activities  of  a County  Health  Unit 
in  Relation  to  the  Family  Doctor,”  A.  E.  Bos- 
trom,  Director  of  County  Health  Units,  State 
Board  of  Health. 

Discussion  to  be  opened  by  R.  L.  Benson. 

4.  “Trend  of  Venereal  Diseases  in  Oregon,”  Fred- 
erick D.  Strieker,  State  Health  Officer. 
Discussion  to  be  opened  by  Lyle  B.  Kingery. 


8:30p 
9:00  p 


Friday  — October  22 

7:30  a.m.  Breakfast  Meeting  of  the  House  of  Delegates, 
Sample  Room 

.All  members  are  invited  to  attend. 
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Scientific  Sessions 
Section  A — Mirror  Room 

9;00a.m.  “Pelvic  Gonorrheal  Infection,”  Martin  S.  Sichel, 
Portland. 

Discussion  to  be  opened  by  Carl  W.  Emmons, 
Salem. 

9; 30  a.m.  “Surgical  Lesions  of  the  Kidney  Requiring  Ne- 
phrectomy, with  Special  Reference  to  Early 
Diagnosis  and  Treatment,”  John  R.  Hand,  Port- 
land. 

Discussion  to  be  opened  by  Glenn  Morgan,  Eu- 
gene. 

10:00  a.m.  “Psychologic  Factors  in  Physical  Disease,”  E. 
Murray  Burns,  Portland. 

Discussion  to  be  opened  by  C.  O.  Sturdevant, 
Portland. 

10:30  a.m.  “Carcinoma  of  the  Cervix,”  Raymond  E.  Wat- 
kins, Portland. 

Discussion  to  be  opened  by  Grant  S.  Beardsley, 
Eugene. 

11:00  a.m.  “Effect  of  Radiation  Therapy  on  Metastatic  Car- 
cinoma of  the  Bones,”  Frank  E.  Butler,  Portland. 
Discussion  to  be  opened  by  J.  M.  Hilton,  Klam- 
ath Falls. 

12:30  p.m.  Motion  Picture  Film:  “Birth  of  a Baby,”  Capitol 
Theater. 

Section  B — Room  B 

9:00-1 1 :00  a.m.  Open  Meeting  of  the  State  Industrial  .Oc- 
cident Commission  to  Demonstrate  Handling  of 
Typical  Medical  Problems. 

General  Scientific  Session 
Mirror  Room 

2:00  p.m.  “Hyperparathyroidism,”  Fuller  Albright,  Boston. 
Clinics 

2:00-4:00  p.m.  Oregon  State  Hospital,  Oregon  Tubercu- 
losis Hospital,  and  Other  State  Institutions. 

3:00  p.m.  “Appendicitis  in  Children,”  Hugh  Currin  and  C. 
W.  Brunkow,  Portland. 

Discussion  to  be  opened  by  D.  R.  Ross,  Salem. 
3:30  p.m.  “Management  of  Acute  Appendicitis,”  Dean  B. 
Seabrook,  Portland. 

Discussion  to  be  opened  by  W.  H.  Bueermann, 
Portland. 

4:00  p.m.  “Drainage  of  the  Abdominal  Cavity,”  Martin  A. 
Howard,  Portland. 

Discussion  to  be  opened  by  Frank  K.  Power, 
Salem. 

4:30  p.m.  “Factors  Affecting  Blood  Regeneration,”  Mat- 
thew C.  Riddle,  Portland. 

Discussion  to  be  opened  by  E.  D.  Furrer,  Eu- 
gene. 

5:00  p.m.  Case  Reports 

1.  “Primary  Pyocyaneus  Meningitis  with  Com- 
plete Recovery,”  E.  H.  Berger,  Portland. 

2.  “Chronic  Hereditary  Telangectasia  (Osler- 
Rendu- Weber  Disease)  Treated  with  Moccasin 
Venom,”  Morton  J.  Goodman,  Portland. 

3.  “Teratoma  of  the  Abdomen  in  a Thirteen 
Month’s  Old  Infant,”  L.  Howard  Smith,  Port- 
land. 

6:30  p.m.  Annual  Banquet  Mirror  Room 

Informal 

1.  Address:  “Teaching  the  Public  About  Health,” 
W.  W.  Bauer,  Director,  Bureau  of  Health  and 
Public  Instruction,  American  Medical  Assn. 

2.  President’s  Address,  Charles  E.  Sears,  Portland. 

A Dance  Will  Follow  the  Program. 

Saturday  — October  23 

9:00  a.m.  Business  Session  and  Election  of  Officers, 

Mirror  Room 

General  Scientific  Session 

10:00a.m.  “The  Thyroid  and  Sex  Function,  Practical  Ap- 
plication of  Newer  Concepts,”  Goodrich  C. 
Schauffler,  Portland. 

Discussion  to  be  opened  by  Charles  E.  Hunt, 
Eugene. 


10:30  a.m.  “The  Response  of  Insulin  Sensitive  and  Insulin 
Resistant  Patients  to  Protamine  Insulin,”  Blair 
Holcomb,  Portland. 

Discussion  to  be  opened  by  E.  L.  Boylen,  Port- 
land. 

11:00  a.m.  “Public  Health  Aspects  of  Rabies  with  Particular 
Respect  to  Its  Control,”  Adolph  Weinzirl,  Port- 
land. 

Discussion  to  be  opened  by  Harold  Averill, 
Portland. 

11:30  a.m.  “The  Tachycardias,  Their  Recognition  and 
Treatment,”  Charles  P.  Wilson,  Portland. 
Discussion  to  be  opened  by  A.  H.  Ross,  Eugene. 
12:00  noon  “The  Medical  Aspects  of  the  Treatment  of 
Renal  Stones,”  Fuller  Albright,  Boston. 

2:00  p.m.  Eleventh  Annual  Medical  Golf  Tournament, 
Salem  Golf  Club. 

Bring  Your  Golf  Clubs. 

■\n  early  reservation  of  hotel  accommodations 
should  be  made.  Suitable  accommodations  can  be 
obtained  at  Hotel  Marion,  Hotel  Senator,  and 
Hotel  Salem. 


Scientific  Exhibits 

1.  “History  of  Blood  Transfusion,”  Harry  J. 
Alvis,  McMinnville. 

2.  “Clinical  Evaluation  of  the  Cystometer,”  John 
G.  Cheetham  and  Thomas  J.  Roemer,  Port- 
land. 

3.  “Radiographic  Study  of  Gallbladder  Disease,” 
Portland  Clinic,  Dorwin  L.  Palmer,  Radiolo- 
gist. 

4.  “Flexible  Tube  Gastroscopy,”  Roger  H.  Keane, 
Department  of  Medicine,  University  of  Oregon 
Medical  School. 

5.  “Radiographic  Study  of  Congenital  Defects,” 
Dorwin  L.  Palmer,  Department  of  Radiology, 
University  of  Oregon  Medical  School. 

6.  “Surgical  Demonstrations,”  Oliver  M.  Nisbet 
and  Joseph  A.  Beeman,  Department  of  Sur- 
gery, University  of  Oregon  Medical  School. 

7.  “Medical  Library  Services  of  University  of 
Oregon  Medical  School,”  Miss  Bertha  Hallam, 
Librarian. 

8.  “Medical  Illustration,”  Miss  Clarice  Ashworth, 
Medical  Illustrator,  University  of  Oregon 
Medical  School. 

/ 

WOMEN’S  AUXILIARY  TO  OREGON  STATE 
MEDICAL  SOCIETY 

Eleventh  Annual  Session,  First  Presbyterian  Church 
Corner  North  Winter  and  Chemeketa  Streets. 

Salem,  Oregon 
October  21-23,  1937. 

Thursday  — October  21 

10:00  a.m.  Registration,  First  Presbyterian  Church,  Che- 
meketa and  and  North  Winter  Streets. 

11:00a.m.  Business  Meeting. 

Greeting,  Mrs.  Hugh  A.  Dowd,  Salem. 

Response,  Mrs.  Charles  Edwin  Sears,  Portland. 

Roll  Call  of  Delegates. 

Reading  of  Minutes  and  Recording  Secretary’s 

Report,  Mrs.  James  Odell. 

Communications  and  Corresponding  Secretary’s 

Report,  Mrs.  Ralph  W.  Stearns. 

Treasurer’s  Report,  Mrs.  Alice  Fisher. 

Auditor,  Mrs.  C.  W.  McCain. 

■Announcements  of  Special  Committees. 

Report  of  Registration,  Mrs.  Burton  Myers. 

Reports  of  State  Officers: 

President-Elect,  Mrs.  George  H.  Bendshadler. 
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District  Reports  of  Vice-Presidents: 

Mrs.  Carl  W.  Emmons,  Salem. 

Mrs.  Wm.  J.  Weese,  Ontario. 

Mrs.  C.  J.  Rademacher,  Bend. 

Report  of  Organization  Chairman,  Mrs.  Carl  W. 
Emmons. 

Report  of  Directors:  Mrs.  Merle  G.  Howard, 
Eugene;  Mrs.  Thompson  Coberth,  The  Dalles; 
Mrs.  Charles  T.  Sweeney,  Medford ; Mrs.  O. 
C.  Hagmeier,  .\storia. 

.Annual  Report  of  President. 

12:30p.m.  Luncheon,  First  Presbyterian  Church. 

Guest  Speaker,  Dr.  W.  W.  Bauer,  National 
•Advisor. 

2:00  p.m.  Reports  of  Standing  Committees — Resume  and 
Recommendations. 

Program:  Mrs.  John  G.  Abele,  Portland. 
Revisions:  Mrs.  Charles  Edwin  Sears,  Port- 
land. 

Public  Relations:  Mrs.  William  F.  Patrick  and 
Mrs.  Joseph  A.  Pettit,  Portland. 

Hygeia:  Mrs.  Arthur  J.  McLean,  Portland. 
Press  and  Publicity:  Mrs.  N.  L.  Tartar,  Port- 
land; Mrs.  Arthur  C.  Jones,  Portland. 
Historian:  Mrs.  Gordon  MacCracken,  .\shland. 
-Archives:  Mrs.  Merle  Taylor,  Portland. 
Exhibits:  Mrs.  Warren  C.  Hunter,  Portland. 
Membership:  Mrs.  W.  G.  Homan,  Burns. 
Hospitality:  Mrs.  Bertram  Zener,  Portland. 
Printing:  Mrs.  Roy  A.  Payne,  Portland. 
Parliamentarian:  Mrs.  Edward  .\llen  Pierce, 
Portland. 

Properties  and  Supplies:  Mrs.  Elbert  E.  Cable, 
Portland. 

Delegates  to  National  Convention:  Mrs.  Lu- 
ther T.  Nelson,  Portland;  Mrs.  Alice  Fisher, 
Portland. 

5:00-6:15  p.m.  Motion  Picture,  “Birth  of  a Baby,”  Capitol 
Theater. 

7:00p.m.  Dinner.  Informal  Skit,  “By  Lamp  Light,”  Mrs. 
C.  A.  Downs,  Salem.  . 


Friday  — October  22 

8:00  a.m.  Breakfast,  Member  at  Large,  Golden  Pheasant 
Cafe. 

9:30a.m.  Business  Meeting. 

Roll  Call  of  County  Auxiliaries. 

Reports  of  County  Presidents:  Benton  County, 
Clatsop-Tillamook  Counties,  Jackson  County, 
Klamath-Lake  Counties,  Lane  County,  Mult- 
nomah County,  Polk-Yamhill-Marion  Coun- 
ties, Mrs.  L.  O.  Clement. 

Reports  of  Special  Committees:  Cancer  Control, 
McLoughlin  House,  Resolutions,  Registration 
and  Credentials,  Nominating  Committee,  Elec- 
tion of  Officers. 

12:00  noon  Luncheon,  First  Presbyterian  Church. 

“An  Ideal  Program,”  Mrs.  George  Vehrs,  Chair- 
man. 

3:30-5:00  p.m.  Tea,  ,\t  Home  of  Mrs.  Charles  G.  Robert- 
son, 260  West  Le  Felle  Street. 

7:00p.m.  Annual  Banquet  (Informal),  With  Medical  So- 
ciety, Hotel  Marion. 

Saturday  — October  23 

8:00  a. m State  Officers’  Breakfast,  Golden  Pheasant  Cafe. 

9:00a.m.  Business  Meeting. 

Final  Report  of  Registration. 

Minutes  of  Previous  Session. 

Installation  of  Officers. 

Postconvention  Board  Meeting. 

Adjournment. 

10:00  a.m.  Golf  Tournament. 


REPORTS  OF  MEETINGS 

From  time  to  time  it  seems  advisable  to  call 
attention  to  the  benefit  that  a medical  society  de- 
rives from  publishing  reports  of  its  meetings.  It 
is  a legitimate  means  for  a physician  to  notify  the 
profession  that  he  is  engaged  in  some  line  of  pro- 
fessional work  that  justifies  its  presentation  at 
a meeting  of  the  medical  society.  This  is  useful, 
considering  the  limitations  placed  on  publicity  for 
the  average  practitioner.  The  natural  vehicle  for 
presenting  such  reports  is  the  medical  journal  rep- 
resenting the  medical  society. 

One  of  the  established  functions  of  Northwest 
Medicine  is  to  publish  the  annual  transactions  of 
the  three  state  associations  which  it  represents, 
also  to  present  scientific  papers  read  before  these 
meetings.  In  addition  to  the  publicity  afforded  the 
state  organizations  it  serves  in  the  same  capacity 
for  the  county  societies,  the  component  elements 
of  the  larger  organizations.  The  object  of  this  dec- 
laration is  to  call  attention  of  the  officers  of  the 
component  societies  to  the  fact  that  the  pages  of 
this  journal  are  available  for  publication  of  society 
reports  whenever  they  are  received  for  that  pur- 
pose. 


MEDICAL  NOTES 


.American  Academy  of  Orthopedic  Surgeons  will  hold 
its  first  West  Coast  meeting  at  Hotel  Biltmore,  Los  Angeles, 
January  16-20,  1938.  Special  trains  with  stopovers  will  run 
via  the  Grand  Canyon.  For  further  information  write  Rob- 
ert L.  Lewin,  Hotel  Biltmore,  Los  ,\ngeles. 


OREGON 

Hospital  Addition  Completed.  Work  has  practically 
been  completed  on  the  $5,000  addition  to  the  McMinnville 
Hospital.  The  surgery  has  been  enlarged,  much  new  labora- 
tory equipment  has  been  added  and  several  new  rooms 
were  made  available. 

Health  Unit  in  Pendleton  City  Hall.  The  health 
unit  recently  set  up  by  the  Umatilla  County  Court  is  mov- 
ing into  the  city  hall  in  Pendleton.  F.  Sidney  Hansen  heads 
the  unit  as  a full-time  health  officer. 

.'\dditions  to  Staff.  The  state  board  of  control  recently 
approved  appointment  of  two  physicians  to  staff  of  the 
Oregon  State  Hospital  at  Salem.  They  are  Robert  Evans, 
formerly  of  Nebraska,  and  Eugene  Tupker,  formerly  with 
the  Oregon  State  Penitentiary. 

Hospital  Staff  Elects.  Staff  election  of  Holy  Rosary 
Hospital  at  Ontario  was  held  September  9.  W.  J.  Weese 
was  elected  president  and  R.  A.  Tacke,  secretary. 

Reed  College  at  Portland  is  soon  to  have  an  eight-bed 
infirmary  as  a memorial  to  Glenn  Chesney  Quiett.  A large 
number  of  people  have  contributed  to  the  memorial  fund. 

Iron  Lung  for  Doernbecker  Hospital.  A charity  ball, 
to  be  held  at  the  Masonic  temple  on  October  30,  will  pro- 
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vide  funds  to  purchase  an  additional  iron  lung  for  Doern- 
becker  Hospital,  Portland. 

County  Physician  Named.  Leslie  S.  Porter  of  Oregon 
City  has  been  appointed  county  physician  by  Clackamas 
County  Commissioners,  following  resignation  of  Joseph 
Kabeisman. 

Weinzirl  Text  on  Sale.  The  textbook  of  general  hygiene 
and  preventive  medicine,  written  largely  by  the  late  Dr. 
John  Weinzirl  of  University  of  Washington,  and  completed 
by  his  son  .\dolph  Weinzirl,  health  officer  for  the  city  of 
Portland,  has  recently  been  placed  on  sale. 

Physicians’  Bags  Stolen.  Three  Oregon  City  physicians 
lost  bags  from  their  parked  cars,  early  in  September.  It  is 
presumed  tbefts  were  for  the  purpose  of  obtaining  mor- 
phine. 

Courtney  M.  Smith,  head  of  the  Clackamas  County 
health  unit,  has  been  granted  a fellowship  at  Yale  and  is 
going  to  go  to  New  Haven  to  take  advance  work  in  public 
health. 

J.  V.  Straumfjord  of  Astoria  was  injured  in  a recent 
automobile  crash. 

E.  A.  Hendry  has  left  Canby  in  order  to  take  over  a 
practice  in  Oregon  City. 


WASHINGTON 

Hospital  to  be  Built  at  Soap  Lake.  Federal  approval 
was  recently  given  for  an  expenditure  of  approximately 
$40,000  in  construction  of  a hospital  at  Soap  Lake,  espe- 
cially for  treatment  of  Berger’s  disease.  Senator  Schwellen- 
bach  has  expended  much  effort  in  obtaining  the  grant. 
Sixty  thousand  dollars  is  to  be  provided  by  the  state  in 
addition  to  the  funds  from  the  federal  government. 

Hospitals  Enlarged.  Stevens  County  Hospital  is  being 
improved  and  enlarged  with  addition  of  fourteen  beds. 
Major  portion  of  the  $20,000  to  be  expended  has  been 
contributed  by  the  State  Department  of  Social  Security. 
Clark  County  Hospital  at  Vancouver  is  to  spend  a similar 
amount  and  add  twenty-four  beds.  Funds  for  this  addition 
are  also  aided  by  grant  from  the  State  Department  of 
Social  Security. 

Hospital  Addition  .Approved.  Western  State  Hospital  at 
Fort  Steilacoom  is  to  be  enlarged  with  an  expenditure  of 
about  $275,000.  Slightly  less  than  one-half  of  this  sum  was 
granted  the  hospital  by  tbe  federal  government. 

Narcotic  Treatment  Defended.  Recent  complaint  of 
mistreatment  of  narcotic  addicts  at  Northern  State  Hospital 
was  vigorously  answered  by  J.  W.  Doughty,  superinten- 
dent. He  pointed  out  the  fact  that  funds  are  lacking  for 
establishment  of  a special  institution  and  the  further  fact 
that  only  two  patients  are  under  treatment  at  the  present 
time. 

Hospital  Staff  Increased.  J.  H.  Crampton  of  Lewis- 
ton, Ida.,  and  R.  A.  Stapp  of  Kansas  City  have  joined  the 
staff  of  the  Cowlitz  General  Hospital  at  Longview. 

Health  Officer  Studies.  Burton  Johnson  of  Snohomish 
has  gone  to  Berkeley,  Calif.,  where  he  will  study  public 
health  administration.  On  his  return  he  will  become  head 
of  the  health  service  for  Snohomish  County. 


Public  Health  Officer  Returns.  L.  D.  Fricks,  for- 
merly chief  quarantine  officer  for  the  Puget  Sound  district, 
has  been  returned  to  Seattle  after  service  in  Honolulu.  He 
is  in  the  United  States  Public  Health  Service. 

Health  Officers  Meet  at  Tacoma.  Approximately  one 
hundred  fifty  health  officers  from  various  parts  of  the  state 
were  in  Tacoma  September  10-11  for  annual  meeting  of 
Washington  State  Public  Health  Association.  C.  A.  Fargher 
of  Chelan  County  was  elected  president  for  the  ensuing 
year. 

Harold  M.  U’ren  has  been  named  to  fill  the  place  in  the 
Spokane  city  health  department  recently  vacated  by  W.  B. 
Sanger. 

Cowlitz  County  .Association  Directs  Aid.  Cowlitz 
County  Medical  Association  nominated  J.  W.  Henderson, 
J.  F.  Christensen,  and  J.  S.  McCarthy  to  represent  it  on 
the  Cowlitz  County  Medical  Dental  Board,  which  will  be 
set  up  as  a part  of  the  Social  Security  program,  to  admin- 
ister medical  aid  to  welfare  patients. 

Labor  Board  Director  Resigns.  W.  E.  Steele  has  re- 
signed from  his  position  as  chief  medical  advisor  for  the 
state  Department  of  Labor  and  Industries.  He  will  go  to 
Longview  for  practice. 

Roger  Anderson  and  wife  of  Seattle  have  returned  from 
a two  months  trip  abroad.  In  Liverpool  Dr.  Anderson  ad- 
dressed the  British  Orthopaedic  Surgeons,  presenting  mov- 
ing pictures  with  description  of  his  ambulatory  method  of 
fracture  treatment.  In  Heidelburg  at  Dr.  Kirschner’s  clinic 
he  demonstrated  his  fracture  equipment. 

John  C.  Brougher  and  wife  of  Vancouver  returned  in 
July  from  the  European  medical  tour  of  Interstate  Post- 
graduate Assembly  of  North  .America.  .Among  the  eighty- 
five  members  of  the  party  forty-five  were  physicians. 

Roy  Reis  is  leaving  Ilwaco  to  join  the  Long  Bell  Clinic 
at  Longview.  He  will  be  replaced  at  Ilwaco  by  D.  M. 
Strang,  who  returns  from  Harding,  Montana,  where  he  has 
practiced  recently. 

Ship’s  Doctor  III.  A.  E.  Stuht,  formerly  state  director 
of  health  and  recently  ship’s  physician  fqr  the  President 
Jackson,  is  in  Marine  Hospital,  Seattle,  suffering  from 
exposure  to  heat  in  the  Orient. 

Edward  Hayden  of  Cashmere  and  his  wife  were  seriously 
injured  in  an  accident  on  the  Seattle-Tacoma  highway,  Sep- 
tember IS.  Mrs.  Hayden  died  two  days  later. 

H.  Leslie  Frewing,  graduate  of  Johns  Hopkins  Medical 
School,  who  has  served  as  interne  at  Union  Memorial  Hos- 
pital, Baltimore,  has  located  for  practice  at  Vancouver, 
where  he  will  be  associated  with  John  C.  Brougher  and 
Frank  Boersma. 

H.  Garner  Wright,  formerly  of  Seattle,  has  opened  an 
office  in  Bellingham. 

Phillip  S.  Johnson  has  located  at  Opportunity,  after 
completing  his  interneship  at  Deaconess  Hospital,  Spokane. 

Weddings.  Wilfred  E.  Newman  and  Miss  Carol  .A.  Mitchell 
of  Spokane  were  married  in  that  city  September  10. 

Robert  Joseph  Kearns,  Jr.,  of  Spokane  and  Miss  Mary 
Helen  Winkler  were  married  in  Seattle  August  21. 
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Hospital  Improvements.  The  Wardner  Hospital  at 
Kellogg  is  being  improved  and  the  bed  capacity  increased 
to  forty.  Construction  of  a new  home  for  nurses  is  part 
of  the  program. 

Tuberculosis  Hospital  Planned.  Federal  funds  have 
been  granted  to  aid  in  construction  of  a tuberculosis  hos- 
pital for  the  state  of  Idaho.  The  Anti-Tuberculosis  Associa- 
tion has  urged  the  building  of  such  a hospital  for  many 
years.  A site  for  the  hospital  has  not  yet  been  selected. 

Hospital  Head  Named.  James  O.  Cromwell  of  Gooding 
has  been  named  by  Governor  Clark  to  head  the  state  mental 
hospital  at  Blackfoot.  Luther  C.  Thompson,  formerly  phys- 
ician for  the  C.C.C.,  will  replace  Dr.  Cromwell  at  Gooding. 

Smallpox  at  Filer.  H.  L.  McMartin,  county  health 
director,  has  reported  that  a few  cases  of  smallpox  have 
recently  been  discovered  in  Filer  and  vicinity.  Extensive 
campaign  of  vaccination  has  been  started. 

H.  .A.  Anderson,  who  practiced  in  Rigby  for  more  than 
twenty-five  years,  has  moved  to  Southern  California,  where 
he  will  make  his  home. 

Fred  Harvey,  who  recently  completed  training  in 
Toronto  and  Detroit,  has  moved  to  Wallace,  where  he 
will  be  associated  with  E.  J.  Fitzgerald. 

Joseph  M.  Thomas,  who  recently  graduated  from  Rush 
Medical  College,  has  returned  to  Preston,  his  native  town, 
for  practice. 

Carlyle  Small  has  moved  from  Meridian  to  Jerome, 
where  he  wiU  practice  with  Ellwood  T.  Rees. 

W.  W.  Beck,  Jr.,  has  joined  his  father  in  practice  in 
Blackfoot. 


OBITUARIES 

Dr.  Henry  LaMotte,  retired  naval  surgeon  and  former 
member  of  King  County  Medical  Society  died  September 
4,  aged  70,  at  his  home  in  LaMesa,  California.  The  son  of 
an  army  officer,  his  early  years  were  spent  at  various  out- 
posts of  the  old  western  frontier.  He  graduated  from  Uni- 
versity of  Pennsylvania  Medical  School  in  1889.  His  first 
professional  duties  were  as  medical  examiner  for  the  U.  S. 
Pension  Bureau,  Washington,  D.  C.,  from  1890  to  1891.  He 
entered  the  United  States  Navy  as  an  assistant  surgeon  in 
January,  1892,  and  was  retired  for  ill  health  in  .\ugust, 
1897. 

While  studying  opthalmology  in  Germany  in  early  1898, 
war  with  Spain  became  imminent.  Dr.  LaMotte  was  re- 
called to  active  duty  by  the  naval  attache  at  Berlin  and 
assigned  as  executive  officer  of  the  U.S.S.  Topeka  in  spite 
of  the  fact  that  he  was  not  a line  officer.  The  Topeka  had 
been  built  for  Chile  in  Germany  but  was  purchased  by  the 
United  States,  without  armament,  in  anticipation  of  war. 
The  hazards  of  bringing  her  to  New  York  for  outfitting  in 
the  face  of  a supposedly  powerful  Spanish  fleet  so  im- 
pressed Theodore  Roosevelt,  then  Assistant  Secretary  of 
the  Navy,-  that  he  invited  Dr.  LaMotte  to  serve  as  Major- 
Surgeon  of  the  1st  U.S.  Volunteer  Cavalry,  the  well-known 
“Rough  Riders.”  He  served  throughout  the  Cuban  Cam- 
paign, was  wounded  by  shrapnel  and  was  mustered  out 
with  his  regiment  in  September,  1898,  when  he  returned  to 
his  retired  navy  status. 


He  practiced  opthalmology  in  Salt  Lake  City,  Utah,  from 
1900  to  1909,  when  he  removed  to  Seattle,  where  he  main- 
tained offices  until  late  in  1914  when  he  had  a severe  leg 
injury.  Shortly  before  the  outbreak  of  the  World  War  he 
was  recalled  to  active  duty  with  the  Navy  Medical  Corps 
at  the  request  of  Admiral  Coontz.  He  was  assigned  to  the 
Bremerton  Navy  Yard,  where  he  remained  until  November, 
1919,  at  which  time  he  was  placed  on  inactive  duty  with 
the  rank  of  Lieutenant  Commander.  He  reentered  private 
practice  in  Bremerton  and  finally  retired  due  to  ill  health, 
in  1927,  when  he  removed  to  California.  Dr.  LaMotte  had 
a brilliant  mind  and  with  his  varied  experiences  and  travels 
over  the  world,  he  could  relate  many  stories  in  a most  in- 
teresting manner.  He  will  be  greatly  missed  by  his  many 
friends. 

Dr.  Francis  Gustavus  Svvedenburg  of  Ashland,  Oregon, 
died  at  Gothenburg,  Sweden,  July  31,  1937,  aged  seventy 
years.  He  was  born  in  Gothenburg  in  1867  and  moved  to 
the  United  States  with  his  parents  at  the  age  of  six  months. 
He  lived  in  Maiden  Rock,  Wis.,  until  1907.  In  1895  he 
received  a degree  in  pharmacy  from  University  of  Val- 
paraiso, Ind.  In  1896  he  entered  the  medical  department  of 
University  of  Minnesota  and  received  his  medical  degree 
in  1900  from  Rush  Medical  College.  He  practiced  in  Maiden 
Rock  until  he  removed  to  Ashland  in  1907.  Later  he  fol- 
lowed postgraduate  studies  in  a number  of  eastern  cities. 
Being  an  earnest  student  he  accumulated  one  of  the  largest 
private  medical  libraries  in  the  state.  He  was  health  officer 
of  Ashland  from  1908  to  1930.  He  was  interested  in  many 
lines  of  business,  and  owned  two  large  pear  orchards.  He 
was  a member  of  Ashland  city  council,  his  term  of  service 
expiring  in  1938.  By  his  death  the  community  loses  not 
only  an  excellent  physician  and  surgeon,  but  a good  citizen 
and  business  man.  He  was  a generous  contributor  to  public 
activities. 

Dr.  Leo  W.  Chilton  of  Boise,  Ida.,  died  September  14, 
aged  59.  He  had  been  associated  with  the  Veterans  facility 
at  Boise  since  1924,  but  had  been  in  ill  health  for  the  past 
three  years.  He  was  born  in  Albany,  Kentucky,  and  received 
his  medical  education  at  the  University  of  Minnesota 
Medical  School,  from  which  institution  he  graduated  in 
1904.  He  practiced  at  Idaho  Falls,  Ida.,  Klamath  Falls  and 
Canyon  City,  Ore.,  before  the  World  War.  After  service 
with  the  army  in  France  and  Germany  he  returned  to 
Nampa,  where  he  was  associated  with  Horace  Belknap. 
In  1924  he  joined  the  staff  of  the  Veterans  facility  at  Boise 
where  he  served  until  1928.  After  three  years  of  private 
practice  he  returned  to  the  Veterans  Bureau  and  was  soon 
reassigned  to  Boise. 

Dr.  William  Russell  Scott  of  Centralia,  Wash.,  died 
at  his  home  August  25,  aged  55  years.  Death  was  due  to  a 
coronary  accident  which  occurred  while  he  was  asleep.  Dr. 
Scott  was  born  at  St.  Thomas,  Ontario,  February  28,  1882, 
and  received  his  medical  education  at  University  of  Toronto 
Faculty  of  Medicine,  graduating  in  1908.  He  came  to  Cen- 
tralia in  1909  and  practiced  continually  except  for  the 
world  war  period,  when  he  served  with  Canadian  forces  in 
Siberia.  He  was  a member  of  a number  of  fraternal 
organizations  and  at  the  time  of  his  death  was  health 
officer  for  the  city  of  Centralia. 
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IDAHO  STATE  MEDICAL  ASSOCIATION 

PROCEEDINGS  OF  THE  FORTY  - FIFTH  ANNUAL 

MEETING  OF  IDAHO  STATE  MEDICAL  ASSOCIA- 
TION, OWYHEE  HOTEL,  BOISE,  AUGUST  30-SEP- 

TEMBER  2,  1937. 

HOUSE  OF  DELEGATES 
First  Session' 

Blue  Room,  Owyhee  Hotel, 

August  29,  8:30  p.m. 

The  following  delegates  were  present:  H.  E.  Dedman,  F. 
N.  Jergesen,  W.  H.  Bullock,  W.  F.  Passer,  J.  M.  Lyle,  F. 
C.  Gibson,  F.  M.  Cole,  W.  O.  Clark,  H.  P.  Belknap,  A. 
Barclay,  H.  W.  Stone,  J.  W.  West,  D.  Alexander,  A.  C. 
Jones,  C.  R.  Scott,  C.  W.  Pond,  E,  N.  Roberts,  L.  M. 
Kelly,  P.  Ellis,  W.  B.  Handford. 

Secrelory-Treosurer's  Report 

I am  very  greatly  pleased  to  be  able  to  report  a paid 
membership  of  206  which  is  the  largest  membership  since 
1927. 

The  finances  are  in  excellent  condition.  The  trust  fund 
now  amounts  to  $9,750,  all  invested  in  U.  S.  Postal  Savings 
Bonds,  which  pay  3 per  cent  interest.  These  bonds  will  have 
a face  value  of  $13,000  in  1947. 

There  is  an  apparent  loss  as  shown  in  the  statement  of 
$180.74.  Our  revenue  from  scientific  exhibits  amounted  to 
$682.25.  Part  of  this  was  shown  in  1936  and  part  in  the 
current  audit.  This  year  we  will  net  more  than  $100.  Our 
exhibitors  last  year  felt  that  they  were  given  an  undesirable 
location  for  their  exhibits  and  did  not  come  this  year. 

The  convention  expenses  of  $2,259.69  was  the  largest 
single  item.  The  convention  expense  will  be  less  this  year. 
Some  of  the  speakers  expense  will  be  borne  by  the  Mayo 
Foundation.  I hope  to  have  the  Children’s  Bureau  assume 
the  cost  of  Dr.  Lynch’s  trip.  I have  invited  these  guests  to 
our  banquet.  I believe  an  official  reception  committee 
should  be  nominated  to  contact  them  and  introduce  them 
generally. 

.^t  the  risk  of  turning  this  report  into  an  essay,  I wish 
to  urge  on  this  body  the  necessity  of  taking  steps  for  the 
purpose  of  keeping  the  medical  profession  in  closer  touch 
with  social  medicine  and  public  health  work  as  these  re- 
lated branches  continue  and  will  continue  to  develop.  Con- 
tracts entered  into  between  component  societies  of  this 
organization  and  the  Rural  Rehabilitation  Facility  might 
properly  be  discussed. 

I wish  to  suggest  that  Dr.  Hawkins,  head  of  the  public 
Health  service.  Dr.  Shaw,  of  the  Crippled  Children’s  Di- 
vision and  possibly  Dr.  J.  O.  Cromwell,  the  new  medical 
Superintendent  of  Blackfoot,  might  all  be  invited  to  come 
before  this  body.  (I  would  suggest  the  Resolutions  Com- 
mittee should  give  approval  to  the  Governor’s  action  in 
finally  appointing  so  well  qualified  a man  as  Dr.  Crom- 
well for  this  position.) 

I believe  that  this  body  should  evolve  means  whereby 
men  in  these  positions  might  in  some  degree  be  controlled 
or  encouraged  as  is  necessary  within  our  organization.  I am 
certain  that,  if  we  do  not  take  intelligent  and  aggressive 
interest  in  these  matters,  the  entire  profession  will  be  in- 
jured. 

Doctors  holding  these  positions  should  understand  that 
their  lease  on  office  is  dependent  in  some  measure  at  least 
on  the  good  will  of  this  society.  On  the  other  hand,  they 
should  be  protected  from  unreasonable  criticisms  by  our 
members.  In  order  to  accomplish  this  purpose  it  will  be 


necessary  that  some  group  in  our  body  should  be  charged 
with  the  responsibility  of  maintaining  close  and  intelligent 
contact  with  this  work.  Nothing  has  ever  been  done  by  our 
society  in  this  connection. 

A new  man  has  been  appointed  in  the  State  Insurance 
Fund,  who  will  check  out  a good  many  hundreds  of 
thousands  of  dollars  to  physicians  in  the  next  year  or  so. 
Would  it  not  be  sound  policy  to  contact  this  man? 

If  we  wish  to  have  the  Public  Health  Department  put  on 
a course  of  lectures  such  as  we  had  last  fall,  we  should  take 
some  action  now. 

Financial  Report 
Exhibit  A 
Balance  Sheet 
As  of  August  24,  1937 
.Assets 

First  National  Bank 

Checking  Account  $1,225.43 

Savings  Account  1,188.93 

$ 2,414.36 

Investments 

$13,000.00  Par  Value  Postal  Savings 

Bonds  (Cost)  9,750.00 

Office  Equipment  $185.65 

Less  Depreciation  Reserve 18.56 

167.09 


Total  Assets  $12,331.45 

Liabilities  and  Surpllis 

Due  Local  Societies  $ 163.00 

Idaho  Medical  Foundation  9,750.00 

Deferred  Income  (Over  Payments  on  Dues) 40.00 

Surplus 

Balance  August  1,  1936 $5,309.19 

Less  Transfer  to  Foundation  Fund  2,750.00 


$2,559.19 

Less  Net  Loss  August  1,  1936  to  Au- 
gust 24,  1937  per  Exhibit  B 180.74 


Net  Surplus  August  24,  1937 2,378.45 

Total  Liabilities  and  Surplus $12,331.45 


H.  W.  Stone, 
Secretary-Treasurer . 

Moved  by  Jones  and  seconded  by  Dedman  that  report 
be  accepted.  Motion  carried. 

Moved  by  Barclay,  seconded  by  Alexander,  that  J.  W. 
Hawkins,  J.  O.  Cromwell  of  Blackfoot  Asylum,  and  Man- 
ley  Shaw,  head  of  Orthopedic  of  Department  of  Public 
Health,  address  House  of  Delegates  at  some  meeting  during 
the  session.  Motion  carried. 

Moved  by  Stone,  seconded  by  Jergesen,  that  an  official 
committee  of  three  be  appointed  by  the  chair  to  contact 
our  guests  at  the  banquet  and  make  them  welcome.  Motion 
carried. 

Moved  by  Jones,  seconded  by  Barclay,  that  Balderston 
and  Lewis  William  be  invited  to  our  banquet.  Motion  car- 
ried. 

Moved  by  Stone,  seconded  by  Bullock,  that  a commit- 
tee of  three  be  appointed  by  chair  to  discuss  methods  with 
the  State  Insurance  Fund,  whereby  the  I.  S.  M.  A.  might 
be  of  help  in  dealing  with  insurance  cases.  Considerable  dis- 
cussion followed  which  developed  the  fact  that  the  mem- 
bers in  general  were  well  pleased  with  the  treatment  re- 
ceived from  the  Fund.  Motion,  as  amended  on  motion  of 
Gibson,  seconded  by  Clark,  provided  that  a committee  of 
five  be  appointed  by  chair  to  meet  with  director  of  Stale 
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Insurance  Fund  to  advise  with  and  tender  our  help  to  the 
Fund.  Chairman  appointed  Passer,  Barclay,  Gibson,  West 
and  Bullock. 

Committee  on  Credentials:  Jones,  Stone  and  Cole. 

Reception  Committee:  Scott,  Clark  and  Dedman. 

Committee  to  discuss  control  of  State  Institutions:  Lyle, 
.Alexander  and  Bullock. 

Moved  by  Cole,  seconded  by  Barclay,  that  committee  of 
five  be  appointed  to  bring  in  recommendations  for  meeting 
place  for  next  year.  Meeting  adjourned. 

Second  Session 
Owyhee  Hotel, 

•August  31,  7 a.  m. 

Report  by  Passer  that  his  committee  had  contacted  Mr. 
Wright  and  had  received  a very  favorable  reception.  He 
had  asked  a committee  from  the  Medical  .Association  to  act 
as  an  advisory  committee  to  the  State  Insurance  Fund.  Re- 
ports by  Dr.  Cromwell,  Dr.  Hawkins  and  Dr.  Shaw. 

Moved  by  Pond  that  a Necrology  Committee  be  ap- 
pointed to  bring  in  the  names  of  those  who  have  died  in 
the  present  year  and  pay  them  respect  in  this  convention. 

Discussion  relative  to  the  forming  of  a Southeast  Medical 
Society,  including  Pocatello.  The  general  discussion  brought 
out  that  a district  organization  could  be  effected  but  the 
various  medical  societies  should  retain  their  identity  as 
component  societies. 

Discussion  relative  to  a state  historian.  Dr.  Passer  was 
appointed  by  the  chair  to  have  charge  of  this  work.  Meet- 
ing adjourned. 

Third  Session 
Owyhee  Hotel, 

September  2,  7:30  a.m. 

The  following  delegates  were  present:  D.  C.  Ray,  J.  M. 
Lyle,  W.  B.  Handford,  W.  K.  Bullock,  J.  N.  Davis.  F.  Jer- 
gesen,  W.  O.  Clark,  .A.  Barclay,  F.  M.  Cole,  F.  W.  Beck,  C. 
P.  Stackhouse,  H.  E.  Dedman,  Paul  Ellis,  H.  W.  Stone,  J. 
W.  West. 

Discussed  methods  of  getting  speakers  from  Children’s 
Bureau  of  programs  later  this  fall. 

Moved  by  Stone  that  Program  Committee  contact  Di- 
rector of  Public  Health  regarding  development  of  program 
for  this  fall  and  report  same  to  council  within  next  thirty 
days.  Carried. 

Moved  by  Stone  and  seconded  by  West  that  Chas.  R. 
Scott  be  named  as  Trustee  of  Northwest  Medicine,  re- 
placing C.  M.  Cline  and  J.  N.  Davis  as  .Associate  Editor, 
replacing  W.  F.  Passer.  Carried. 

Report  of  nominating  committee:  Davis,  Beck,  Dedman, 
Guyett  and  Ellis. 

President,  .A.  C.  Jones,  Boise. 

Pres.-Elect,  F.  C.  Gibson,  Potlatch. 

Sec.-Treas.,  H.  W.  Stone,  Boise. 

Councilor,  W.  .A.  Koelsch,  Boise. 

H.  of  D..A.M.A.,  E.  N.  Roberts  (2  years),  Pocatello;  C.  R. 

Scott,  .Alternate,  Twin  Falls. 

Program  Com.,  F.  B.  Jeppesen,  Boise. 

Report  of  committee  regarding  next  meeting  place.  Moved 
by  Davis  that  Sun  Valley  be  named  as  meeting  place  for 
next  annual  meeting.  Carried. 

■A.  C.  Jones  spoke  of  personnel  of  Michigan  group  to 
speak  at  next  annual  meeting. 

Report  of  Necrology  Committee  (Dr.  Pond,  chairman,  E. 
D.  Jones,  E.  N.  Roberts)  reported  deaths  of  the  following 


members  during  the  past  year:  B.  W.  Mather,  Boise;  R. 
McCalla,  Boise;  F.  B.  Evans,  Sandpoint;  E.  E.  Fry,  Bon- 
ners Ferry;  J.  J.  Raaf,  Pocatello;  Evanston,  Pocatello; 
C.  D.  Weaver,  Twin  Falls;  R.  Truitt,  Southwick. 

Moved  by  Barclay  that  a telegram  of  condolence  be 
sent  to  Dr.  Howard  of  Pocatello  who  is  sick  in  Cali- 
fornia. 

Dr.  Jones,  chairman  of  committee  for  next  year’s  meeting, 
gave  his  report.  Moved  by  Barclay  that  1938  meeting  be 
held  at  Sun  Valley  ahd  that  Program  Committee  make  ar- 
rangements. 

Voted  that  Resolution  Committee  form  resolutions  thank- 
ing Boise  doctors  for  courtesies.  Hotel  for  accommodations, 
press  for  advertisement.  Meeting  adjourned. 

Meeting  or  Council 
Owyhee  Hotel, 

Sept.  2,  5 p.m. 

President  D.  C.  Ray  presided.  The  following  were  pres- 
ent: .A.  Barclay,  F.  C.  Gibson,  J.  N.  Davis,  H.  W.  Stone. 

Dr.  Barclay  reported  conference  with  Dr.  Wright  of  State 
Insurance  Fund,  regarding  appointment  of  doctors  experi- 
enced in  industrial  work  to  assist  Fund  in  obscure  cases 
and  cases  involving  bills  and  claims  in  dispute.  Suggested 
that  the  fund  draw  up  a tentative  plan  for  appointment  of 
committee  to  help  fund  in  this  work. 

Dr.  J.  Haw'kins  spoke  of  survey  of  industrial  diseases 
and  desirability  of  close  cooperation  with  Medical  Profes- 
sion. 

Moved  by  Gibson  and  seconded  by  Davis  that  $60  be 
allowed  Dr.  Ray  for  his  expenses  in  going  over  south  end 
of  state.  Meeting  adjourned. 

OREGON 

CENTR.AL  WILL.AMETTE  MEDIC.AL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 

The  September  meeting  of  Central  Willamette  Medical  So- 
ciety was  held  at  Newport  Saturday,  September  4.  A sea  food 
dinner  was  given  at  the  .Abbey  Hotel  at  seven  o’clock,  fol- 
lowed by  a paper  by  Frederick  Lemere  of  Seattle,  on  “The 
Insulin  Shock  Treatment  of  Psychosis.” 

.A  Golf  Tournament  was  held  on  Sunday,  in  charge  of  M. 
G.  Howard,  of  Eugene:  Polk,  Yamhill  and  Marion  counties 
versus  Central  Willamette  Society.  September  5 and  6,  deep 
sea  fishing  was  also  engaged  in. 

Dr.  Thurtell  was  in  charge  of  entertainment.  H.  R.  Kauff- 
man of  Toledo,  president  of  the  society,  presided  at  the  meet- 
ing. 

EASTERN  OREGON  MEDICAL  SOCIETY 
Pres.,  C.  O.  Wainscott;  Secty.,  G.  L.  McBee 

Eastern  Oregon  Medical  Society  met  at  Pendleton  August 
21.  The  following  officers  were  elected  for  the  ensuing  year: 
E.  L.  Landers  of  Joseph,  president;  H.  J.  Kavanaugh  of 
Pendleton,  vice-president ; F.  L.  Ralston  of  La  Grande, 
secretary. 

Scientific  discussions  were  led  by  Charles  Sears,  Portland ; 
Brien  King,  Seattle;  Phineas  Bernstein,  New  A'ork;  Guy 
Boyden  and  J.  C.  Brill,  Portland. 


LANE  COUNTY  MEDIC.AL  SOCIETY 
Pres.,  E.  L.  Zimmerman;  Secty.,  E.  D.  Furrer 
Lane  County  Medical  Society  meeting  was  held  at  Os- 
burn  Hotel,  Eugene,  September  17.  The  paper  of  the  eve- 
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ning  was  by  G.  F.  Cooper  of  San  Francisco  on  “Treatment 
of  Pneumonia.”  The  paper  was  illustrated  by  moving  pic- 
ture films.  full  attendance  of  the  membership  of  the 
society  was  present. 


WASHINGTON 

COWLITZ  COUNTY  MEDIC.^lL  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 

A regular  meeting  of  Cowlitz  County  Medical  Society 
was  held  at  Hotel  Monticello,  Longview,  September  14. 
This  was  the  first  regular  meeting  after  the  summer  vaca- 
tion and  was  well  attended.  Chas.  A.  Ringle,  Cowlitz 
County  Health  Officer,  and  Joseph  H.  Crampton,  from 
Idaho,  newcomers  to  Longview,  were  present. 

There  was  general  discussion  on  various  business  matters 
pertaining  to  the  society  and  the  Social  Security  set-up.  It 
was  voted  to  hold  regular  monthly  meetings  on  the  second 
Wednesday  of  each  month  in  order  not  to  conflict  with  the 
National  Guard  meetings. 

The  Cowlitz  County  Auxiliary  met  at  R.  E.  Freeman’s 
residence.  Mrs.  Justin  McCarthy  and  Mrs.  Freeman  were 
hostesses.  .A  business  meeting  was  held,  and  Mrs.  Crampton 
was  guest  for  the  evening. 

GR.AYS  HARBOR  COUNTY  MEDICAL  SOCIETY 
Pres.,  K.  D.  Graham;  Secty.,  B.  O.  Swinehart 

Sept.  28,  1937. 

A regular  meeting  of  Grays  Harbor  County  Medical 
Society  was  held  at  .Aberdeen,  September  IS.  Dr.  Frederick 
Lemere  of  Seattle  addressed  the  meeting  on  the  subject, 
“Insulin  Shock  Treatment  of  the  Psychoses.” 


KING  COUNTY  MEDIC.AL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

.A  regular  meeting  of  King  County  Medical  Society  was 
held  in  the  auditorium  of  the  Medical  & Dental  Building, 
Seattle,  8:15  p.m.,  September  20,  President  V.  W.  Spickard 
presiding.  Minutes  of  previous  meetings  were  read  and 
approved. 

Frederick  B.  Joy  was  elected  to  membership.  Applica- 
tions of  Hanna  Kosterlitz,  J.  E.  Midgett  and  David  Mai- 
mark  were  read  for  the  first  time. 

.A'  letter  was  read  from  D.  G.  Evans,  State  Director  of 
Health,  and  P.  F.  Guy,  Chief  of  Division  of  Maternal  and 
Child  Hygiene,  regarding  a “refresher  course”  in  obstetrics. 

On  motion  of  F.  M.  Carroll,  City  Commissioner  of 
Health,  it  was  voted  that  a committee  be  appointed  to  con- 
fer with  him  regarding  irradiation  of  milk  and  addition  of 
cod  liver  oil  to  milk. 

.A  resolution  was  read  for  the  first  time  that  $6500  be 
appropriated  from  the  Building  Fund  for  the  purchase  of 
furniture,  fittings  and  office  equipment  for  new  quarters 
for  the  County  Medical  Society  and  the  Society  Library. 

•Arthur  E.  Wade  read  a paper  on  “School  Medicine  in 
Relation  to  Private  Practice.”  School  medicine  is  rapidly 
becoming  a new  medical  specialty,  some  medical  schools 
creating  courses  for  preparing  men  for  this  field.  Policies 
and  principles  covering  the  activities  of  school  medicine 
were  specified  and  discussed.  The  paper  was  discussed  by 
A.  H.  Peacock. 

W.  Ray  Jones  read  a paper  on  “Local  Immunity  in 
Gonorrhea;  Its  Relation  to  Cure.”  Some  people  are  natur- 
ally immune.  Parts  adjacent  to  infected  areas  are  often 


immune.  There  are  found  varying  local  or  tissue  immunity 
responses.  Local  tissue  immunity  is  from  an  antienzyme 
which  is  an  integral  part  of  the  cell.  There  are  many 
methods  of  promoting  tissue  immunity  which  were  dis- 
cussed. The  paper  was  discussed  by  James  Potter  and  F. 
W.  Franz. 


IDAHO 

KOOTENAI  COUNTY  MEDICAL  SOCIETY 
Pres.,  H.  H.  Greenwood;  Secty.,  Alexander  Barclay 

.A  meeting  of  Kootenai  County  Medical  Society  held  at 
Coeur  d’Alene  September  11.  Forrest  Tomlinson  of  Spirit 
Lake  and  Robert  W.  Van  Dorn  of  Priest  River,  were  ad- 
mitted to  membership. 

Society  voted  to  recommend  to  the  school  board  that  it 
employ  a physician  to  do  all  the  preschool  and  other  medical 
examinations  of  school  children  in  the  future  and  that  this 
Society  is  no  longer  interested  in  the  matter  as  a Society. 
The  resolution  carried  with  but  one  dissenting  vote. 

Considerable  discussion  was  had  concerning  medical  eco- 
nomics. The  fact  that  physicians  were  being  called  upon  in- 
creasingly to  render  gratuitous  service  for  various  organiza- 
tions was  thoroughly  discussed  and  the  fact  that  powerful 
interests  were  hard  at  work  devising  schemes  whereby  com- 
plete socialization  of  the  practice  of  medicine  would  soon  be 
inaugurated  was  well  brought  out.  It  was  the  sense  of  the 
meeting  that  the  members  would  continue  to  render  services 
freely  and  fully  as  in  the  past  in  bona  fide  charity  cases  but 
they  are  to  be  the  sole  judges  of  the  matter  and  they  resent 
high-pressure  tactics  employed  by  various  agencies  and  or- 
ganizations who  are  furthering  their  own  ends  at  their 
expense. 


CORRESPONDENCE 


PROST.ATIC  TREATMENT 

Portland,  Oregon. 
September  20,  1937. 

To  the  Editor: 

In  the  September  issue  of  Northwest  Medicine  is  an 
editorial  on  “Nonsurgical  Prostatic  Treatment.”  I thought 
it  might  be  of  interest  to  you  to  know  tkat  the  late  Dr. 
Harold  B.  Myers,  our  Professor  of  Pharmacology,  Univer- 
sity of  Oregon  Medical  School,  did  considerable  research 
work  on  this  subject  years  ago,  which  I believe  antedated 
the  work  of  Lower  and  Zuckerman. 

I am  taking  the  liberty  of  forwarding  two  of  his  re- 
prints on  this  work,  which  I would  appreciate  having  re- 
turned at  your  convenience.  We  all  loved  Dr.  Myers  at  the 
medical  school  and  would  like  to  see  him  get  the  proper 
credit  for  this  early  work. 

Clinically,  we  are  using  extract  of  testicle  on  beginning 
hypertrophy  of  the  prostate  gland  with  some  very  good 
results.  We  have  been  able  to  cut  down  the  night  fre- 
quency and  the  residual  urine  at  least  one-half  in  some 
cases. 

In  your  article  you  state  “preliminary  reports  should  be 
forthcoming  in  the  next  twelve  months.”  Should  you  like 
some  of  these  clinical  reports,  we  would  be  glad  to  send 
them  to  you.  Our  main  interest,  however,  is  to  honor  the 
late  Dr.  Harold  Myers  in  his  pioneer  work. 

J.  Guy  Strohm,  M.D. 
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STATE  SOCIETY  MEETING  AND  OTHER  MATTERS 

Portland,  Ore.,  Sept.  27,  1937. 

The  Salem  meeting  of  our  Society  on  October  21-23  will 
be  outstanding  for  the  program  which  it  will  present.  The 
Eastern  speakers  who  will  attend  include  Fuller  .'Mbright  of 
Boston,  an  Internist  of  national  reputation  and  Lester  R. 
Dragstedt,  Professor  of  Surgery,  University  of  Chicago, 
who  also  has  an  equally  wide  reputation.  The  program  in 
detail  with  their  subjects  will  be  found  in  another  column 
of  this  issue.  -Another  guest  will  be  W.  W.  Bauer  of  Chi- 
cago, Director  of  the  Bureau  of  Health  and  Public  Instruc- 
tion of  the  .American  Medical  Association.  The  scientific 
speakers  and  our  guest  from  our  national  organization, 
together  with  the  local  speakers,  give  a program  that  will 
appeal  to  all  in  a manner  that  no  member  will  wish  to  miss 
at  any  one  of  them.  Dr.  Bauer  is  also  scheduled  to  make  a 
number  of  addresses  before  service  clubs  and  high  school 
assemblies  in  Portland,  Eugene  and  Salem.  He  will  also 
give  several  radio  talks  which  will  include  KGW,  KORE, 
KSLM  and  others,  the  details  of  which  have  not  yet  been 
completely  worked  out.  The  type  of  these  latter  addresses 
will  be  along  the  lines  of  “Teaching  the  Public  .About 
Health.” 

Multnomah  County  Medical  Society  is  considering  plans 
to  aid  the  Portland  Bureau  of  Health  in  the  control  of 
tuberculosis.  The  matter  was  before  a recent  meeting  of 
the  Council  and  a special  committee  was  appointed  to  work 
out  the  practical  applications.  The  control  of  tuberculosis 


has  succeeded  to  such  a point  now  that  the  death  rate  has 
been  decreased  for  all  groups  except  those  from  fifteen  to 
twenty-five  years.  Special  emphasis,  of  course,  will  be 
placed  where  the  need  is  greatest,  on  the  contacts.  It  is 
hoped  that  tuberculosis  may  become  as  rare  as  has  typhoid 
fever  originating  in  the  city  of  Portland. 

Recently  the  State  Medical  Society  has  undertaken  a 
survey  among  physicians  covering  the  subject  of  prepaid 
medical  service.  Of  11  SO  questionnaires  sent  out,  over  450 
have  been  returned  to  date  and  a wide  and  valuable  dis- 
cussion has  been  brought  out.  The  Society  is  considering 
widening  the  scope  of  their  investigation  so  as  to  determine 
conditions  from  the  viewpoint  of  employers  and  also  of 
employees.  It  is  felt  that  a study  of  these  three  viewpoints 
will  give  the  committee  and  the  Society  a basis  on  which 
an  intelligent  plan  may  be  worked  out,  if  the  replies  to  the 
questionnaire  make  such  desirable.  The  Society  is  giving 
this  important  subject  full  and  careful  consideration.  It  is 
hoped  that  those  who  have  not  sent  in  their  replies  will  do 
so  at  once. 

Members  planning  to  attend  the  Salem  meeting  are  urged 
to  lay  out  their  work  for  those  three  days  so  that  at  the 
last  minute  they  may  not  be  held  up  by  cases  that  could 
have  been  attended  to  a few  days  earlier  or  a few  days 
later.  The  Society  is  planning  to  take  care  of  the  largest 
attendance  that  they  ever  have  had  at  a state  meeting. 
Members  are  advised  to  make  hotel  reservations  early. 

.A.  G.  Bettmax,  Editor. 


WASHINGTON 


LETTER  FROM  PRESIDENT 

Bellingham,  Wash.,  Sept.  18,  1937. 

To  the  Editor: 

I attended  the  British  Columbia  Medical  Meeting  on 
Sept.  13-15,  having  received  an  invitation  from  their  Presi- 
dent and  Secretary.  They  had  a splendid  meeting ; many 
excellent  papers  were  given.  It  was  very  inspiring  to  see 
the  unity  of  the  medical  men  in  the  Province  of  British 
Columbia.  They  had  a registration  of  over  50  per  cent  of 
the  members,  which  should  be  an  inspiration  for  the  phys- 
icians of  Washington.  J.  Reid  Morrison, 

President. 


BOARD  OF  TRUSTEES  MEETING 

Full  Time  Executive  Secretary  and  Other  Matters 
Seattle,  Wash.,  Sept.  27,  1937. 

The  regular  quarterly  meeting  of  Board  of  Trustees  of 
Washington  State  Medical  Association  was  held  in  Seattle, 
September  12,  with  President  J.  Reid  Morrison  in  the 
chair.  Sixteen  trustees  were  in  attendance.  Many  matters 
of  importance  were  considered,  some  of  which  are  herewith 
briefly  presented. 

The  question  of  a full  time  Executive  Secretary  has 
been  under  consideration  for  some  time.  Several  ex-presi- 
dents who  were  in  attendance  detailed  their  reasons  for 
endorsing  this  project.  There  was  discussion  as  to  whether 
this  office  could  best  be  filled  by  a physician,  a layman 
or  laywoman.  The  question  of  financing  such  an  official 
was  an  important  consideration.  .After  general  discussion  it 


was  voted  that  the  president  appoint  a committee  to  inves- 
tigate ways  and  means  and  prospects  for  establishing  such 
an  office. 

.After  discussion  it  was  voted  that  the  Finance  Committee 
be  instructed  to  invest  unused  money  of  the  Defense  Fund 
in  interest-bearing  securities. 

The  Joint  Resolution  188  was  considered  which  Senator 
James  Hamilton  Lewis  introduced  before  the  United  States 
Senate  to  establish  a certain  form  of  socialized  medicine.  .A 
motion  was  passed  that  a letter  be  sent  to  Congressmen 
and  Senators  of  the  state,  protesting  this  joint  resolution, 
and  that  a copy  be  sent  to  secretaries  of  all  State  Medical 
-Associations. 

It  was  announced  that  the  Seattle  Star  will  publish  an 
edition  concerning  the  I50th  anniversary  of  the  Constitu- 
tion of  the  United  States,  to  which  the  Public  Health 
League  was  asked  to  contribute  an  article  of  about  four 
hundred  words.  It  was  voted  that  such  an  article  should 
be  prepared  at  an  expense  not  to  exceed  SlOO,  to  be  paid 
by  appropriation  from  the  Special  Fund  of  the  State  Medi- 
cal .Association. 

There  was  considerable  discussion  over  the  problem  of 
the  Washington  Social  Security  Department  having  failed 
to  carry  out  the  agreement  made  with  Washington  State 
Medical  .Association  for  the  care  of  indigents  coming  under 
their  jurisdiction.  The  arrangement  which  was  agreed  upon 
called  for  payment  to  the  State  .Association  of  funds  for 
care  of  these  patients  who  would  be  treated  under  the 
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supervision  of  the  State  Medical  Service  Bureau,  or  county 
societies  where  such  did  not  exist.  It  was  reported  that  the 
State  had  failed  to  meet  its  agreement.  A motion  was 
adopted  that  the  Social  Security  Committee,  composed  of 
Drs.  Leach,  Hopkins  and  Bice,  be  instructed  to  notify  the 
State  Social  Security  Department  that  the  agreement  en- 
tered into  with  the  Board  of  Trustees  of  the  State  Medical 


Association  has  been  violated  and  it  is  considered  ended 
unless  the  provisions  are  fulfilled. 

A motion  was  adopted  that  a committee  of  three  be 
appointed  to  confer  with  the  Department  of  Labor  and 
Industries  concerning  an  increase  of  the  fee  schedule.  This 
has  not  been  increased  during  the  past  fifteen  years,  and  is 
considered  inadequate.  V.  W.  Spickard, 

Secretary. 


IDAHO 


LETTER  FROM  PRESIDENT 

Boise,  Ida.,  Sept.  27,  1937. 

To  the  Editor: 

Illness  has  incapacitated  three  of  our  most  distinguished 
surgeons  during  the  past  two  months.  Fred  A.  Pittenger  is 
taking  a long  trip  in  the  south  to  recover  from  a recent 
illness.  James  A.  Stewart  is  recovering  nicely  from  a 
stomach  operation,  and  J.  S.  Springer  is  very  ill  at  the 
present  time  at  St.  Luke’s  Hospital  from  a coronary 


attack.  He  was  taken  ill  at  Ketchum  and  was  brought 
down  a week  ago  last  Sunday. 

While  in  Ketchum  last  week  I made  arrangements  with 
the  manager  of  Sun  Valley  Lodge  to  hold  our  next  medical 
meeting  in  the  Challenger  Lodge  at  Sun  Valley.  I will 
write  more  in  detail  about  our  coming  meeting.  The  Uni- 
versity of  Michigan  will  send  out  a group  of  five  men  to 
lecture  to  us  for  five  days  The  meeting  will  be  held  next 
September  6-10.  Arthur  C.  Jones, 

President. 


BOOK  REVIEWS 


Atlas  of  Hematology  with  three  hundred  and  twenty- 
five  Illustrations  and  Frontispiece  in  Color.  By  Edwin  E. 
Osgood,  M.  A.,  M.  D.,  Assistant  Professor  of  Medicine  and 
Head  of  Experimental  Medicine,  University  of  Oregon  Medi- 
cal School,  Portland,  Ore.,  and  Clarice  M.  Ashworth,  Medical 
Illustrator,  University  of  Oregon  Medical  School.  255  pp. 
$10.  J.  W.  Stacey,  Inc.,  San  Francisco,  1937. 

This  is  a beautifully  illustrated  work,  put  forward  by  the 
coauthors  who  confine  themselves  to  distinct  fields,  one  the 
illustrations,  the  other  the  captions  and  text.  It  is  stated  to  be 
“primarily  for  the  clinician,  student  and  technician  rather 
than  for  the  hematologist,”  but  it  seems  somewhat  too  ma- 
ture for  easy  digestion  by  anyone  who  has  not  already  some 
knowledge  of  hematology. 

Following  an  explanatory  chapter  on  general  procedure, 
use  of  the  atlas,  etc.,  are  succeeding  chapters,  dealing  with  the 
cells  of  the  lymphocytic,  monocytic,  granulocytic,  etc.  series. 
The  various  cell  types  are  described  in  order  of  their  imma- 
turity, in  very  exact  and  precise  detail.  Each  cell  described  is 
accompanied  by  one  or  more  large  drawings,  colored  similarly 
to  the  tinctorial  characteristics  of  that  cell  when  stained 
by  the  usual  Wright  technic. 

In  the  text  the  question  of  terminology  raises  its  head, 
and  is  met  by  the  authors  by  using  what  seems  to  be  the 
most  fitting  of  the  old  names,  and  when  these  are  inade- 
quate or  inappropriate,  by  changing  them  or  applying  new 
ones.  Thus  a neutrophile  is  called  a lobocyte;  a staff  cell,  a 
rhabdocyte;  megaloblast,  karyoblast,  etc.  This  terminology 
a excellent  and  well  founded,  but  the  older  terms  are  very 
well  fixed  in  medical  minds  and  reports  couched  in  the  au- 
thor’s terminology  would  require  extensive  explanation  in 
a great  majority  of  instances.  How  many  physicians  could 
interpret  a differential  count  of  78  per  cent  neutrophil  lobo- 
cytes,  8 per  cent  rhabdocytes,  one  per  cent  neutrophil  meta- 
granulocytes and  13  per  cent  lymphocytes?  The  only  solu- 
tion to  this  problem  is  the  promulgation  of  a system  of  term- 
inology by  a national  organization  whose  action  would  as- 
sure universal  adoption. 

The  various  parasites  of  the  blood  are  described  and 


pictured,  after  which  the  anemias,  leukemias  and  other  ab- 
normal blood  conditions  are  described,  and  excellent  discus- 
sions of  their  mechanisms,  causes  or  possible  causes  are 
given.  The  diseases  in  which  blood  examination  are  of  value 
are  given,  together  with  the  particular  test  or  tests  indi- 
cated. An  appendix  of  preferred  methods  and  an  extensive 
group  of  references  conclude  the  volume.  The  usual  plati- 
tudes, to  the  effect  that  this  is  an  excellent  work,  well  merit- 
ing the  attention  of  those  interested  in  the  subject,  seem  in- 
adequate. Cefalu. 


Dextrose  Therapy  in  Everyday  Practice.  A Survey  of 
the  Literature,  1900-1936  on  the  Experimental  and  Clinical 
Studies  Applicable  to  Medicine  and  Surgery.  By  E.  Martin, 
Sc.D.,  New  York.  With  Forewords  by  W.  N.  Haworth, 
F.R.S.,  Director  of  the  Department  of  Chemistry,  Univer- 
sity of  Birmingham  (Eng.),  and  Bernard  Fantus,  M.D., 
Professor  of  Therapeutics,  University  of  Illinois  College  of 
Medicine.  With  44  Illustrations,  Including  15  Full-page 
Plates.  451  pp.  $3.  Paul  B.  Hoeber,  Inc.,  Medical  Book  De- 
partment of  Harper  & Brothers,  New  York,  London,  1937. 

There  are  times  when  one  unexpectedly^  discovers  a side 
lead  of  great  value  in  the  course  of  a charted  pursuit.  This 
side  issue  may  take  precedence  over  the  primary  intention 
and  prove  infinitely  more  valuable.  Certain  aspects  of  this 
work,  not  suggested  by  the  title,  appeal  to  one  in  this 
manner.  Let  those  who  are  interested  in  the  physiology 
of  the  liver  peruse  this  volume  with  care. 

The  author,  while  not  a physician,  is  a capable  scientist 
and  possesses  tremendous  correlating  ability.  One  sees  phys- 
iology in  the  making  in  all  parts  of  the  world,  and  here  it 
is  correlated  into  fixed  conceptions.  Two  thousand  references 
pertaining  to  carbohydrate  metabolism  have  been  reviewed 
in  presenting  this  work. 

The  physiologic  use  of  dextrose  is  described  in  all  of  its 
applications  to  the  human  body.  The  author  is  so  thorough 
and  so  interested  in  his  desire  to  present  all  phases  of  use- 
fulness that  at  times  he  seems  overenthusiastic  about  its 
merits.  However,  a good  grounding  in  physiologic  principle 
always  redeems  him. 

The  physiologic  mechanisms  described  so  freely  in  an 
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effort  to  justify  the  rationality  of  the  use  of  dextrose  gives 
a beautiful  grasp  of  the  current  concepts  in  this  field.  Ob- 
stetrician, internist,  pediatrician  and  general  practitioner 
will  enjoy  this  splendid  contribution.  Hofrichter. 


Injection  Treatment  of  Hernia.  By  Carl  O.  Rice,  M.D., 
F.A.C.S.,  Instructor  in  Surgery,  University  of  Minnesota 
School  of  Medicine,  etc.  With  the  Assistance  and  Coopera- 
tion of  Hamlin  Matson,  M.D.  83  Illustrations.  266  pp. 
$4.50.  F.  A.  Davis  Co.,  Fniladelphia,  193/. 

This  monograph  is  very  appropriate  at  this  time  because 
the  method  has  been  in  disrepute  as  a result  of  its  past  em- 
ployment by  charlatans  and  unlicensed  practitioners,  and 
until  recently  its  opposition  by  the  American  Medical  As- 
sociation. However,  it  is  the  author’s  belief  that  this  method 
will  soon  gain  a rightful  place  in  the  armamentarium  of 
the  surgeon  for  use  in  certain  selected  cases  of  hernia.  The 
author  calls  attention  to  the  fact  that  the  injection  treat- 
ment is  not  intended  to  be  a panacea  for  the  treatment  of 
all  types  of  hernia. 

\ section  devoted  to  the  use  of  the  truss  is  carefully 
presented  so  that  the  surgeon  who  employs  the  injection 
therapy  can  more  intelligently  prescribe  the  proper  type  of 
truss.  This  adjunct  of  a truss  must  be  effective  in  support- 
ing the  hernia  during  the  course  of  injections.  The  descrip- 
tion of  the  technic  of  injection  is  so  clearly  worded  and  ex- 
emplified by  drawings  that  the  author  has  left  no  question 
unanswered  for  one  who  desires  to  employ  the  injection 
method. 

An  important  chapter  is  devoted  to  complications  and 
sequelae.  One  should  not  overlook  the  usefulness  of  this 
part  of  the  monograph  in  selecting  patients  and  conducting 
their  care.  This  graphic  treatise  should  really  teach  the 
medical  profession  the  value  of  the  injection  treatment  of 
hernia  and  its  employment  for  patients  who  are  poor  sur- 
gical risks  or  who  may  have  a desire  to  avoid  surgery  for 
the  cure  of  their  hernia.  The  author  emphasizes  the  im- 
portance of  the  careful  selection  of  patients  and  the  avoid- 
ance of  the  claim  that  all  herniae  can  be  cured  by  the 
injection  method.  Nixon. 


The  Basis  of  Clinicax  Neurology.  The  Anatomy  and 
Physiology  of  the  Nervous  System  in  their  Application  to 
Clinical  Neurology.  By  Samuel  Brock,  M.D.  Associate  Pro- 
fessor of  Neurology,  College  of  Medicine,  New  York  Univer- 
sity. 360  pp.  $4.75.  Wm.  Wood  & Co.,  Baltimore,  1937. 

This  text  deals  primarily  with  the  fundamentals  of  the 
anatomy  and  physiology  of  the  nervous  system.  The  appli- 
cation of  these  basic  principles  to  clinical  neurology  is  very 
simply  and  thoroughly  accomplished.  The  chapters  on  peri- 
pheral nerves  and  spinal  cord  are  very  well  done  from  the 
standpoint  of  the  student  and  careful  study  of  them  cannot 
help  resulting  in  a very  clear  understanding  of  the  mechanism 
and  results  of  various  lesions.  The  same  comment  may  be 
made  regarding  the  remaining  chapters  in  the  text. 

Not  only  the  student,  but  also  the  reviewer  is  too  apt  to  be 
appalled  by  most  textbooks  of  this  type.  Physicians  every- 
where are  coming  to  the  realization  that  a working  knowl- 
edge of  the  principles  of  neurology  is  essential  in  the  conduct 
of  their  profession.  All  of  them  at  some  time  or  other  are 
determined  to  study  a good  text  on  the  subject.  The  result  is 
that  usually  the  text  is  so  involved  and  so  formidable  and 
difficult  to  read  that  they  soon  give  it  up  as  a hopeless  task. 

This  volume  is  unique  in  that  it  does  not  produce  that 
effect.  It  is  well  written,  in  easily  understood  phrases.  The 


print  is  easy  to  read  and  the  purpose  of  the  text  is  so  nicely 
accomplished  that  the  reader  finds  himself  learning  rather 
than  becoming  confused.  The  book  is  highly  recommended 
for  both  the  student  and  the  practitioner..  Flothow. 

Diseases  of  the  Nervous  System  in  Infancy,  Child- 
hood AND  .AiDOLescence.  By  Frank  R.  Ford,  M.D.  Associate 
Professor  of  Neurology,  Johns  Hopkins  University.  107 
Illustrations.  953  pp.  $8.50.  Charles  C.  Thomas,  Springfield, 
111.,  and  Baltimore,  Md.,  1937. 

Diseases  of  the  nervous  system  in  infancy  and  childhood 
constitute  a very  difficult  field  which  belongs  to  both  the 
neurologist  and  the  pediatrician  but  which  has  not  been 
cultivated  intensively  by  either.  This  book  more  adequately 
covers  this  field  than  any  published  to  date.  It  is  complete 
and  authoritative,  including  discussions  not  only  of  those 
conditions  which  are  peculiar  to  children  but  of  all  those 
of  neurologic  aspect  occurring  in  childhood.  The  author’s 
own  opinion  is  given  in  most  cases  but  the  book  reflects  the 
concensus  of  opinion  among  leading  authorities  when  his 
own  experience  has  been  inadequate.  Controversial  topics 
have  been  treated  briefly  in  the  text  and  covered  more  fully 
in  the  bibliography.  The  splendid  cooperation  of  several 
members  of  the  pediatric  and  neurologic  staffs  of  Harriet 
Lane  Home  has  enhanced  the  value  and  completeness  of 
this  volume  and  has  given  it  a pediatric  flavor  it  would 
otherwise  not  have  had.  The  discussions  of  the  many  con- 
ditions covered  are  sensible  and  the  treatment  advocated  is 
conservative. 

It  is  a step  forward  when  books  like  this  are  written, 
for  it  helps  impress  on  all  our  minds  the  fact  that  no  spe- 
cialty is  sufficient  unto  itself.  Thorough  understanding  of 
even  a few  of  the  many  neurologic  aspects  of  disease  in 
childhood  is  essential  to  competency  in  the  treatment  of 
children  and  the  neurologist  must  certainly  concede  the 
importance  of  some  pediatric  knowledge  in  his  own  work. 
The  book  makes  a real  contribution  as  a reference  text. 

W.  B.  Seel YE 

The  Laboratory  Diagnosis  of  Syphilis.  The  Theory, 
Technic,  and  Clinical  Interpretation  of  the  Wasserman  and 
Flocculation  Tests  with  Serum  and  Spinal  Fluid.  By  Harry 
Eagle,  M.D.,  Past  Assistant  Surgeon,  U.  S.  Public  Health 
Service,  Washington,  D.  C.,  etc.  With  twenty-seven  illustra- 
tions. 440  pp,  $5.00.  The  C.  V.  Mosby  Co.,  St.  Louis,  1937. 

This  book  serves  as  a means  of  a mutual  understanding 
between  the  clinician  and  serologist.  It  explains  the  whys  and 
wherefors  of  the  indefinite  serologic  reactions ; the  false 
positives,  and  negatives,  why  a specimen  is  anticomplimen- 
tary; the  relationships  of  natural  amboceptor,  complement 
and  the  regain,  or  whatever  is  responsible  for  the  positive- 
ness. The  individuals  possessing  varying  amounts  of  these 
blood  elements  are  gone  into. 

The  technics  of  various  Wassermann  modifications  and  the 
precipitation  tests  are  tersely  given  so  any  one  with  a basic 
laboratory  knowledge  can  understand.  Included  in  these 
technics  are  the  Eagle,  Hinton,  Meinecke,  Klein,  Kohl- 
mer  and  others,  not  so  well  known  tests.  Authorities  are 
cited  after  all  controversial  statements. 

From  the  point  of  view  of  a clinician  who  wishes  to  know 
the  whys  and  wherefors  and  interpretation  of  serologic  find- 
ings, the  book  is  superb,  almost  a “vade  mecum.”  For  the 
laboratory  worker  it  is  a reference  as  to  whys  and  where- 
fors based  on  the  clinical  conditions.  Combining  this  book 
with  one  on  clinical  syphilis  gives  a person  a guide  in  diag- 
nosis and  treatment  which  is  unsurpassed.  W.  R.  Jones. 
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The  Larynx  and  Its  Diseases.  By  Chevalier  Jackson, 
M.D.,  Sc.D.,  LL.D.,  F.A.C.S.  Professor  of  Bronchoscopy 
and  Esophagoscopy.  Temple  University,  Philadelphia,  and 
Chevalier  L.  Jackson,  A.B.,  M.D.,  M.Sc  (Med.),  F.A.C.S. 
Professor  of  Clinical  Bronchoscopy  and  Esophagoscopy, 
Temple  University,  Philadelphia.  With  221  Illustrations,  in- 
cluding 11  plates  in  color.  SSS  pp.  $8.  W.  B.  Saunders  Co., 
$2.75.  Columbia  University  Press,  New  York,  1937. 

There  has  been  urgent  need  in  medical  literature  for  a 
book  devoted  entirely  to  the  larynx,  as  we  find  none  exists 
in  this  country.  This  book  takes  up  the  subject  in  the 
routine  text-book  arrangement,  but  is  written  from  the 
authors’  experience  and  observations.  It  is  set  forth  in 
language  easily  understood  by  the  practitioner  or  the  spe- 
cialist. The  illustrations  are  based  on  sketches  made  directly 
from  the  patient  or  actual  photographs  of  cases.  Particular 
attention  has  been  given  to  tumors  of  the  larynx,  benign 
and  malignant.  These  cases  treated  early,  when  malignancy 
can  be  easily  obliterated  instead  of  waiting  till  there  is 
an  inoperable  condition,  will  change  the  mortality  rate 
from  the  present  90  per  cent  to  the  18  per  cent  that  it 
should  be. 

A departure  from  the  usual  has  been  made  in  that  the 
ideas  of  others  are  not  considered,  the  whole  basis  of  the 
book  being  the  actual  clinical  experiences  of  the  authors. 
This  book  is  a valuable  reference  work  for  the  busy  prac- 
titioner or  specialist  who  cares  to  consult  an  authoritative 
work  about  actual  conditions  that  may  arise  in  his  practice 
concerning  the  larynx.  Waltz. 


Concepts  and  Problems  of  Psychotherapy.  By  Leland 
E.  Hinsie,  M.D.  Professor  of  Clinical  Psychiatry,  College  of 
Physicians  and  Surgeons,  Columbia  University,  etc.  191  pp. 
$2.75.  Columbia  University  Press,  1937. 

This  book  presents  in  concise  form  an  excellent  evalua- 
tion of  the  present  schools  of  thought  and  therapy  in  psy- 
chiatry. It  discusses  in  detail  their  development  and  use- 
fulness in  the  field  of  treatment.  A comparison  is  made  with 
the  results  of  different  schools  and  definite  and  pertinent 
suggestions  are  offered  for  research  problems  in  this  field. 

The  limitations  of  the  prevalent  practices  of  therapy 
are  discussed  and  a rational  plan  of  combining  the  good 
features  of  each  is  suggested.  .'Mthough  the  Freudian  psy- 
choanalytic procedures  have  in  certain  cases  produced 
striking  results,  its  field  is  small,  whereas  Myers’  psycho- 
biologic attitude  is  more  adaptable  to  larger  groups  and 
numerically,  at  least,  produce  more  cures.  The  thought  is 
left  that  perhaps  the  future  will  present  a more  scientific 
attitude  in  clarifying  many  of  the  issues  and  lead  the  way 
to  a better  understanding  of  psychotherapy. 

Rickles. 


Childbirth;  Yesterday  and  Today.  The  Story  of  Child- 
birth Throughout  the  Ages  to  the  Present.  By  A.  J.  Rongy, 
M.D.,  F.A.C.S.  Attending  Obstetrician  and  Gynecologist, 
Lebanon  Hospital.  20  illustrations,  192  pp.  $2.  Emerson 
Books,  Inc.,  New  York,  1937. 

This  book  is  written  for  lay  perusal.  Ancient  methods  of 
inducing  labor  or  abortion  are  recounted.  Bizarre  means  of 
accomplishing  delivery  are  presented.  Midwivery  and  even 
birth  control  are  considered  briefly.  Altogether,  the  medical 
facts  are  authentic  and  probably  suitable  for  general  read- 
ing, but  few  readers  will  have  original  interest  enough  to 
sustain  them  to  the  end.  Rollins. 


Emanotherapy.  By  F.  Howard  Humphris,  M.D.,  (Brux.), 
F.R.C.P.  (Ed.),  D.M.R.E. (Cantab.)  Honorary  Consulting 
Radiologist  to,  and  member  of  the  Medical  Advisory  Board 
of  St.  John  Clinic  and  Institute  of  Physical  Medicine,  and 
Leonard  Williams,  M.D.,  Physician  to  the  French  Hospital, 
etc.,  188  pp,  $3.  William  Wood  & Co.,  Baltimore,  1937. 

The  author  takes  the  position  that  the  curative  value  of 
various  European  spaas  is  due  to  the  radon  dissolved  in  the 
water.  He  calls  attention  to  the  fact  that  much  more  active 
preparations  can  be  made  by  using  an  emanation  plant,  and 
he  advocates  the  use  of  this  therapy  in  many  different  dis- 
eases. He  emphasizes  the  fact  that  it  is  much  safer  to  use 
radon  in  this  sort  of  work  than  radium.  His  views  are  very 
well  presented. 

Medical  opinion  in  this  country  and  Great  Britain  have 
been  rather  hostile  to  this  type  of  therapy,  because  of  the 
commercial  exploitation  of  radioactive  water.  The  book  is 
interesting,  but  the  author’s  view  hardly  agrees  with  the 
medical  opinion  in  the  United  States.  Ward. 


A Brief  Outline  of  the  Modern  Treatment  of  Frac- 
tures. By  H.  Waldo  Spiers,  A.B.,  M.D.  Professor  of  Ortho- 
pedic and  Fracture  Surgery,  College  of  Medical  Evangelists, 
Los  Angeles,  Calif.  Second  Edition.  137  pp,  $2.00.  Wm.  Wood 
& Co.,  Baltimore,  1937. 

The  purpose  of  this  brief  book  is  “to  illustrate  the  funda- 
mentals in  bone  surgery  and  to  touch  only  the  high  spots  in 
their  practical  application.”  The  first  chapter  is  devoted  to 
consideration  of  general  fracture  problems,  in  which  general 
types  of  fractures  are  discussed  and  the  principles  of  treat- 
ment of  all  fractures  are  given.  Following  this  the  common 
types  of  fractures  of  each  location  are  discussed  separately 
and  systematically  in  a very  concise  manner.  The  method 
of  treatment  that  the  author  has  found  successful  is  briefly 
stated.  Many  helpful  hints  are  given  to  avoid  some  common 
pitfalls.  The  impression  is  obtained  after  reading  this  book 
that  it  is  an  excellent  general  survey  of  the  fracture  problem 
and  would  serve  well  as  a manual  to  instruct  the  uninitiated, 
but  treatment  is  not  given  in  sufficient  detail  to  serve  as  an 
actual  textbook  for  the  treatment  of  fractures.  Tuell. 


Physical  Diagnosis.  The  Art  and  Technique  of  History 
Taking  and  Physical  Examination  of  the  Patient  in  Health 
and  Disease.  By  Don  C.  Sutton,  M.S.,  M.D_,  Associate  Pro- 
fessor of  Medicine,  Northwestern  University  School  of 
Medicine,  etc.  With  289  Text  Illustrations  and  8 Color 
Plates.  495  pp.  $5.  The  C.  V.  Mosby  Co.,  St.  Louis,  1937. 

The  value  of  direct  examination  of  the  patient  needs  em- 
phasis in  the  teaching  of  medicine.  Laboratory  and  technical 
procedures  have  encroached  on  the  fundamentals  of  clinical 
medicine  to  the  point,  where  direct  study  of  the  patient 
often  is  subservient.  This  text  is  ideal  both  for  student  and 
practitioner;  for  the  student  because  it  bridges  a gap  of 
the  preclinical  years,  and  introduces  the  fundamentals  of 
clinical  study  in  a simple  understanding  manner;  for  the 
practitioner  it  reviews  in  a vivid  way  the  basis  of  diagnosis 
by  physical  means.  The  examination  of  each  section  is  dis- 
cussed thoroughly,  followed  by  a review  of  each  of  the 
associated  diseases. 

The  sections  on  lung  and  heart  are  classic,  giving  a 
careful  review  of  these  fields  with  a thoroughness  that  re- 
veals the  experience  of  the  author.  The  book  is  replete 
with  a wealth  of  illustrations,  while  a historical  account  of 
the  different  instruments  lends  an  air  of  completeness  that 
enhances  its  value.  Fitzmaurice. 
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Your  Diet  and  Your  Health.  By  Morris  Fishbein,  M.  D., 
Editor,  The  Journal  of  the  American  Medical  Association, 
etc.  298  pp,  $2.50.  Whittlesey  House,  McGraw-Hill  Book 
Company,  Inc.,  New  York,  London,  1937. 

The  importance  placed  on  correct  knowledge  of  diet  is 
indicated  by  the  numerous  books  which  have  been  pub- 
lished on  this  subject  in  recent  years.  Some  of  these  are  more 
for  the  purpose  of  promoting  the  sale  of  certain  foods  or  fads. 
This  volume  is  a sensible  consideration  of  the  whole  subject 
of  diets  which  can  be  read  with  satisfaction  and  profit  by  any 
one  interested  in  the  subject.  Many  phases  of  the  diet  prob- 
lem are  discussed.  After  reviewing  calories,  digestion  and 
other  general  subjects,  there  are  chapters  discussing  the 
proper  ingredients  of  a correct  diet,  their  influence  on  the 
body  economy  and  their  proper  consumption.  An  important 
and  suggestive  chapter  is  that  on  debunking  diets.  If  the 
general  public  could  absorb  and  digest  this  chapter,  it  would 
pay  for  reading  the  book.  The  volume  deals  not  alone  with 
diets  for  health  but  in  conditions  of  disease,  all  of  which 
offers  profitable  reading. 

Injuries  and  Diseases  of  the  Hip.  Surgery  and  Con- 
servative Treatment.  By  Fred  H.  Albee,  M.D.,  Ll.D., 
FA.C.S.  Past  President,  American  Orthopedic  Association, 
etc.  Assisted  by  Robert  L.  Preston,  M.D.  Associate  in  Or- 
thopedic Surgery,  Columbia  University  (New  York  Post- 
Graduate  Medical  School).  With  100  Illustrations,  Includ- 
ing 3 in  Color.  298  pp.  $5.50.  Paul  B.  Hoeber,  Inc.,  Medi- 
cal Book  Department  of  Harper  & Brothers,  New  York, 
1937. 

A review  of  this  book  reveals  it  to  be  the  most  complete 
work  that  has  been  published  to  date  on  injuries  and  dis- 
eases of  the  hip.  The  operations  described  not  only  include 
the  work  of  the  writer  but  also  that  of  other  surgeons  in 
detail.  The  text  is  illumined  by  numerous  instructive  illus- 
trations. Anyone  treating  injuries  and  diseases  of  the  hip 
will  find  this  book  most  helpful.  Buckner. 

Russian  Medicine.  By  W.  Horsley  Gantt,  M.D.,  Johns 
Hopkins  University  School  of  Medicine,  etc.  With  12  illus- 
trations. 214  pp.,  $2.50.  Paul  B.  Hoeber,  Inc.,  Medical  Book 
Department  of  Harper  & Brothers,  New  York,  1937. 

Any  one  interested  in  medical  history  will  enjoy  this 
volume  of  “Clio  Medica.”  The  author’s  association  with 
Prof.  Pavlov  during  a five-year  period,  gave  him  an  oppor- 
tunity for  studying  the  development  of  medicine  in  the 
Soviet  Union.  A description  of  primitive  medicine  to  the 
reign  of  Peter  the  Great  is  followed  by  references  to  medi- 
cal leaders  in  Russia  and  the  results  which  they  accomplished, 
often  under  adverse  circumstances.  The  author  discloses  med- 
ical progress  under  the  present  regime,  showing  the  gradual 
development  of  scientific  medicine. 

Clinical  Urinalysis  and  Its  Interpretation.  By  Robert 
A.  Kilduffe,  A.M.,  M.D.,  F.A.C.S.P.,  Director  of  Laboratories, 
Atlantic  City  Hospital,  etc.  Forty  illustrations,  428  pp, 
$4.00.  F.  A.  Davis  Co.,  Philadelphia,  1937. 

The  author  states  that  the  primary  purpose  of  this  book 
is  to  present  the  subject  of  urinalysis  from  the  standpoint  of 
the  physician  with  the  procedures  feasible  in  the  office  lab- 
oratory. It  is  manifestly  impossible  to  include  all  methods 
and  details  available,  but  sufficient  are  described  for  all  clin- 
ical purposes  without  too  extensive  equipment.  Part  I con- 
siders the  kidney  and  normal  urine.  Part  II  describes  all  the 
procedures  for  office  work,  while  Part  III  considers  office 
equipment  and  formulae  for  test  solutions  and  reagents. 
With  this  volume  for  ready  reference  one  should  be  equipped 
for  ordinary  office  urinalysis. 


Practical  Talks  on  Kidney  Disease.  By  Edward  Weiss, 
M.D.,  Professor  of  Clinical  Medicine,  Temple  University 
School  of  Medicine,  Philadelphia.  176  pp,  $3.00.  Charles  C 
Thomas,  Springfield,  111.,  Baltimore,  Md.,  1937. 

“This  small  volume  is  designed  to  assist  the  physician  who 
practices  general  medicine  to  understand  what  is  generally 
regarded  as  a difficult  and  confused  subject.”  After  general 
considerations  there  are  discussions  of  disturbances  of  renal 
function,  signs  and  symptoms  of  kidney  disease,  glomerulo- 
nephritis, nephrosis,  pregnancy,  and  kidney  disease  and  ne- 
phrosclerosis. Under  each  of  these  divisions  various  phases  of 
kidney  diseases  are  discussed  with  concise  explanations  per- 
taining to  each.  The  author  offers  a readable  and  understand- 
able picture  of  kidney  disease. 

Sex  Life  in  Marriage.  By  Oliver  M.  Butterfield,  M.A., 
former  staff  member  Teachers  College,  Columbia  University. 
185  pp,  $2.00.  Emerson  Books,  Inc.,  New  York,  1937. 

The  number  of  books  published  on  matters  of  sex,  deal- 
ing with  marital  relations,  would  indicate  a deplorable  state 
of  ignorance  in  these  matters  on  the  part  of  many  newly- 
weds. Presumably  it  is  a function  of  the  physician  to  convey 
information  which  may  help  to  regulate  these  family  rela- 
tions. This  volume  is  plain  spoken  on  these  matters,  and 
would  undoubtedly  be  read  with  profit  on  the  part  of  per- 
sons to  whom  it  might  be  judiciously  recommended. 

INTERNATIONAL  Clinics.  By  Leading  Members  of  the 
Medical  Profession  throughout  the  World.  Edited  by  Louis 
Hamman,  Visiting  Physician,  Johns  Hopkins  Hospital,  Balti- 
more, Md.,  Vol.  Ill,  Forty-seventh  Series.  328  pp.  $3.00. 
J.  B.  Lippincott  Company.  Philadelphia,  Montreal,  London, 
1937. 

This  volume  is  so  well  known  to  the  medical  profession 
iDat  no  reference  to  details  is  essential.  With  a substantial 
list  of  well  known  collaborators,  many  phases  of  medical 
practice  are  illustrated  by  clinical  reports  offering  valuable 
therapeutic  suggestions.  The  volume  contains  much  profitable 
information. 

The  Harvey  Lectures.  Delivered  under  the  auspices  of 
the  Harvey  Society  of  New  York,  1936-1937.  245  pp,  $4.00. 
The  Williams  and  Wilkins  Company,  Baltimore,  1937. 

These  annual  lectures  delivered  under  the  auspices  of  the 
New  York  Academy  of  Medicine  are  presented  by  eight 
distinguished  physicians  connected  with  the  medical  schools 
of  this  country,  with  one  each  from  Copenhagen  and  Lon- 
don. The  subjects  for  the  most  part  deal  with  problems  of 
the  cerebral  and  nervous  systems,  with  others  pertaining  to 
metabolism,  circulation  and  health  organization.  The  group 
of  lectures  provides  interesting  reading. 
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RECENT  ADVANCES  IN  TREATMENT  OF 
GONORRHEA  AND  ITS  COMPLICATIONS* 
John  G.  Cheetham,  IM.D. 
and 

Thomas  J.  Roemer,  M.D. 

PORTLAND,  ore. 

A review  of  the  literature  of  several  decades 
shows  quite  clearly,  from  the  multiplicity  of  thera- 
peutic agencies  used,  that  no  specific  has  been  de- 
veloped in  the  treatment  of  gonorrhea.  It  is  not  the 
aim  of  this  paper  to  present  a critical  review  of  re- 
sults obtained  from  the  more  commonly  used  oral 
and  local  antiseptics,  nor  to  review  in  detail  the 
management  of  gonorrhea  in  general.  Such  data  will 
be  found  in  the  more  recent  textbooks  on  urology. 
We  wish,  however,  to  outline  for  your  considera- 
tion, an  analysis  of  our  recent  studies  with  refer- 
ence to  the  use  of  two  comparatively  newer  agen- 
cies, namely:  artificial  fever  therapy  and  sulfanila- 
mide, and  then,  and  more  particularly,  to  point  out 
the  results  of  our  studies  from  the  use  of  these  two 
measures  combined. 

Were  we  to  take  into  consideration  only  the  data 
available  up  to  a year  ago,  either  from  the  litera- 
ture or  from  our  own  work  of  that  time,  we  prob- 
ably would  have  stated  that  (the  time  element  con- 
sidered) artificial  fever  therapy  more  closely  ap- 
proached specificity  than  any  other  treatment,  and 
since  we  use  this  agency  for  certain  cases,  either 
alone  or  in  conjunction  with  other  therapeutic 
agents,  we  are  devoting  the  first  portion  of  our 
paper  to  this  topic. 

•Read  before  the  Sixty-third  Annual  Meeting  of  Oregon 
State  Medical  Society,  Salem,  Ore.,  Oct.  21-23,  1937. 


The  benefits  of  fever  therapy  have  been  ascribed 
to  the  direct  bacteriolytic  and  bacteriostatic  effects 
due  to  the  influence  of  the  heat  upon  the  bacteria 
themselves,  or  there  may  be  an  indirect  bacterio- 
lytic or  bacteriostatic  effect  resulting  from  increas- 
ing formation  or  mobilization  of  immune  bodies.  In 
addition,  there  is  the  local  effect  of  vasodilatation, 
providing  an  augmented  blood  supply  to  inflamed 
tissues.  There  is  an  increased  metabolic  rate,  with 
its  stimulating  effect  on  the  whole  body  system.  One 
of  the  striking  things  in  the  treatment  with  hyper- 
pyrexia is  the  stimulation  of  the  reticuloendothelial 
structures,  which  system  develops  the  clasmato- 
cytes  which  in  turn  are  the  aggressive  foes  of  in- 
fection and  bacterial  toxins. 

.Artificial  fever  therapy  is  induced  by  two  main 
methods.  The  first  is  known  as  external  heating. 
It  may  be  accomplished  by  the  use  of  hot  water, 
electric  blankets,  radiant  heat  cabinets,  in  which 
the  heat  is  produced  by  means  of  the  ordinary  type 
of  electric  light,  or  by  an  infrared  system,  or  it  may 
be  induced  by  hot  air  cabinets.  The  Kettering  hy- 
pertherm is  an  exemplification  of  the  humidified  hot 
air  system,  by  means  of  which  humidified  air,  at  a 
considerably  higher  temperature  than  that  of  the 
patient,  is  circulated  over  the  body,  thereby  induc- 
ing fever. 

The  other  method  is  by  internal  heating,  where 
diathermic  currents  or  electromagnetic  radiation 
cause  the  heat  to  be  generated  inside  of  the  body. 
In  this  latter  type  high  frequency  magnetic  waves 
are  changed  to  heat  waves  in  the  more  conductive 
tissues  of  the  body,  the  blood,  vascular  organs, 
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muscles,  etc.  This  internal  type  of  heat  more  closely 
simulates  natural  fever.  There  is  no  great  differ- 
ence between  the  temperature  of  the  patient  and 
the  environmental  temperature.  Heat  at  all  times 
can  leave  the  skin  by  radiation  and  conduction. 
That  is,  the  skin  is  not  forced  to  absorb  heat.  Some 
heat  may  be  lost  by  evaporation  of  perspiration. 
Proper  relative  humidity  is  maintained,  and  in  a 
certain  measure  the  body  produces  through  its  own 
energy  a further  elevation  and  continuation  of  fever 
by  acceleration  of  metabolism.  Opinions  vary  as  to 
the  best  and  safest  means  of  producing  fever.  Most 
of  the  recently  developed  methods  may  be  depended 
upon  to  produce  satisfactory  results,  providing  the 
technicians  using  the  particular  method  have  de- 
v^eloped  an  adequate  and  proper  technic. 

The  apparatus  which  we  use  is  the  General  Elec- 
tric fever  cabinet,  and  our  induction  is  accomplished 
by  means  of  the  Liebel-Flarsheim  machine.  The 
cabinet  is  air  tight,  and  is  kept  at  a temperature 
closely  approximating  that  of  the  body,  and  with  an 
air  humidity  of  from  50  to  70  per  cent.  It  is  auto- 
matically regulated  by  a thermostatic  humidifier 
and  electric  fan  which  drives  the  air  into  the  com- 
partment in  which  the  patient  lies  naked,  resting 
comfortably  on  a thick  rubber  sponge  mat.  The 
electromagnetic  coils  constituting  the  heating  ele- 
ment are  placed  in  a compartment  below  the  pa- 
tient, and  are  built  into  the  cabinet  in  such  man- 
ner that  there  is  no  possibility  of  making  contact 
with  the  body  of  the  patient.  The  magnetic  waves 
are  generated  into  the  patient’s  body  and  raise  the 
temperature  to  105  to  107  degrees  in  between  one 
and  one-half  and  two  hours.  One  of  the  interesting 
features  of  this  cabinet,  with  fever  induced  by  this 
agency,  is  that  while  the  patient’s  body  is  bathed 
in  humidified  air,  kept  at  about  the  same  tempera- 
ture at  that  of  the  body,  his  fever  rises  quickly  to 
the  required  therapeutic  field.  With  the  evaporation 
of  profuse  perspiration,  he  is  more  comfortable,  has 
a slower  pulse,  and  his  general  physical  condition, 
including  morale,  is  usually  better  with  this  method 
than  with  any  other  with  which  we  are  acquainted. 

The  contraindications  to  this  method,  which  have 
been  frequently  pointed  out,  namely,  that  of  pro- 
ducing a burning  sensation  on  the  moistened  skin 
of  the  patient  w’hen  he  begins  to  perspire,  and  burn- 
ing as  a result  of  apposition  of  body  surfaces,  have 
been  negligible  in  our  series  of  cases.  Our  cabinet  is 
so  constructed  that  the  pulse  and  rectal  temperature 
may  be  easily  taken,  and  the  lavatory  needs  of  the 
patient  attended  to  through  sliding  panels. 

Fever  therapy  is  not  ideal  because  there  are  some 


strains  of  abnormally  resistant  gonococci,  and  be- 
cause a certain  number  of  patients  are  physically  or 
emotionally  unequipped  to  accept  it.  It  is  not  to  be 
considered  as  a replacement  of  local  treatment,  and 
until  recently  we  have  used  it  mainly  to  hasten  and 
expedite  cures  in  those  cases  which  have  not  satis- 
factorily responded  to  routine  treatment,  and  in 
those  which  for  business,  economic  or  family  rea- 
sons could  not  stand  the  strain  of  the  longer  period 
involved  in  routine  treatment.  Vascular  and  renal 
diseases,  severe  cardiac  weakness,  chronic  alcohol- 
ism, nervous  and  emotional  instability,  diabetes  and 
pulmonary  tuberculosis  have  been  quoted  as  dis- 
tinct contradictions.  A few  recent  references  in  lit- 
erature would  indicate  that  under  proper  care  and 
technic  a certain  proportion  of  these  can  be  over- 
come. Emphasis,  however,  should  be  laid  on  the 
point  that  not  all  patients  are  suitable  for  fever 
therapy,  and  we  do  not  feel  that  any  patient  who 
could  not  be  prepared  as  for  a major  surgical  opera- 
tion is  a fit  candidate  for  this  procedure.  Our  ob- 
servations have  fallen  true  to  previous  dictates,  that 
these  treatments  are  usually  better  tolerated  by 
men  than  by  women,  and  better  by  the  younger 
than  by  those  of  more  advanced  age.  Other  draw- 
backs are  that  the  treatment  is  difficult  on  the  pa- 
tient, is  comparatively  expensive,  and  entails  a 
considerable  amount  of  time  loss  from  work. 

Most  authors  writing  on  this  subject  have  point- 
ed out  that  this  procedure  is  one  to  be  administered 
in  the  hospital  alone,  but  circumstances  alter  cases, 
and  in  our  vicinity  we  know  of  no  fever  therapy 
apparatus  being  operated  in  a hospital  where  a 
doctor,  skilled  in  this  work,  is  within  immediate 
call  throughout  the  entire  treatment.  The  regula- 
tion of  the  whole  has  been  left  to  a trained  tech- 
nician and  to  a local  house  physician.  We  have 
felt,  therefore,  that  with  an  alternation  of  two 
nurses  whom  we  have  especially  trained  in  the  ad- 
ministration of  this  treatment,  and  with  the  pres- 
ence at  all  times  of  one  or  the  other  of  us  in  the 
office,  it  can  be  carried  out  just  as  safely  and  just 
as  satisfactorily  as  in  the  hospital.  All  accessory 
agencies  and  emergency  therapeutic  aids  have  been 
placed  in  the  fever  therapy  room  which  is  used  for 
this  purpose  alone.  By  this  we  do  not  mean,  how- 
ever, that  it  is  a matter  of  office  routine  where  the 
current  can  be  turned  on  and  the  patient  looked  at 
intermittently,  but  if  the  treatment  is  done  in  the 
office,  it  should  be  given  as  we  have  outlined  above, 
with  a trained  technician  in  constant  attendance, 
and  in  such  manner  as  is  comparable  to  the  way  in 
which  these  treatments  are  administered  in  the 
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larger  institutions  with  physical  therapy  depart- 
ments. 

The  preparation  of  the  patient  includes  a gen- 
eral examination;  fluids,  especially  milk,  and  car- 
bohydrates are  forced  on  the  previous  day,  and  one 
ascertains  for  a surety  that  no  drugs  of  the  bella- 
donna group  have  been  taken  for  several  days.  The 
patient  reports  without  breakfast,  and  after  the 
blood  pressure,  pulse  and  temperature  have  been 
taken,  is  introduced  into  the  previously  warmed 
cabinet.  Sedation  is  supplied  by  bromides  and  by 
luminal;  pantopon  is  used  whenever  necessary.  Ice 
is  applied  at  intervals  to  the  forehead,  and  air 
from  an  electric  fan  directed  almost  constantly  at 
the  patient’s  head.  During  the  treatments,  body 
fluids  lost  are  replaced  by  oral  administration  of 
two  to  five  liters  of  normal  saline  solution. 

Some  patients,  in  fact,  most  of  them,  tolerate 
the  procedure  very  w^ell.  Some  complain  of  head- 
ache, restlessness,  vomiting,  muscle  cramps,  abdom- 
inal pains,  etc.  Nausea  and  vomiting  occur  more 
often  in  women,  and  occasionally  necessitate  the  use 
of  intravenous  glucose  solution  (10  per  cent  dex- 
trose in  normal  saline  solution).  The  occasionally 
exhibited  tendency  tow^ard  tetany  can  usually  be 
controlled  by  the  injection  of  10  cc.  of  10  per  cent 
calcium  gluconate.  Herpetic  lesions  may  usually  be 
prevented  by  the  use  of  5 per  cent  ammoniated  mer- 
cury ointment  to  the  lips.  Air  hunger  and  cyanosis, 
which  may  be  present  in  varying  degrees,  can  be  re- 
lieved by  the  administration  of  carbogen.  Delirium 
is  apt  to  occur  to  a minor  degree,  but  has  not  both- 
ered e.xtensively.  The  most  serious  complication  is  in 
the  nature  of  heat  collapse,  and  may  occur  in  spite 
of  apparently  proper  management  of  treatment  in  a 
properly  indicated  patient.  It  is  usually  caused  by 
continuation  of  the  induction  current  to  the  point 
where  no  allowance  is  made  for  the  fever  which  the 
patient  will  produce  in  his  own  body,  and  here  is 
w'here  the  skill  of  the  technician  and  the  knowl- 
edge of  the  supervising  physician  are  of  paramount 
importance. 

Patients  who  develop  so-called  heat  collapse  go 
into  a general  coma.  There  may  be  certain  muscular 
twitchings,  even  convulsions;  cyanosis  develops, 
and  the  immediate  prognosis  appears  critical. 
Treatment  should  be  immediately  discontinued,  and 
sodium  caffeine  benzoate,  carbogen  and  intravenous 
glucose  are  immediately  called  for.  No  adrenalin 
should  be  used.  This  is  important  because  adren- 
alin tends  to  contract  the  capillaries,  and  this 
should  not  occur.  Fatalities  may  occur,  but  in  col- 
lected statistics  of  approximately  5,000  cases,  these 


have  averaged  only  six-tenths  of  one  per  cent.  In 
general,  one  may  add  that,  beside  taking  care  that 
the  temperature  does  not  rise  above  safe  physio- 
logic limits,  serious  consequences  may  usually  be 
avoided  by  discontinuing  treatment,  should  the 
systolic  pressure  fall  below  80,  the  pulse  pressure 
below  20,  and  the  pulse  rate  be  continued  for  more 
than  30  minutes  at  a rate  of  160  or  above. 

Hyperpyrexia  is  continued  usually  over  a period 
of  five  to  six  hours,  taking  about  one  and  one-half 
to  two  hours  for  raising  the  temperature  to  thera- 
peutic level,  and  about  one  hour  for  it  to  reduce 
to  an  approximate  normal,  so  that  the  whole  com- 
bined treatment  extends  over  an  eight  or  nine  hour 
period.  While  most  authorities  would  indicate  that 
a fever  level  of  106.5°  is  most  appropriate  for  treat- 
ment in  cases  of  gonorrhea,  we  have  been  content 
to  maintain  a level  of  one-half  to  one  degree  lower 
than  this,  and  we  feel  that  our  results  have  not 
been  vitiated  to  any  extent  by  this  change  in  tech- 
nic. 

From  the  literature  we  would  anticipate,  in  a 
properly  prepared  patient  and  with  correct  tech- 
nic, that  a temperature  between  106°  and  107°  for 
a duration  of  five  to  six  hours,  with  an  average  of 
four  to  six  treatments  at  an  interval  of  about  every 
third  day,  would  let  us  anticipate  80  per  cent  of 
cures.  In  gonorrheal  arthritis,  where  it  is  the  most 
effective  therapy  known,  we  may  look  for  70  per 
cent  cures,  10  per  cent  improvements,  and  20  per 
cent  on  w'hom  the  procedure  is  unsuccessful. 

It  has  been  pointed  out  that  of  the  patients 
starting  on  fever  therapy,  about  40  per  cent  do 
not  continue  through  to  a complete  treatment,  10 
per  cent  on  account  of  reactions  which  justify  with- 
drawing the  patient  from  this  therapy,  tfnd  an  addi- 
tional 30  per  cent  who  do  not  have  the  intestinal 
fortitude  to  carry  it  out. 

Our  personal  statistics  include  four  cases  of  gon- 
orrheal arthritis,  three  of  whom  were  given  six 
treatments  each,  and  one  of  whom  received  only 
two  treatments.  These  were  all  males,  and  cures 
resulted  in  each  case.  Further  fever  therapy  for 
specific  urethritis  included  eight  males,  three  acute 
and  five  chronic,  and  two  females,  one  acute  and 
one  chronic.  An  average  of  four  and  four-tenths 
treatments  were  given,  and  with  the  men,  there 
were  six  cures  and  two  improvements.  Of  those 
cured,  three  were  acute  and  three  chronic.  .At  the 
end  of  six  treatments,  both  women,  while  improved 
in  a general  way,  still  showed  positive  slides.  For 
gonorrhea  itself,  then,  our  percentage  of  cures  by 
this  agency  can  be  rated  at  60  per  cent. 
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Undoubtedly  we  would  have  continued  further 
work  along  these  lines,  particularly  in  the  cases 
not  amenable  to  ordinary  treatment,  but  a further 
discovery  of  the  value  of  the  combination  of  drug 
therapy  with  fever  therapy  induced  us  to  switch 
future  cases  to  this  combined  method,  on  whom 
we  might  have  used  fever  therapy  alone.  You  will 
note  that  we  reported  four  failures  with  fever 
therapy.  We  are  happy  to  say  that  by  a combina- 
tion of  this  therapy  with  chemical  therapy  these 
remaining  four  cases  were  promptly  cured.  We  shall 
refer  to  this  later  under  the  heading  of  the  com- 
bined use  of  sulfanilamide  and  fever  therapy. 

The  second  phase  of  our  subject  matter  deals 
with  a further  quest  for  a specific  in  the  treatment 
of  gonorrhea.  While  for  this  purpose  artificial  fever 
therapy  has  been  used  over  a period  of  years,  the 
use  of  sulfanilamide  has  been  recognized  only  in 
the  past  few  months.  The  first  report  in  the  litera- 
ture of  the  use  of  sulfanilamide  in  the  treatment  of 
gonorrhea  was  in  May  of  this  year,  and  the  use  of 
the  drug  for  this  purpose  has  spread  like  wildfire 
over  the  entire  country.  It  must  be  said  for  it  that 
its  action  is  rapid,  its  administration  by  oral  tab- 
lets quite  simple,  the  cost  is  low,  and  in  addition, 
it  is  effective  against  the  secondary  invaders  which 
follow  in  the  wake  of  the  gonococci  in  the  urinary 
tract.  It  works  well  in  either  an  acid  or  an  alkaline 
medium,  though  better  in  the  latter.  The  contrain- 
dications come  in  the  form  of  reactions  to  and  in- 
tolerance of  this  drug  which  we  will  mention  more 
in  detail  later. 

Its  action  is  not  well  understood,  but  the  preva- 
lent belief,  as  we  read  from  recent  literature,  would 
seem  to  be  that  sulfanilamide  asserts  its  action  on 
the  organisms  rather  than  on  the  leukocytes,  and 
that  it  in  some  way  alters  the  metabolism  of  the 
bacteria,  rendering  them  more  susceptible  to  phago- 
cytosis, but  does  not  in  itself  have  a direct  bac- 
tericidal action.  Others  have  stated  that  sulfanila- 
mide neutralizes  the  bacterial  toxins  and  activates 
the  reticuloendothelial  system,  thus  permitting  the 
body  to  overwhelm  the  invaders  by  means  of  such 
activity.  The  drug  is  absorbed  from  the  gastroin- 
testinal tract  in  a period  of  about  four  hours,  and 
it  may  be  found  in  different  degrees  in  practically 
all  of  the  body  fluids.  It  is  finally  excreted  almost 
entirely  in  the  urine,  particularly  after  the  point 
of  body  saturation  has  been  reached. 

To  digress  for  a moment,  we  wish  to  call  your 
attention  to  its  action  on  the  prostate  gland.  In 
inflammations  of  this  organ,  either  gonococcal  or 
nonspecific,  it  is  apt  to  produce  immediate  bene- 


ficial results,  but  these  results  should  be  followed 
up  with  local  treatments,  as  the  benefit  here,  par- 
ticularly in  the  nonspecific  cases,  does  not  seem 
to  be  lasting,  and  may  disappear  when  the  drug 
is  discontinued  or  after  it  apparently  has  lost  its 
early  beneficial  effect.  Also,  it  usually  has  a favor- 
able influence  on  cases  of  epididymitis. 

In  the  acute  cases  the  drug  is  prescribed  in  20 
grain  doses,  four  times  daily  for  two  days,  then  15 
grains,  four  times  daily  for  three  days,  then  10 
grains,  four  times  daily,  for  a week  or  more.  A 
slight  reduction  in  dosage  is  indicated  for  women. 
It  is  prescribed  in  each  instance  with  an  equal 
amount  of  sodium  bicarbonate.  Our  knowledge  at 
present  would  indicate  that  this  is  the  only  drug 
that  we  are  sure  of  its  being  compatible  with,  and 
since  many  of  the  more  severe  reactions  observed 
have  come  with  the  administration  of  saline  cathar- 
tics or  of  coal  tar  products,  we  feel  that  the  con- 
comitant use  of  these  drugs  should  be  prevented. 
Since  retention  of  the  drug  in  the  blood  occurs 
in  cases  with  renal  impairment,  it  should  not  be 
prescribed  here. 

Marshall  has  devised  a very  satisfactory  method 
for  determining  the  concentration  of  the  drug  in 
blood,  urine,  or  other  body  fluids,  and  while  we  do 
not  resort  to  this  in  the  usual  case,  yet  when  doubt- 
ful, one  should  check  according  to  his  methods.  He 
states  that  a blood  level  of  15  to  20  mg.  is  dan- 
gerous, and  that  in  ordinary  treatment,  the  aver- 
age blood  level  should  be  about  10  mg.  to  100  cc. 
of  blood. 

So  far  we  have  spoken  principally  of  the  things 
that  this  drug  would  seem  to  be  able  to  do  for  us. 
But  there  is  a counterbalance,  by  measure  of  the 
reactions,  which  we  obtain  from  its  use.  Lassitude 
and  slight  dizziness  are  quite  common,  and  marked 
bodily  weakness  may  develop.  Unless  sodium  bi- 
carbonate is  administered  in  conjunction  with  sul- 
fanilamide, there  is  usually  a lowering  of  the  car- 
bon dioxide  combining  power  of  the  blood,  although 
clinical  acidosis  is  not  common.  Cyanosis  in  varying 
degree  may  develop,  but  is  not  always  a contrain- 
dication to  the  continuance  of  treatment  in  the  well 
supervised  patient.  A few  cases  of  methemoglo- 
binemia and  sulphemoglobinemia  have  been  re- 
ported. The  use  of  oxygen  in  the  former  is  usually 
satisfactory,  but  with  the  latter  blood  transfusion 
may  be  necessary.  There  have  been  reported  also 
cases  of  optic  neuritis,  skin  eruptions,  depression  of 
liver  function  and  a few  cases  of  acute  hemolytic 
anemia.  It  goes  without  saying  that  a drug  which 
can  produce  by-reactions  so  complicated  and  sc 
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severe  as  these,  must  be  used  only  when  the  patient 
is  under  constant  observation,  and  it  goes  further 
without  saying  that  on  the  development  of  any 
marked  degree  of  such  reactions  the  use  of  the 
drug  should  be  stopped.  A stoppage  of  the  drug 
and  marked  forcing  of  fluids  for  a few  hours  is 
usually  efficacious  in  ridding  the  patient  of  minor 
complications. 

Before  presenting  an  analysis  of  the  results  which 
we  have  recently  encountered  in  the  literature,  we 
should  speak  of  our  criterion  of  cure,  which  is  the 
same  for  all  cases  regardless  of  therapy  used.  The 
three  glass  test  must  show  clear  urine  throughout. 
•Any  possible  slight  shreds  in  the  first  glass  must  be 
absolutely  free  of  bacteria.  There  must,  of  course, 
be  an  entire  elimination  of  the  discharge.  The 
prostatic  secretion  may  still  contain  a few  pus  cells, 
but  careful  smears  must  show  entire  absence  of 
gonococci.  In  the  female,  there  must  be  no  dis- 
charge, slides  must  be  negative,  the  cervix  must 
show  no  active  erosion,  and  there  must  be  no  ten- 
derness nor  induration  in  the  region  of  the  tubes. 

Dees  and  Colston,  in  forty-seven  cases,  stated 
that  in  thirty-six  the  urethral  discharge  disappeared 
in  less  than  five  days.  In  five  cases  there  was  clini- 
cal improvement,  but  the  organisms  were  still  pres- 
ent. In  three  cases  there  was  no  response.  Three 
cases  recurred  after  apparent  cure,  but  of  these 
two  w'ere  subsequently  cured  by  a resumption  of 
the  drug.  This  gives  us  a total  of  76.6  per  cent 
cures. 

Reuter  reported  90  per  cent  of  cures  in  five  days 
time.  His  series  comprised  an  even  100  cases.  Her- 
rold,  in  reporting  on  thirty  cases,  listed  cures  in 
50  per  cent.  His  time  element  ranged  from  one  to 
three  weeks.  Potter,  in  a paper  to  be  published 
soon,  collected  from  his  own  practice  and  from  the 
records  of  several  colleagues,  221  cases,  and  in 
these,  in  w'hich  complications  of  gonorrhea  were 
included,  there  was  a 30  per  cent  cure  and  a 42 
per  cent  marked  improvement.  Potter’s  personal 
cases  showed  a higher  percentage  of  cures  than  his 
collected  ones. 

Since  our  cases  are  all  taken  from  private  prac- 
tice, it  has  not  been  expedient  that  we  use  this 
drug  alone  in  every  instance,  but  we  are  able  to 
report  thirty-five  cases  of  acute  or  chronic  gonor- 
rhea, slightly  more  of  the  former  than  of  the  latter, 
in  which,  with  the  use  of  this  drug  alone,  a cure 
has  been  accomplished  in  twelve  cases.  In  six  others 
there  was  a marked  improvement,  but  the  organisms 
could  still  be  found,  and  in  twelve  further  cases  no 
beneficial  results  could  be  observed  by  the  end  of 


two  weeks’  time.  Five  further  cases,  on  account  of 
severe  reactions,  were  unable  to  continue  with  the 
drug,  making  our  group  of  unimproved  cases  total 
seventeen.  Our  personal  statistics,  therefore,  reveal 
34  per  cent  cures,  17  per  cent  improved,  and  49 
per  cent  on  whom  satisfactory  results  could  not  be 
obtained.  In  a few  of  these  cases  local  treatment 
was  used,  but  to  such  slight  extent  that  it  would 
have  been  entirely  ineffective  on  the  ordinary  case 
of  gonorrhea. 

In  addition,  we  have  treated  twenty-one  other 
cases  from  the  beginning  by  a combination  of  the 
use  of  sulfanilamide  and  local  treatment.  These 
were  almost  evenly  divided  between  acute  and 
chronic.  We  felt  that  in  sixteen  cases,  the  use  of  the 
drug  was  of  marked  benefit  in  reducing  the  time 
period  and  in  helping  to  avoid  complications.  In 
this  group,  at  the  end  of  three  weeks’  time,  there 
were  eleven  cures,  seven  improvements,  and  one 
case  apparently  not  benefited,  giving  us  a percent- 
age of  47.6  per  cent  cures  within  this  period  of  time. 
Two  cases  were  not  able  to  tolerate  the  drug,  and 
in  a few  others,  the  usual  dosage  had  to  be  reduced. 

Our  opinion  on  the  use  of  sulfanilamide,  then, 
is  that  it  apparently  of  itself  will  eliminate  the 
gonococci  in  about  one-third  of  the  cases;  that  in 
combination  with  local  therapy  it  will  be  of  con- 
siderable value  in  another  group,  but  there  will 
still  be  a large  percentage  of  cases  in  whom  the 
drug  cannot  be  tolerated,  or  if  it  can,  it  does  not 
seem  to  be  of  benefit.  It  is  certain  that  it  is  a drug 
which  should  be  administered  only  under  the  guid- 
ance of  a physician,  and  the  patient  should  be  seen 
daily  in  order  to  guard  against  the  development 
of  reactions,  and  if  one  is  to  use  massive  doses, 
hospitalization  may  be  indicated.  It  fs  certainly  not 
a drug  to  be  indiscriminately  prescribed,  nor  sold 
without  prescription  over  the  drug  store  counter. 

The  last  portion  of  our  paper  draws  attention  to 
the  combined  use  of  sulfanilamide  and  fever  ther- 
apy. Our  attention  was  directed  to  this  manner  of 
treatment  some  four  or  five  months  ago,  previous 
to  the  publication  of  a very  recent  article  by  Bal- 
linger, Elder  and  McDonald  on  this  subject.  If 
you  will  recall  from  the  early  part  of  this  paper, 
we  had  four  cases  which  did  not  respond  to  fever 
therapy.  Two  of  these  were  husband  and  wife,  and 
at  the  end  of  six  treatments  of  satisfactory  degree, 
.specific  organisms  w'ere  still  present  in  both.  We 
decided  then  to  try  sulfanilamide,  and  were  sur- 
prised to  find  that  in  the  wife  organisms  had  dis- 
appeared within  a period  of  a week.  The  husband 
was  started  on  the  drug,  and  since  he  seemed  to 
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tolerate  it  well  for  a few  days,  was  allowed  to  con- 
tinue it  while  away  on  a business  trip.  He  returned 
at  the  end  of  three  weeks  apparently  entirely  cured. 
Numerous  observations  since  that  time  have  failed 
to  reveal  any  recurrence.  This  prompted  us  to  use 
sulfanilamide  in  the  other  two  cases  who  were  under 
fever  therapy  but  who  were  not  responding  satis- 
factorily up  to  that  time,  and  under  the  combina- 
tion therapy  cures  were  established  within  a few 
days. 

Since  that  time,  there  have  been  twelve  cases  in 
whom  the  combined  treatment  has  been  used,  and 
in  each  and  every  one  of  these,  within  a period  of 
ten  days  a cure  has  been  established.  Sulfanila- 
mide is  given  first  for  two  days  as  we  have  pre- 
scribed for  those  cases  not  taking  concurrent  fever 
therapy,  and  on  the  third  day  fever  treatments  are 
started  and  are  continued  on  alternating  days  until 
three  have  been  given.  The  fever  has  been  allowed 
to  run  about  a degree  lower  than  the  usual.  Sul- 
fanilamide is  continued  to  the  tenth  day,  and  in  a 
number  of  cases,  to  make  more  sure  of  success,  we 
have  continued  the  drug  in  diminished  dosage  for 
a further  two  weeks  period.  None  of  these  cases 
has  had  to  discontinue  treatment  by  reason  of  in- 
tolerance to  the  drug  or  to  fever  therapy.  With 
the  same  criteria  for  cure  that  we  have  used  for 
other  forms  of  therapy,  we  present,  therefore, 
twelve  consecutive  cases  of  gonorrhea  treated  by  a 
predetermined  combination  of  the  use  of  sulfanila- 
mide and  fever  therapy,  in  all  of  whom  cure  has 
resulted  within  a period  of  ten  days  time.  We  have 
been  able  to  follow  eleven  of  these  cases,  in  none 
of  whom  has  there  been  any  sign  of  recurrence. 
The  one  case  lost  track  of  when  last  seen  was  free 
of  the  disease. 

CONCLUSION  AND  SUMMARY 

1.  Fever  therapy  in  those  who  can  tolerate  it 
is  of  definite  aid  in  the  treatment  of  gonorrhea, 
especially  in  cases  resistant  to  the  more  usual 
therapy. 

2.  Sulfanilamide  is  not  an  absolute  specific,  but 
will  of  itself  alone  apparently  cure  about  one-third 
of  our  cases  of  gonorrhea,  and  in  another  one-third 
produces  a marked  improvement.  On  account  of 
the  type  and  severity  of  reactions  produced,  it 
should  be  prescribed  with  the  greatest  of  care.  In 
a certain  percentage  of  cases  it  cannot  be  tolerated. 

3.  We  do  not  see  any  reason  for  the  discontin- 
uance of  ordinary  local  therapy  when  a patient  is 
under  either  fever  therapy  or  sulfanilamide  treat- 
ment, and  we  believe  that  better  and  quicker 
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results  can  be  obtained  by  the  aid  of  this  additional 
local  therapy. 

4.  For  those  cases  not  improving  under  other 
measures,  and  for  those  where  prompt  and  effective 
treatment  is  most  expedient,  we  advocate  the  use 
of  the  dual  treatment  of  sulfanilamide  and  fever 
therapy,  and,  finally,  while  we  realize  that  our  group 
of  cases  treated  in  this  manner  is  so  small  that  we 
cannot  claim  for  it  specificity,  yet  we  wish  to  pre- 
sent for  your  careful  consideration  a series  of 
twelve  consecutive  cases  in  which  the  combined  use 
of  sulfanilamide  and  artificial  fever  has  brought 
success  within  an  astoundingly  short  period  of  time. 
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TECHNIC  AND  DANGERS  OF  SHORT  WAVE 
RADIATHERMY* 

Arthur  C.  Jones,  M.D. 

PORTLAND,  ORE. 

Short  wave  radiathermy  has  become  an  impor- 
tant part  of  general  practice  today.  It  is  a method 
of  heating  tissues  which  is  worthy  of  careful  study, 
and  it  is  undoubtedly  here  to  stay  in  one  form  or 
another.  A multitude  of  patients  are  being  exposed 
to  the  energy  from  various  short  wave  apparatus  by 
a remarkably  varied  group  of  technicians,  nurses, 
helpers  and  laymen  every  day.  Physicians  have  just 
as  varied  an  understanding  of  the  indications,  dan- 
gers and  technics,  and  are  often  unfamiliar  with  the 
energy  which  they  are  prescribing.  The  results  of 
this  condition  of  affairs  are  sometimes  surprisingly 
satisfactory,  often  indifferent  and  occasionally 
harmful.  Observation  of  certain  rules  is  insurance 
against  embarrassing  or  costly  mistakes  in  the  use 
of  short  wave  therapy,  and  it  is  in  the  hope  that 
more  of  these  unhappy  results  may  be  avoided  that 
this  review  is  presented. 

The  outstanding  advantage  of  employing  high 
frequency  electric  fields  in  the  short  wave  range  is 
that  quite  uniform  heating  of  tissues  is  possible 
deep  within  the  body.  All  the  physiologic  effects 
of  heat  are  thus  elicited  easily  and  with  comfort 
to  the  patient,  by  means  of  comparatively  simple 
technic.  Blood  vessels  are  dilated,  local  metabolism 
is  stimulated,  cellular  activity  is  increased,  and  the 
histiocytes  and  other  phagocytic  units  enter  the 
treated  area  in  larger  numbers.  Heat  has  a directly 
soothing  effect  on  nerve  tissue  and  a relaxant  effect 
on  contractile  tissues,  which  effects  combine  to  re- 
lieve pain,  while  increased  blood  volume  flow,  phag- 
ocytosis and  improved  oxidation  within  a part  tend 
toward  resolution  of  inflammation. 

Technic  is  of  the  first  importance  in  securing 
these  desirable  effects  with  high  frequency  fields. 
Two  methods  of  application  are  in  general  use,  the 
induction  or  coil  method  and  the  capacity  or  plate 
technic.  The  induction  technic  employs  a heavily 
insulated  coil  or  solenoid  of  wire  (cable),  activated 
by  a tube  source  of  electric  energy  of  a frequency 
corresponding  to  wave  lengths  which  vary  from 
24.5  to  about  IS  meters.  The  capacit}'^  technic  is 
through  plates  insulated  with  various  materials, 
usually  rubber,  which  are  placed  on  opposite  sides 
of  the  part  treated  or  in  some  similar  relation  to  the 
body.  A variant  use  of  this  energy  is  by  means  of 
cuffs  which  are  wrapped  around  an  extremity  at 
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some  distance  apart,  and  thus  combine  inductive 
and  capacity  effects,  with  excellent  heating  of  the 
part  between  the  cuffs.  Machines  of  capacity  type 
vary  from  25  down  to  6 meters  in  wave  length. 
Numerous  tests  with  different  apparatus  submitted 
to  the  Council  on  Physical  Therapy  may  be  found 
in  numerous  issues  of  the  Journal  of  the  AM. A.,  in 
which  reports  on  temperatures  obtained  in  deep 
tissues  by  these  various  means  of  application  are 
reported.  You  are  referred  to  these  reports  of  the 
Council  for  descriptions  of  specific  apparatus. 

Rules  for  technic  of  induction  cables  are  laid 
down  by  Merriman,  Holmquest  and  Osborne.^'- ^ 
Clothing  must  be  removed,  and  some  absorbent, 
such  as  bath  toweling,  celucotton  or  similar  mate- 
rial, is  interposed  between  the  cable  and  the  skin. 
It  is  most  important  to  avoid  any  contact  between 
bare  tissues  and  the  insulated  cable,  as  heat  damage 
may  occur  at  such  points  of  contact.  Clock  spring 
coils  are  adequate  to  supply  heat  to  chest  or  abdo- 
men, or  a double  coil  is  sometimes  used  with  one 
segment  over  the  suprabubic  region  and  the  other 
beneath  the  glutei. 

Our  experience  has  been  in  favor  of  using  the 
induction  cable  only  over  the  patient  or  at  the  side, 
since  there  is  apt  to  be  an  accumulation  of  mois- 
ture beneath  the  body,  the  insulation  of  the  cable 
itself  may  heat  up,  and  heat  is  prone  to  increase 
beyond  tolerance  when  the  patient  is  lying  on  the 
cable.  This  is  not  an  objection,  if  the  coil  is  sus- 
pended beneath  a nonconductive  table  or  canvas. 
Coil  mattresses  and  springs  vitiate  efficiency  of  in- 
ductothermy because  they  cause  great  heat  losses 
through  absorption  of  energy,  and  the  electric  ef- 
fect is  apt  to  concentrate  this  lost  energy  to  the 
point  of  igniting  the  padding  of  the  mattress.  When 
the  apparatus  must  be  used  in  cases  in  which  the 
patient  cannot  be  moved  to  a nonconducting  table 
and  there  is  a metal  bed  frame,  pillows  may  be  used 
to  support  the  lead  cables  as  far  from  the  metal  as 
possible.  Variations  of  the  coil  technic  include  the 
helix  about  extremities,  a hairpin  arrangement  of 
the  cable  along  each  side  of  a limb,  or  other  single 
or  double  loops  as  required.  Dosage  is  governed  by 
the  patient’s  tolerance. 

The  same  general  rules  obtain  in  regard  to  plate 
technic,  and  the  use  of  cuffs.  Absorbents  which  are 
dry  or  an  air  gap  should  intervene  between  plates 
and  patient.  The  thickness  of  these  absorbents 
(felt,  towels,  cotton  or  cellucotton)  will  vary  with 

1.  Merriman,  J.  R.,  Holmquist,  H.  J.  and  Osborne,  S.  L. : 
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Physiotherapy  Rev.  14:107-110,  July-Aug.,  1934. 
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different  apparatus.  In  theory,  the  greater  heat  will 
be  secured  at  depths  in  the  body,  if  the  plates  are 
removed  from  the  skin  from  one  to  three  inches, 
depending  on  the  wave  length,  wattage  and  other 
physical  factors.  Schliephake^  favors  the  use  of 
short  wave  length,  long  distances  of  separation  of 
electrodes  and  great  field  intensities.  Bierman^ 
states  that  the  condenser  plates  should  be  held  at 
a distance  of  about  one-half  to  one  inch  away  from 
the  area  treated,  and  adds  that  care  should  be 
taken  to  exclude  all  metallic  objects  from  the  field. 
Cords  must  not  lie  against  the  skin,  but  should 
be  supported  in  such  a way  that  they  are  farther 
removed  from  the  tissues  than  the  plates  them- 
selves. Pillows  or  folded  towels  will  suffice  for  this 
support.  Because  of  the  tendency  of  high  frequency 
fields  to  concentrate  at  prominent  points  of  the 
body,  it  is  necessary  to  pad  at  the  sides  of  the 
nose  with  nonconductive  material,  to  cover  the 
forehead  well,  or  to  use  specially  moulded  elec- 
trodes for  face,  nose  and  ears,  if  tissue  damage  is 
to  be  avoided.  Knees  and  ankles  should  be  sep- 
arated by  absorbents  when  both  joints  are  being 
treated  at  one  time,  as  otherwise  the  current  will 
concentrate  at  the  points  where  the  skin  surfaces 
meet.  Orificial  electrodes  require  special  care  in  ap- 
plication, and  are  not  in  general  use,  though  it  is 
recognized  that  high  temperatures  (107.5  av.)  may 
be  secured  by  their  use.® 

The  dosage  is  rather  crudely  regulated  by  care- 
ful questioning  of  the  patient  as  to  his  sensation 
of  heat,  and  the  intensity  must  be  kept  well  within 
the  limits  of  heat  tolerance.  Kovacs®  states  that 
short  wave  is  a simpler  and  safer  method  than  dia- 
thermy, but  expresses  doubt  that  it  will  entirely 
displace  the  latter. 

The  dangers  of  short  wave  therapy  are  not  nu- 
merous, though  it  is  preposterous,  as  Kovacs  states, 
to  claim  that  burns  cannot  be  caused  by  this 
method.  There  is  danger  of  concentration  of  en- 
ergy in  excessive  perspiration  under  electrodes  or  in 
depressions,  such  as  may  occur  along  the  sternum. 
Moisture,  such  as  urine,  may  quickly  concentrate 
the  energy  of  a capacity  or  induction  field  to  the 
point  of  tissue  injury.  Anematized  areas  or  tissues 
which  have  undergone  trophic  changes  from  any 

3.  Schliephake,  E. : Development  of  Short  Wave  Therapy, 
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schild,  M. : Temperature  Elevations  during  Pelvic  Short  or 
Ultrashort  Wave  Treatment.  Arch. Phys.  Therapy.  X-ray 
& Rad.  17:422-432.  July,  1936. 
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cause  are  more  susceptible  to  injury  because  they 
have  lost  the  protection  which  an  adequate  vascular 
bed  gives  them.  This  is  even  more  true  of  anes- 
thetic areas  due  to  nerve  lesions,  since  there  is 
trophic  change  as  well  as  lack  of  any  sensation  of 
heat  or  discomfort,  which  is  so  important  in  regu- 
lating dosage.  Prolonged  application  to  the  cran- 
ium at  high  intensity  has  been  shown  to  cause 
brain  injury,  so  it  is  advisable  to  avoid  this  region 
by  applying  electrodes  in  such  a way  as  to  keep 
the  field  strength  low  inside  the  calvarium.  This  is 
accomplished  by  placing  the  plates  low,  below  the 
level  of  the  base  of  the  skull. 

Apparatus  should  be  studied,  tested  and  kept  in 
balance,  with  the  dosage  rather  low.  Weissenberg" 
advocates  a very  low  intensity,  following  Liebesny 
of  Vienna,  and  both  claim  definite  objective  and 
physiologic  changes  in  large  series  of  cases  and  in 
experimental  subjects  with  field  intensities  which 
hardly  produce  any  measurable  heat  at  all.  The  fact 
that  this  work  has  been  done  in  a most  reputable 
clinic  speaks  for  an  unprejudiced  attitude  on  our 
part  toward  a method  of  therapy  which  has  a re- 
markable potentiality,  and  which  is  as  yet  only 
partly  understood.  Surely,  so  p>otent  an  agency  de- 
serves and  demands  the  closest  attention  on  the 
part  of  physician  and  assistant  alike.  It  has  been 
demonstrated  amply  that  such  attention  is  repaid 
by  improved  clinical  results,  a saving  in  morbidity 
in  many  cases,  and  remarkable  relief  of  pain  in 
conditions  for  which  our  profession  has  very  little 
else  to  offer. 

EPILEPSY  OF  ALLERGIC  ORIGLN* 
Norman  W.  Clein,  M.D. 

SEATTLE,  WASH. 

The  mystery  of  epilepsy  has  attracted  the  in- 
terest of  physicians  for  centuries.  Until  recently 
there  has  been  very  little  progress  either  in  the  dis- 
covery of  the  cause  or  in  the  successful  treatment 
of  this  ailment.  From  time  to  time  various  authors 
have  propounded  theories  which  have  not  been  ten- 
able, and  cures  which  could  not  be  duplicated  by 
others  on  similar  cases. 

If  it  were  possible  to  prove  clinically  that  cer- 
tain etiologic  agents  were  common  factors  in  an 
appreciable  percentage  of  epileptics,  real  progress 
would  be  made.  There  have  been  a few  publications 
in  recent  years  indicative  of  such  a trend.  The  in- 

7.  Weissenberg,  E. : Physiologic  Effects  of  Low  Inten- 
sity Short  Wave  Radiation.  Arch.  Phys.  Therapy,  X-ray 
& Rad.  18:551-560,  Sept.,  1937. 
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gestion  of  foods  and  the  inhalation  of  air-borne 
substances  have  been  definitely  linked  as  one  of 
the  inciting  causes  of  epilepsy. 

The  close  relation  between  certain  cases  of  grand 
and  petit  mal  epilepsy  and  allergy  has  been  sug- 
gested, studied  and  verified  by  observers  recently. 
Many  cases  are  probably  amenable  to  this  form 
of  treatment  once  the  association  is  recognized. 

In  1904,  Spratling,’^^  in  a discussion  on  the  etiol- 
ogy of  epilepsy,  stated,  “the  individual  suscepti- 
bility to  certain  foods  should  not  be  overlooked  as 
a factor  in  causing  epilepsy.”  Osler,^  in  1915,  men- 
tioned the  similarity  of  migraine  and  epilepsy,  sug- 
gesting that  certain  types  of  epilepsy  resulted  as  a 
continuation  of  the  pathologic  process  causing  some 
migraine  headaches.  This  association  has  been  def- 
initely proven  by  the  fact  that  the  allergic  treat- 
ment of  migraine  is  firmly  established  at  present. 
Six  years  later,  Wechsler^  reiterated  this  belief  in 
his  monograph  on  the  treatment  of  epilepsy.  In 
fifty-eight  of  his  cases  he  expressed  a firm  con- 
viction that  certain  foodstuffs  bear  a special  rela- 
tion to  some  types  of  epilepsy,  but  he  was  unable 
to  prove  his  belief. 

Thompson,^  discussing  convulsions  in  infants,  be- 
lieved that  in  two  hundred  cases  which  he  studied 
the  process  of  anaphylaxis  was  related  to  the 
poisoning  from  common  foodstuffs.  It  is  not  un- 
common in  the  average  pediatric  practice  to  see 
cases  of  convulsions  brought  on  by  specific  foods. 
I have  observed  three  cases  in  infants  under  six 
months  of  age  where  this  occurred.  One  baby  had  a 
generalized  convulsion  from  tomato  juice,  another 
from  egg  and  the  third  from  the  ingestion  of  spin- 
ach. This  observation  was  noted  by  the  mothers 
when  convulsions  recurred  after  again  feeding  these 
foods. 

The  first  definite  report  of  successful  treatment 
was  made  by  Ward,  in  1922,  who  reported  two  cases 
of  grand  mal  with  relief  by  elimination  of  certain 
foods  from  the  diet.  Several  years  later,  McReady 
and  Ray®  cited  seven  cases  in  which  epilepsy  was 
related  to  protein  sensitization.  Their  cases  were 
skin  tested.  They  did  not  discuss  the  results  of 
treatment  of  this  group. 

The  first  complete  study  of  epilepsy  in  which 
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the  patients  were  skin  tested  was  published  by 
Howell.®  He  reported  fourteen  cases  of  epilepsy 
who  gave  positive  food  reactions  and  were  relieved 
by  eliminating  the  offending  reactors.  He  stated  the 
fits  recurred  on  eating  certain  foods.  Walles  and 
Nichols"  of  London,  in  1923,  rejxirted  a study  of 
one  hundred  twenty-two  cases,  many  of  whom  were 
relieved  by  avoiding  foods  to  which  they  were  sen- 
sitive. 

Of  great  interest  is  the  work  of  Ward  and  Patter- 
son® ten  years  ago.  They  made  an  allergic  study 
of  one  thousand  epileptics.  Fifty-six  per  cent  were 
sensitive  as  shown  by  the  skin  tests.  A control  group 
of  nonepileptics  revealed  only  8 per  cent  sensitive. 
This  intensive  study  was  highly  suggestive  of  the 
etiology  in  some  of  the  patients. 

Rowe,®  in  1927,  also  reported  two  cases  of  allergic 
epilepsy.  One  was  associated  with  asthma,  the 
other  with  horse  hair  sensitivity.  Both  cases  were 
relieved  by  desensitization  and  diet.  These  were  the 
first  described  in  which  treatment  included  diet, plus 
desensitization  to  inhalants.  WaldbotP®  and  Levine^^ 
each  reported  a case  of  epileptic  convulsions  re- 
lieved by  allergic  management. 

A comprehensive  article  by  Spangler^-  concluded 
that  “certain  experimental,  immunologic,  hereditary, 
biochemic,  clinical  and  therapeutic  factors  support 
the  theory  that  epilepsy  is  a response  to  an  allergic 
metabolic  disturbance.”  He  obtained  good  results 
in  his  allergic  cases  with  nonspecific  desensitization. 
Crotalin,  a venom  protein  solution,  was  used. 

An  excellent  theory,  which  sounds  very  plausible 
in  view  of  the  above  reports,  is  that  of  Clarke,^® 
published  in  1934.  He  believes  that  acute  allergic 
edema  is  the  cause  of  migraine  and  epilepsy.  The 
pathology  of  both  conditions  is  similar,  i.  e.,  cere- 
bral edema.  The  symptoms  of  headache,  dizziness 
and  vomiting  are  the  same,  only  the  convulsions 
differ.  He  reported  two  cases,  thoroughly  studied 
from  an  allergic  viewpoint,  with  complete  relief  of 
convulsions.  Recently  Foreman^^  reported  ten  cases 
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of  idiopathic  epilepsy  relieved  by  elimination  of 
foods  which  produced  positive  test  reactions. 

In  the  past  year  the  author  has  successfully 
treated  six  cases,  three  of  grand  mal  and  three  of 
petit  mal  epilepsy.  These  have  been  entirely  or 
greatly  relieved  by  treatment  on  the  basis  of  an 
allergic  etiology.  The  following  two  case  reports 
will  illustrate  the  type  of  patients  which  may  be 
amenable  to  this  form  of  treatment: 

Case  I.  Male,  D.  M.,  4 years  10  months  of  age,  when 
first  seen  on  June  11,  1936. 

The  father  has  had  “chronic  sinus  trouble”  for  many 
years.  A nose  operation  aggravated  the  condition.  This  is 
probably  an  allergic  rhinitis.  One  sister,  eighteen  years  old, 
has  seasonal  and  perennial  hay  fever  and  epilepsy.  A sister 
nineteen  years  old  and  the  mother  are  well. 

The  past  history  revealed  frequent  colds,  with  a per- 
sistent, watery  nasal  discharge.  The  mother  stated  the 
patient’s  nose  was  always  “stuffy”  in  the  morning,  improv- 
ing toward  noon.  He  has  had  wheezing  spells  which  were 
undoubtedly  asthmatic,  occurring  with  each  cold,  or  with 
much  exertion.  Dust  of  any  type  causes  him  to  sneeze  and 
his  eyes  to  water  a great  deal.  Eating  fish  always  caused  a 
rash. 

Present  complaint:  A generalized  convulsion  occurred 
four  months  previously,  at  four  and  one-half  years  of  age. 
He  had  a cold  at  this  time.  Two  months  later  he  had  a 
second  convulsion  with  another  cold.  He  had  three  con- 
vulsions in  May  and  June.  The  last  spell  occurred  one 
week  before  his  first  examination.  There  was  no  fever 
associated  with  any  of  the  attacks.  The  mother  stated  the 
convulsions  were  similar  to  those  of  the  older  daughter 
who  has  had  epilepsy  for  several  years. 

Physical  examination:  The  patient  was  a well  developed 
boy  for  his  age.  There  was  an  allergic  edema  of  the  mucosa 
lining  the  turbinates  and  of  the  nasal  septum.  The  tonsils 
were  moderately  enlarged.  The  remaining  physical  examina- 
tion and  the  blood,  urine,  fluoroscopic  and  tuberculin  tests 
were  normal.  A psychologic  examination  revealed  an  IQ  of 
ninety-four. 

On  the  basis  of  an  allergic  family  history,  a past  history 
of  asthma,  and  a present  allergic  nasal  reaction,  a tentative 
diagnosis  of  epilepsy  on  an  allergic  basis  was  made.  A 
thorough  allergic  study,  including  skin  and  intradermal 
tests,  was  performed. 

The  following  definite  reactions  were  obtained:  rye, 
wheat,  pineapple,  almonds,  asparagus,  string  beans,  tomato, 
chocolate,  crab,  oyster,  pork,  pepper,  house  dust.  There 
were  negative  tests  for  the  epidermals,  fungi  and  pollens. 

The  treatment  was  as  follows:  (1)  elimination  of  all  the 
positive  foods,  (2)  directions  for  the  environmental  con- 
trol, or  producing  a so-called  “dust-free  room,”  were  em- 
phasized. 

Seven  months  later  the  child  was  seen  with  an 
asthmatic  attack  associated  with  influenza  and  a 
high  fever.  This  lasted  only  forty-eight  hours.  The 
mother  stated  he  had  had  no  convulsions  at  any 
time,  his  nose  had  been  normal,  and  he  did  not 
have  asthma  except  for  this  attack.  He  was  less 
irritable,  ate  and  slept  better,  and  was  very  happy. 
“He  was  a new  child.” 

Summary.  This  was  a case  of  allergic  rhinitis, 
asthma  and  grand  mal  epilepsy  which  was  complete- 


ly relieved  of  all  his  allergic  symptoms  and  con- 
vulsions on  the  basis  of  an  allergic  routine. 

Case  2.  Male,  R.  S.,  age  twelve  years. 

The  child  was  first  seen  five  years  ago,  February,  1932, 
when  he  was  seven  years  of  age.  His  maternal  great  grand- 
mother had  epilepsy.  His  maternal  aunt  is  at  present  in  an 
institution  for  mental  diseases. 

.\t  eleven  months  of  age  (1927)  the  patient  had  eczema 
of  the  face  and  flexures,  which  was  present  at  the  time 
of  his  first  examination  in  January,  1932.  He  had  been 
tested  for  foods  at  two  years  of  age  but  was  not  relieved 
of  the  rash.  His  mother  stated  he  was  having  “spells”  which 
had  begun  four  months  previously,  September,  1931,  at 
the  beginning  of  the  school  term.  .\t  first  they  occurred 
every  few  days  and  four  months  later,  at  the  time  of  the 
first  examination,  were  occurring  five  to  twenty  times  a 
day.  The  mother  noted  that  his  eyes  rolled  up,  his  head 
moved  backward.  He  did  not  fall  or  cry  out.  The  spell  oc- 
curred suddenly  without  any  warning,  at  any  time  while 
he  was  playing,  eating  or  resting.  He  continued  about  his 
regular  routine  within  a few  seconds  after  the  onset  of  the 
spell. 

He  was  bright  in  school,  a “show  off,”  and  was  harder 
to  manage  than  other  children,  and  more  of  a problem 
than  his  sister  and  brother.  .\t  five  years  of  age,  two  years 
previously,  he  was  hit  by  a car  and  suffered  a head  injury. 

Physical  examination:  .\t  seven  years  of  age  he  had  a 
chronic  eczema  of  the  flexures  and  a dry  skin.  All  special 
laboratory  tests  were  normal.  The  psychologic  examina- 
tion revealed  an  IQ  of  100. 

For  four  years,  from  February,  1932,  to  March,  1936, 
he  was  under  strict  observation  and  treatment  for  his 
epilepsy.  The  cooperation  of  the  mother  was  all  that 
could  be  desired.  His  treatment  had  included  a ketogenic 
diet  varying  in  the  fat  carbohydrate  ratio  at  various 
times,  limitation  of  fluids,  thyroid  and  pituitary  extracts, 
bromides,  phenobarbital,  and  other  accepted  and  commonly 
used  treatments  for  epilepsy.  A brain  surgeon  advised  a 
ventricular  study  and  an  exploratory  operation  which  the 
family  refused.  In  March,  1936,  the  child  had  a marked 
attack  of  urticaria.  The  eczema  had  persisted  off  and  on  to 
the  present. 

On  the  basis  that  the  eczema  and  urticaria  indicated  an 
allergic  background,  an  allergic  study  was  advised  in  the 
hope  this  might  have  some  bearing  on  the  petit  mal  epilep- 
tic attacks.  .\  thorough  study  was  completed  which  in- 
cluded, both  skin  and  intradermal  tests  for  foods,  pollens, 
epidermals,  fungi  and  miscellaneous  allergens.  Definite  re- 
actions were  noted  to  apple,  lettuce,  clams,  oyster,  beef, 
cocoa,  mustard,  house  dust,  dog  hair  and  sheep  wool. 

He  was  put  on  a strict  diet,  eliminating  the  positive  re- 
actors. Directions  were  given  for  preparation  of  a “dust- 
free  room.”  He  had  no  spells  for  the  next  two  weeks  fol- 
lowing the  institution  of  this  treatment.  This  was  the  first 
time  in  five  years  he  was  free  of  petit  mal  attacks.  He  felt 
so  much  better  that  he  engaged  in  more  active  exercise. 
This  brought  on  several  attacks  a day,  which  were  of  a 
milder  nature  than  the  previous  ones.  Because  an  occa- 
sional attack  occurred,  it  was  decided  to  try  desenitizing 
him  to  house  dust.  To  date,  February,  1937,  he  has  been 
practically  free  of  spells  for  almost  four  months.  There  is 
an  occasional  spell  associated  with  very  marked  fatigue. 
The  mother  stated  that  at  times  he  eats  some  forbidden 
food  which  may  account  for  the  occasional  spell.  Up  to 
this  time  he  has  had  twelve  injections  of  autogenous  house 
dust  antigen. 

Summary.  This  is  a case  of  petit  mal  epilepsy 
associated  with  eczema  and  urticaria.  Five  years  of 
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treatment  for  epilepsy  gave  no  relief.  The  child 
has  been  practically  free  of  his  attacks  since  ex- 
cluding the  positive  foods  and  receiving  dust 
antigen  desensitization. 

COMMENT 

One  of  the  greatest  advances  in  the  treatment 
of  epilepsy  was  the  ketogenic  diet.  It  is  entirely 
possible  that  in  some  cases,  where  results  are  ob- 
tained through  this  diet,  the  elimination  of  certain 
foods  may  have  removed  allergens  which  were 
etiologic  factors.  The  same  reasoning  would  ac- 
count for  some  cases  that  are  relieved  by  starvation. 

The  question  arises  as  to  which  cases  of  epilepsy 
should  be  subjected  to  a thorough  allergic  study. 
There  are  certain  criteria  which  are  necessary  in 
order  to  make  a diagnosis  of  allergy,^®  regardless 
of  the  symptoms: 

1.  A positive  family  history  of  allergy,  which  is 
present  in  practically  every  case. 

2.  Previous  allergy  in  the  same  individual,  such 
as  eczema,  pylorospasm  or  certain  types  of  gastro- 
intestinal distress  in  infancy,  and  later,  urticaria, 
hay  fever,  asthma,  “chronic  nose  catarrh”  or  “sinus 
trouble”,  migraine  type  headaches,  canker  sores, 
mucous  colitis,  and  vague  gastrointestinal  com- 
plaints. 

3.  Presence  of  active  allergy  manifested  chiefly 
by  recurrent,  frequent  colds  and  chronic  coughs, 
and  other  manifestations  as  previously  mentioned. 

When  it  has  been  determined  that  the  patient 
and  his  family  are  at  least  suggestive  of  an  allergic 
background,  a thorough  study,  including  skin  and 
intradermal  tests,  is  indicated.  This  is  particularly 
desirable  in  those  cases  which  have  been  thoroughly 
studied  for  epilepsy  and  which  have  not  shown 
improvement.  The  treatment  may  require  simple 
elimination  of  positive  foods,  a “dust-free”  environ- 
ment, desensitization  with  a specific  antigen  or  a 
combination  of  all. 

One  must  be  definitely  impressed  with  the  fact 
that  this  type  of  treatment  can  only  hope  to  be 
effective  in  those  cases  which  conform  to  the  gen- 
eral criteria  required  for  the  diagnosis  of  any 
allergic  syndrome. 

SUMMARY 

Attention  is  directed  to  the  fact  that  certain  types 
of  epilepsy  are  on  an  allergic  basis.  Proper  allergic 
study  and  treatment  may  give  complete  relief  of  all 
symptoms.  It  is  hoped  this  report  will  again  renew 
attention  towards  solving  the  mystery  of  many 
cases  of  so-called  “idiopathic  epilepsy”. 
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The  isolation  of  vitamin  C and  establishment  of 
its  chemical  identity  as  1 -ascorbic  acid  (also 
called  cevitamic  acid)  has  led  to  the  development 
of  new  methods  for  its  measurement.  These  newer 
methods,  based  on  the  chemical  nature  of  the  sub- 
stance, and  the  rapidity  with  which  such  measure- 
ments can  be  made,  have  opened  up  two  lines  of 
investigation:  the  diagnosis  of  latent  scurvy  or  sub- 
optimal  nutrition  of  ascorbic  acid  and  the  measure- 
ment of  the  actual  daily  requirement  for  vitamin 
C for  optimal  health. 

Hemorrhage  in  the  muscles  is  recognized  as  one 
of  the  accompaniments  of  scurvy  and  the  measure- 
ment of  the  fragility  of  the  capillary  walls  either 
by  the  use  of  a positive  or  a negative  pressure  on 
the  skin  of  the  arm  has  been  recommended  by  some 
investigators  as  an  indication  of  latent  scurvy.^ 
However,  Weld^  has  reported  that  patients  with 
scurvy  failed  to  show  increased  capillary  fragility 
and  that  there  was  no  improvement  in  capillary  re- 
sistance in  many  cases  following  the  use  of  tomato 
juice  as  a source  of  vitamin  C.  Other  workers®'^’® 
have  failed  to  find  any  correlation  between  the 
capillary  fragility  and  the  amount  of  vitamin  C 
present  in  the  urine  or  in  the  blood. 

Eekelen  and  co workers,®  in  1933,  repiorted  that 
they  had  been  able  to  detect  vitamin  C in  the 
blood  and  the  urine.  At  about  the  same  time  Har- 
ris, Ray  and  Ward’^  found  that  the  vitamin  C pres- 
ent in  urine  appeared  to  be  related  to  the  dietary 
intake  of  this  substance  and  they  suggested  that 
the  measurement  of  vitamin  C in  the  urine  could 
be  used  in  the  diagnosis  of  hypovitaminosis  C in 
humans. 

The  method  of  measurement  of  vitamin  C is 
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based  on  that  of  Tillmans®,  using  the  redox  dye 
2,  6 dichlorophenolindophenol  which,  in  the  pres- 
ence of  ascorbic  acid,  is  reduced.  It  changes  from 
a blue  to  a pink  color  in  an  acid  medium.  In  this 
way  a number  of  studies  have  been  made  on  the 
presence  of  vitamin  C in  urinary  excretions  and  in 
blood  under  varying  conditions  of  health  and  die- 
tary intake. 

The  body  apparently  has  very  little  ability  to 
store  ascorbic  acid.  There  are  no  “reserve”  depots, 
though  it  is  present  in  saliva,®  gastric  juice,^®  the 
blood  stream  and  most  of  the  organs,  including  the 
adrenals.^^  Since  there  is  no  appreciable  storage,  if 
the  body  receives  sufficient  vitamin  C to  meet  its 
needs  for  oxidation-reduction  processes  and  for 
other,  as  yet  undefined  physiologic  functions,  then 
any  excess  of  the  vitamin  will  be  excreted  in  the 
urine.  This  forms  the  basis  of  the  so-called  “satura- 
tion” test  which  measures  the  intake  of  ascorbic 
acid  which  is  necessary  to  saturate  the  tissues  and 
cause  an  excess  to  appear  in  the  urine. 

Before  a measurement  of  the  urinary  excretion 
can  be  of  value  in  determining  suboptimal  states  of 
ascorbic  acid  nutrition,  it  is  necessary  to  know  the 
normal  excretion  value  or  the  actual  requirement 
of  the  normally  healthy  individual.  At  present  there 
is  no  agreement  regarding  this  normal  requirement 
and  many  more  studies  made  under  a wide  range 
of  conditions  are  necessary  before  a satisfactory 
answer  can  be  obtained.  Harris  and  Ray^'^  report 
that  the  normal  average  excretion  is  30  to  33  mg. 
ascorbic  acid  daily;  Wright^®  gives  the  value  as  20 
to  30  mg.  daily;  Schroeder’^^  found  19  to  29  mg. 
Drigalski^®  reports  37  to  99  mg.  and  Hawley^® 
found  15  to  28  mg.  daily  for  the  normal  range. 
Johnson  and  Zilva^’^  say  that  there  is  no  “normal,” 
since  the  amount  excreted  is  directly  dependent  on 
the  dietary  intake. 
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A number  of  investigations  of  the  amount  of 
ascorbic  acid  excreted  during  the  course  of  various 
diseases  have  been  reported.  Archer  and  Graham^® 
with  a patient  on  a strict  diet  for  duodenal  ulcer, 
found  a very  low  ascorbic  acid  value  for  the  urine, 
and  with  a patient  suffering  from  scurvy  they 
found  practically  no  ascorbic  acid  excreted.  In 
fever^®  the  urinary  output  is  lowered  and  in  some 
vascular  diseases®®  the  vitamin  C excretion  was 
found  to  be  80  per  cent  lower  than  the  average  for 
normal  subjects.  In  cases  of  pneumonia  a reduced 
ascorbic  acid  excretion  has  been  found,  although 
the  patients  were  receiving  a diet  high  in  vitamin 
0 21,22,23  Pinkie  has  reported  a lowered  excretion 
of  ascorbic  acid  in  purpura,  metrorrhagia  and  acute 
lupus  and  no  rise  in  output  on  intravenous  injec- 
tion of  the  vitamin,  although  healthy  subjects 
showed  a rise  of  five  to  six  times  the  previous 
value  within  two  hours  following  the  injection. 

IMartin  and  Heise®^’®®  found  a very  low  excre- 
tion of  ascorbic  acid  in  tuberculosis  and  an  appar- 
ent correlation  with  the  activity  of  the  disease. 
They  believe  the  lowered  excretion  is  due  to  the 
destruction  of  vitamin  C during  the  course  of  the 
disease.  Faulkner  and  Taylor®®  reported  an  in- 
creased requirement  for  ascorbic  acid  in  rheumatic 
fever.  They  found  that  in  order  to  raise  the  urinary 
output  of  vitamin  C subjects  suffering  from  infec- 
tions required  a much  higher  intake  than  did  nor- 
mal subjects.  Except  in  the  case  of  scurvy,  there  is 
no  evidence  that  a lowered  vitamin  C intake  is 
a predisposing  cause  of  the  disease  nor  is  there  any 
indication  to  what  extent  the  greater  demand  for 
vitamin  C is  the  result  of  the  disease. 

It  seemed  to  the  authors  of  this  paper  that 
further  studies  on  so-called  “normal”  individuals 
would  not  only  help  in  determining  the  standard 
daily  requirement,  but  would  also  help  in  forming 
a basis  for  interpretation  of  the  significance  of  the 
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lowered  output  in  certain  diseased  conditions.  This 
investigation  was  planned  along  three  lines:  (1) 
to  observe  the  average  daily  excretion  of  ascorbic 
acid  of  college  women  on  their  regular  self-chosen 
diets,  (2)  to  determine  if  individuals  on  their  cus- 
tomary diets  were  saturated  as  judged  by  their 
response  to  one  massive  dose  of  vitamin  C,  (3)  to 
follow  the  excretion  of  ascorbic  acid  of  one  in- 
dividual for  a jDeriod  of  three  months  while  vary- 
ing the  ascorbic  acid  intake. 

EXPERIMENTAL 

Seven  college  women,  faculty  and  graduate  stu- 
dents, served  as  subjects  and  twenty-four  hour 
samples  of  urine  were  collected  from  each  Individual 
for  periods  of  from  two  to  six  days  while  the  subject 
was  on  her  customary  diet.  Urine  was  collected  in 
bottles  containing  glacial  acetic  acid  sufficient  to 
bring  the  sample  to  pH.  4.  Collections  were  from 
noon  till  noon  and  titrations  were  made  immediate- 
ly following  the  last  collection. 

The  method  was  based  on  that  of  Bessey  and 
King’s-^  modification  of  Tillman’s  titration  and 
that  of  Hess  and  Benjamin^®  for  determination  of 
ascorbic  acid  in  urine.  The  dye  solution  was  made 
by  dissolving  0.01  gm.  2,  6 dichlorophenolindophe- 
nol  (Eastman  Kodak)  in  200  cc.  of  water  redis- 
tilled from  glass.  This  dye  solution  was  standard- 
ized against  0.01  N iodine  and  against  lemon 
juice.  One  cc.  of  the  standardized  dye  solution  was 
then  measured  into  125  cc.  Erlenmeyer  flask  and 
the  urine  sample  run  in  from  a burette  until  the 
dye  solution  was  completely  reduced  by  the  ascor- 
bic acid  of  the  urine.  The  titration  was  concluded 
within  one  minute,  to  avoid  the  effect  of  other 
slower-acting  reducing  substances  which  might  be 
present.  Since  the  urine  solution  was  always  colored, 
it  was  necessary  to  use  two  similar  flasks,  one  con- 
taining dye  only  and  the  other  urine  only,  to  the 
color  of  which  the  end  point  was  matched.  The  end 
point  was  not  a clear  one.  Therefore,  six  titrations 
were  made  on  each  urine  sample  and  the  average  of 
these  values  was  taken. 

No  determinations  were  made  of  the  actual  in- 
take of  vitamin  C while  individuals  were  on  their 
regular  diet,  since  it  was  desired  here  to  obtain 
information  on  the  normal  excretion  under  aver- 
age dietary  conditions.  For  the  saturation  tests 
single  massive  doses  of  600  mg.  of  pure  1-ascorbic 
acid  (cebione  from  Merck  and  Company)  were 

27.  Bessey,  O.  and  King,  C.  G. ; Distribution  of  Vitamin 
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tion  of  Vitamin  C.  Proc.  Soc.  16xper.  Biol.  & Med.  31:855- 
860,  April,  1934. 


given,  or  sufficient  orange  juice  to  supply  600  mg. 
ascorbic  acid;  the  amount  of  ascorbic  acid  present 
in  the  orange  juice  was  determined  exactly  by 
titration  with  2,  6 dichlorophenolindophenol. 

RESULTS  AND  DISCUSSION 

1.  The  daily  output  of  ascorbic  acid  on  self- 
chosen  diets. 

Subject  .\  was  22  years  of  age,  height  inches,  weight 
135  pounds  and  excreted  an  average  of  23.69  mg.  ascorbic 
acid  per  twenty-four  hours  for  a period  of  six  days.  Dur- 
ing this  time  the  daily  diet  included  a fresh  salad  at  noon 
but  practically  no  other  fresh  fruits  or  vegetables.  Several 
weeks  later  subject  A included  in  her  diet  citrus  fruits  twice 
daily  and  the  average  daily  excretion  rose  to  63.5  mg.  as- 
corbic acid. 

Subject  B,  age  30  years,  height  62  inches,  weight  108 
pounds.  Her  diet  contained  no  fresh  fruits  or  vegetables  of 
any  kind;  the  average  daily  excretion  for  a three-day 
period  was  10.58  mg.  ascorbic  acid. 

Subject  C,  age  35  years,  height  69  inches,  weight  140 
pounds.  The  daily  diet  included  citrus  fruit  juice  and  a 
fruit  or  vegetable  salad,  as  well  as  cooked  vegetables.  The 
average  daily  excretion  for  a four-day  period  was  42.64 
mg.  ascorbic  acid. 

Subject  D,  age  35  years,  height  62j^  inches,  weight  132 
pounds.  Her  diet,  including  considerable  quantities  of  fruit 
juices,  salad  and  fresh  vegetables  daily,  showed  an  average 
of  83.72  mg.  ascorbic  acid  daily  excretion  on  two  consecu- 
tive days.  Some  time  later,  when  D was  not  getting  fruit 
juices  nor  vegetables  in  her  diet,  the  urine  was  again  ex- 
amined and  the  daily  excretion  had  fallen  to  14.56  mg. 
ascorbic  acid  average  for  two  consecutive  days. 

Subject  E,  age  50  years,  height  67J4  inches,  weight  165 
pounds.  Her  diet  had  very  small  amounts  of  raw  fruits  or 
vegetables;  the  average  daily  excretion  was  14.36  mg.  as- 
corbic acid  over  a four-day  period. 

Subject  F,  age  34  years,  height  64 inches,  weight  126 
pounds.  This  subject  took  4 oz.  orange  juice  every  morning 
and  liberal  quantities  of  fruits  and  salads;  she  showed  an 
average  excretion  for  five  days  of  60.23  mg.  ascorbic  acid. 

Subject  G,  age  22  years,  68^  inches,  200  pounds.  The 
daily  diet  had  some  fresh  fruit  or  vegetable  daily  and  there 
was  an  average  daily  output  of  29.33  mg.  asMrbic  acid  over 
a six-day  period. 

The  amount  of  ascorbic  acid  excreted  daily  by 
the  same  person  was  remarkably  constant,  but  be- 
tween individuals  there  were  wide  variations  in 
output.  The  excretion  of  ascorbic  acid  in  these 
subjects  appears  to  be  directly  influenced  by  the 
dietary  intake  and  these  findings  provide  no  evi- 
dence for  what  might  be  considered  a “normal” 
value  for  excretion  of  ascorbic  acid.  This  is  in 
agreement  with  the  findings  of  Johnson  and  Zilva. 

It  is  also  possible  that  age,  sex,  weight  and  body 
composition  may  influence  the  output  of  vitamin  C. 
Sendroy  and  Schultz-®  state  that  growing  children 
probably  require  larger  amounts  in  proportion  to 
their  size  than  do  adults. 

2.  Saturation  tests.  If  the  daily  intake  of  ascor- 
bic acid  necessary  for  maintenance  of  optimal 

29.  Sendroy,  Jr.  and  Schultz,  M.  P. : Studies  of  Ascorbic 
Acid  and  Rheumatic  E’ever.  J.  Clin.  Investigation.  15- 
369-383,  July,  1936. 
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health  could  be  measured,  then  the  accompanying 
excretion  value  could  be  determined  and  might 
truly  be  considered  the  “normal.”  The  saturation 
test  was  used  here  in  an  attempt  to  obtain  this  in- 
formation indirectly.  A number  of  different  meth- 
ods have  been  described  for  this  test  but  the  one 
used  here,  and  considered  most  satisfactory,  was 
that  of  Youmans  and  coworkers®®  who  reported 
that  an  excretion  of  30  per  cent  of  a test  dose  of 
600  to  700  mg.  indicated  that  the  subject  was  sat- 
urated with  regard  to  vitamin  C. 

Subject  A just  prior  to  the  saturation  test  and  while  on 
her  regular  diet  was  excreting  63.5  mg.  ascorbic  acid  daily. 
She  was  given  700  mg.  ascorbic  acid  in  the  form  of  orange 
juice  and  during  the  twenty-four  hour  period  immediately 
following  excreted  177.87  mg.  or  25  per  cent  of  the  test 
dose. 

Subject  C had  an  output  of  42.64  mg.  ascorbic  acid  while 
on  her  regular  diet,  and  following  a test  dose  of  600  mg. 
pure  1-ascorbic  acid  dissolved  in  a small  amount  of  cold 
water,  excreted  in  the  next  twenty-four  hours,  144.64  mg. 
or  20  per  cent  of  the  test  dose. 

Subject  F on  her  regular  diet  and  just  prior  to  the  satura- 
tion test  excreted  70.00  mg.;  she  returned  31  per  cent  or 
221.4  mg.  of  a test  dose  of  700  mg.  of  ascorbic  acid  taken 
as  orange  juice. 

Subject  G prior  to  the  saturation  test  excreted  9.39  mg. 
ascorbic  acid.  She  excreted  only  9 per  cent  of  a test  dose 
of  800  mg.  ascorbic  acid  in  the  form  of  orange  juice. 

Abbasy®®  has  reported  on  the  diuretic  action  of 
vitamin  C but  in  these  tests  no  marked  increase 
in  volume  of  urine  was  obtained  when  pure  ascor- 
bic acid  was  taken;  there  was  an  increased  volume 
when  the  massive  dose  was  taken  as  orange  juice 
but  this  was  probably  due  to  the  quantity  of  fluid 
in  the  fruit  juice. 

Youmans  states  that  an  excretion  of  less  than  20 
per  cent  of  the  test  dose  reflects  a suboptimal  body 
store  of  vitamin  C.  Using  this  standard,  subject 
G showed  definite  “unsaturation,”  subject  C was 
on  the  borderline  of  adequacy  of  intake,  while  the 
diets  of  subjects  A and  F should  be  considered 
adequate.  These  findings  lend  support  to  the  fig- 
ures of  von  Eekelen  and  Heinemann®®  who  found 
the  daily  requirements  of  normal  adults  weighing 
154  pounds  to  be  about  60  mg.  ascorbic  acid. 

3.  Ascorbic  acid  excretion  with  varying  intakes. 

Subject  G was  studied  further  for  a period  of  several 
weeks,  during  which  time  the  intake  of  vitamin  C was 
varied;  the  results  are  shown  in  table  1.  The  regular  diet 
during  October  included  small  amounts  of  fruit  or  vege- 
tables, and  the  average  excretion  for  six  days  was  29.33 
mg.  ascorbic  acid  per  day. 
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32.  Heinemann,  M. : Relation  between  Diet  and  Urinary 
Output  of  Thiosulphate  (and  Ascorbic  Acid).  Human  Re- 
quirements for  Vitamin  C.  Biochem.  J.  30:2299-2306,  Dec., 
1936. 


Volume  of  Ascorbic  Acid 
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excreted  in 

1936 
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24  hours 

24  hours 
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24.42  mg. 

21 

regular 
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34.00 

22 

regular 

1550 

26.35 

23 

regular 

1500 

33.00 

24 

regular 

1200 

28.80  avrg. 

26 

regular 

1400 

29.40  29.33 

27 

low  vitamin  C 

1640 

18.04 

28 

low  vitamin  C 

1260 

20.16 

29 

low  vitamin  C 

1550 

11.94 

30 

low  vitamin  C 
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8.55 

Nov.  2 

low  vitamin  C 
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3 

low  vitamin  C 
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8.38 

4 

low  vitamin  C 
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12.78 

5 
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6 

low  vitamin  C 
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13.85 

9 
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23.40 

10 

low  vitamin  C 
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11.00 

11 

low  vitamin  C 
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9.79 

12 

low  vitamin  C 

1315 

10.52 

13 

low  vitamin  C 

1600 

15.84 

17 

low  vitamin  C 
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9.54  avrg. 
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low  vitamin  C 
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10.69  12.96 
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-|-  100  mg.  ascorbic  acid 
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20 
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21 
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23 
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1200 

48.80 

24 
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34.56 

Dec.  1 
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8.64 

2 
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3 
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4 
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7 
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8 
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9 
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10 
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12 

100  mg.  ascorbic  acid 
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13 

100  mg.  ascorbic  acid 

14 
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28.67 
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34.58 

16 

100  mg.  ascorbic  acid 

1520 
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100  mg.  ascorbic  acid 
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Jan.  6 
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6.05 
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21 
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22 
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26 
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27 
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24.40 

Table 

1.  Shows  excretion  of  ascorbic  acid 

by  subject  G 

with  varying  dietary  intakes. 


The  diet  was  then  changed  to  exclude  all  fruits  and  vege- 
tables and  there  was  an  immediate  fall  in  the  amount  ex- 
creted, which  averaged  daily  for  sixteen  days  12.96  mg. 
ascorbic  acid. 

•A  daily  ingestion  of  100  mg.  ascorbic  acid  in  the  form 
of  orange  juice  caused  a slight  increase  in  output  on  the 
second  day.  At  the  end  of  six  days  only  34  per  cent  of  the 
day’s  intake  was  excreted,  indicating  that  the  subject  was 
stilt  unsaturated.  On  resuming  the  regular  diet  (boarding 
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house)  which  was  now  very  low  in  fruits  and  vegetables, 
the  average  excretion  fell  to  14.14  mg.  daily  and  when  all 
fruits  and  vegetables  were  excluded  it  was  10.71  mg. 

Again,  a daily  intake  of  100  mg.  ascorbic  acid  failed  to 
cause  an  immediate  increase  in  the  excretion  value. 

In  a third  period,  when  the  average  daily  excretion  was 
9.39  mg.,  a massive  dose  of  800  mg.  caused  an  excretion  of 
72.00  mg.  or  only  9 per  cent  of  the  amount  ingested,  a 
clear  indication  of  the  suboptimal  body  stores  of  ascorbic 
acid  in  the  subject.  Vitamin  C excretion  immediately  fell 
when  the  intake  was  lowered. 

Undoubtedly  there  is  some  loss  of  ascorbic  acid 
in  the  alimentary  tract  under  all  conditions  of 
health,  but  this  does  not  explain  what  happens  to 
the  large  amounts  of  ascorbic  acid  such  as  were 
taken  in  by  subject  G and  not  excreted.  Part  of 
this  probably  goes  to  replenish  the  normal  sup- 
plies in  blood,  saliva,  tissues  and  organs  which 
may  have  been  depleted  during  the  period  of  low 
intake  of  the  vitamin;  there  is,  however,  no  way 
at  present  of  measuring  the  amount  which  is  de- 
stroyed within  the  body  or  of  determining  that 
amount  which,  having  served  some  physiologic 
function,  is  changed  to  some  other  substance  and, 
therefore,  not  measured  by  this  method. 

Nevertheless,  the  urinary  excretion  has  been 
shown  here  to  reflect  the  dietary  intake  of  ascorbic 
acid  and  it  is  believed  that  urinary  measurements 
of  ascorbic  acid  may  be  of  value  not  only  in  de- 
termining the  actual  requirement  for  optimal  health 
but  also  as  an  indication  of  subnormal  conditions 
of  ascorbic  acid  nutrition.  However,  more  subjects, 
both  healthy  and  suffering  from  various  diseases, 
need  to  be  studied  before  any  definite  statements 
can  be  made  as  to  quantitative  requirements  under 
varying  conditions. 

SUMM.ARY 

The  amount  of  vitamin  C (ascorbic  acid)  e.x- 
creted  daily  in  the  urine  of  seven  college  women 
was  studied  for  varying  periods  of  time  and  was 
found  to  be  related  to  the  dietary  intake. 

Two  subjects,  receiving  little  or  no  fruits  or 
vegetables  in  their  diets,  excreted  10.58  mg.  and 
14.36  mg.  daily;  two  subjects,  whose  diets  in- 
cluded some  fruits  and  vegetables,  excreted  29.32 
mg.  and  23.69  mg.  daily,  while  three  subjects  with 
high  intakes  of  fruit  juices,  salads,  and  vegetables 
excreted  42.64  mg.,  60.23  mg.  and  83.72  mg.  dail}^ 

“Saturation”  tests  of  one  massive  dose  of  600 
to  800  mg.  ascorbic  acid  showed  an  excretion  of 
30  per  cent  of  the  dose  only  in  subjects  who  were 
previously  excreting  60  mg.  daily  while  on  their 
regular  diet. 

The  possible  significance  of  measurement  of 
urinary  ascorbic  acid  is  discussed. 


VITAMIN  B,  AND  NEURITIS* 

K.  K.  Sherwood,  M.D. 

SEATTLE,  WASH. 

In  the  last  year  we  have  been  given  a new  speci- 
fic, vitamin  Bj.  Unfortunately,  e.xcept  for  acute 
deficiency  of  this  vitamin  in  beriberi,  there  is  no 
clear-cut  clinical  picture  of  the  disease  caused  by 
its  lack.  Further,  there  is  no  satisfactory  labora- 
tory test  for  the  presence  of  the  vitamin. 

The  purpose  of  this  paper  is:  first,  to  review 
briefly  the  clinical  symptoms  caused  by  acute  de- 
ficiency of  vitamin  B,  in  beriberi;  second,  to  re- 
view the  known  physiologic  facts  about  the  vita- 
min; third,  to  point  out  the  cardinal  symptoms  to 
be  expected  in  chronic  deficiency;  fourth,  to  point 
out  the  differential  points  between  neuritis  due 
to  Bj  deficiency  and  neuritis  due  to  other  causes, 
and,  lastly,  to  furnish  a means  of  clinically  esti- 
mating the  amount  of  Bj  which  any  given  patient 
is  receiving  and  absorbing. 

Beriberi  is  recognized  as  due  to  an  acute  lack  of 
vitamin  Bj.  Its  symptoms  may  be  divided  into  gas- 
trointestinal, cardiac  and  those  pertaining  to  the 
nervous  system.  The  gastrointestinal  symptoms  are 
probably  the  first  to  develop.  The  most  striking 
alimentary  symptom  is  anorexia.  .\s  the  desire  to 
eat  is  lost,  a vicious  circle  is  set  up;  not  only  is  B, 
almost  lacking  in  the  food  available,  but  in  addi- 
tion there  is  decreased  intake  of  even  the  available 
food.  Accompanying  the  anorexia,  constipation 
occurs.  This  is  not  only  due  to  the  lack  of  food, 
but  to  an  actual  increase  in  the  size  of  the 
colon  ( atony  ).^ 

The  second  group  of  symptoms  to  develop  are 
cardiac  in  origin.  The  first  of  these^  is  dependent 
edema.  This  is  most  pronounced  in  the  lower  ex- 
tremities and  is  worse  in  the  evening.  In  the  more 
severe  forms  of  the  disease,  tachycardia  is  present. 

The  heart  action  is  regular  and  not  only  more 
rapid  than  normal,  but  its  rate  is  increased  greatly 
with  very  slight  exertion.  It  is  significant  that  in 
beriberi  the  actual  cause  of  death  is  practically 
always  cardiac  collapse. 

Of  the  nervous  symptoms,  the  first  to  develop 
are  the  paresthesias,  numbness,  tingling  and  pain 
in  the  extremities,  especially  in  the  legs.  The  pain 
is  usually  worse  at  night  and  is  characteristically 
located  in  the  calf  of  the  leg.  On  examination,  not 
an  anesthesia  but  an  actual  hyperesthesia  is  found 
to  be  present.  Following  the  development  of  pares- 

•Read  before  a meeting  of  King  County  Medical  So- 
ciety, Seattle.  Wash..  Oct.  4.  1937. 

1.  Sparks.  M.  I.  and  Collins,  K.  X. : Role  of  Vitamin  B, 
in  Tonus  of  I.arge  Intestine.  .Am.  J.  Digest.  Dis.  & X’utri- 
tion,  2:618-620,  Dec.,  1935. 
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thesias,  motor  changes  begin  to  be  manifested.  The 
first  complaint  the  patient  makes  is  weakness  in 
the  extremities  (usually  lower.)  As  the  disease 
progresses,  actual  paralysis  and  flaccid  atrophy  of 
the  muscles  develop.  One  author  made  the  state- 
ment that,  when  severe  nervous  symptoms  develop, 
the  decreased  activity  of  the  body  minimizes  car- 
diac symptoms.- 

Much  is  known  about  the  physiology  of  vitamin 
Bj.  Its  use  is  apparently  to  complete  the  combus- 
tion of  carbohydrate  in  the  body.  When  B,  is  ab- 
sent, glucose  and  carbohydrates  in  general  are  in- 
completely burned,  the  end  products  being  lactic 
and  pyruvic  acids.'^  This  has  been  clinically  proven 
to  occur  in  beriberi  and  has  been  experimentally 
demonstrated  in  animals  as  well  as  in  vitro.'*  Fur- 
ther, it  has  been  demonstrated  that  rather  a short 
period  of  time  will  completely  deplete  the  body  of 
its  store  of  vitamin  B,.®  In  most  animals,  including 
man,  from  two  to  four  weeks  of  absolute  depriva- 
tion will  result  in  a virtual  absence  of  B,  from  all 
the  tissues  of  the  body.  Further,  the  vitamin  being 
water  soluble,  any  therapy  that  gives  rise  to  diure- 
sis, such  as  intravenous  saline,  will  decrease  the 
amount  of  vitamin  in  the  body,  it  being  mechani- 
cally washed  out  in  the  urine. 

Because  of  the  prominence  of  the  cardiac  symp- 
toms, the  effect  of  the  vitamin  on  the  structure 
of  the  heart  has  been  studied  in  considerable  de- 
tail. It  has  been  demonstrated  that  lack  of  vitamin 
Bi  causes  decrease  in  the  contractility  of  the 
heart,  that  is,  the  heart  is  unable  to  contract 
to  its  fullest  extent.  This  results  in  a cardiac  en- 
largement and  eventually  cardiac  failure.  It  is  sig- 
nificant that  there  are  no  changes  in  conduction. 
The  pathology  is  an  edema  of  the  muscle  fibres  of 
the  heart.®  Electrocardiographically,  this  is  mani- 
fested by  changes  in  the  direction  and  amplitude 
of  the  T waves  and  prolongation  of  the  Q-T  in- 
terval. It  should  be  noticed  that  these  changes 
occur  in  many  other  conditions  and  also  that  even 
under  experimental  conditions,  these  changes  do 
not  constantly  appear."  Thus,  one  may  expect 

2.  'Weiss,  S.  and  Williams,  R.  W. : Nature  of  Cardio- 
vascular Disturbances  in  Nutritional  Deficiency^  State 
(Beriberi).  Ann.  Int.  Med.,  11:104-148,  July,  1937. 

3.  Platt,  B.  S.  and  Lu,  G.  D. : Chemical  and  Clinical 
Findings  in  Beriberi  with  Special  Reference  to  'Vitamin  B, 
Deficiency.  Quart.  J.  Med.,  5:355-373,  July,  1936. 

4.  Peters,  R.  A. : Oxidation  in  Brain ; Vitamin  B,  and 
Pyruvate  Oxydase  in  Pigeon's  Brain.  Biochem.  J.,  30: 
2206-2218,  Dec.,  1936. 

5.  Cowgill,  G.  R. : Vitamin  B Requirement  of  Man. 
Yale  University  Press,  New  Haven,  1935. 

6.  Vorhaus.  M.  G..  Williams,  R.  R.,  Waterman,  R.  E. : 
Studies  on  Crystalline  Vitamin  B,.  J.  A.  M.  A.,  105:1580- 
1584,  Nov.  16,  1935. 

7.  Zoll,  P.  M.  and  Weiss,  S. : Electrocardiographic 

Changes  in  Rats  Deficient  in  Vitamin  B . Proc.  Soc.  Exper. 
Biol.  & Med.,  35:259-262,  1936. 
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little  diagnostic  help  from  electrocardiography  in 
suspected  cases  of  B,  deficiency. 

Much  experimental  work  has  been  done  to  de- 
termine the  basic  requirement  of  vitamin  B^.  The 
work  of  Cowgill  has  established  the  fact  that  the 
amount  varies  with  the  species  considered,  with 
the  weight,  and  with  the  caloric  requirement  of  any 
given  organism.  Further,  it  has  been  demonstrated 
by  other  workers  that  the  higher  the  proportion  of 
carbohydrates  in  the  diet,  the  higher  the  vitamin 
requirement.®  Cowgill  has  worked  the  requirement 
out  in  a mathematical  way  but  his  formula  deals 
with  the  vitamin  unit  which  he  has  devised  rather 
than  the  international  unit,  and  with  grams  rather 
than  pounds.  When  this  formula  is  transposed  into 
international  units,  it  becomes  a minimal  require- 
ment of  Bi  = 0.00066  X wt.  in  lbs.  X calories 
consumed.  This  gives  an  accurate  means  of  esti- 
matings the  minimal  vitamin  requirement  of  any 
given  individual. 

Clinically,  there  is  no  doubt  that  minor  to  severe 
grades  of  vitamin  B,  deficiency  are  of  common 
occurrence  in  this  vicinity.  We  wish  to  stress 
that  the  cardinal  symptoms  of  this  deficiency 
should  be  considered  as  follows:  (1)  Anorexia. 
This  may  be  of  varying  degree  and  should  be  con- 
sidered in  caloric  value  of  food  eaten  rather  than 
in  craving  for  food.  (2)  Constipation.  We  have 
never  seen  a case  in  which  this  was  absent,  though, 
of  course,  by  far  the  majority  of  cases  of 
constipation  are  not  due  to  B,  deficiency.  (3) 
Edema.  We  believe  that,  if  we  carefully  consider 
the  possibility  of  vitamin  Bj  deficiency  in  all  cases 
which  on  physical  examination  show  a slight 
pitting  edema  of  the  lower  extremities,  many  more 
cases  will  be  diagnosed  correctly.  These  cases  are 
frequently  classified  as  varicose  veins  simply  be- 
cause visible  veins  exist  in  the  presence  of  edema 
and  pain.  (4)  Tachycardia  and  a poor  response 
of  the  heart  to  effort  are  late  symptoms.  Demon- 
strable cardiac  enlargement  is  necessary  for  the 
diagnosis  of  any  but  minimal  deficiency.  (5) 
Paresthesias.  These  are  frequently  quite  character- 
istic. Numbness,  tingling  and  pain,  especially  in 
the  lower  extremities  and  located  in  the  muscles 
of  the  calves,  are  pathognomonic.  Frequently,  these 
patients  will  tell  how  they  will  have  to  get  up  and 
move  around  at  short  intervals  throughout  the 
night.  On  objective  examination,  marked  hyperes- 
thesia over  the  painful  areas  is  present.  (6)  Motor 
symptoms  are  essentially  paralysis.  This  is  first 
evidenced  by  gradual  loss  of  strength,  not  so  much 

8.  Quoted  by  Cowgill,  supra. 
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a general  lassitude  as  just  an  inability  to  move 
the  lower  extremities  freely.  Atrophy  occurs  only 
late  in  the  disease  and  may  be  masked  by  edema. 

In  regard  to  the  relationship  of  to  neuritis, 
we  wish  to  point  out  that  pathologically  two  types 
of  neuritis  exist.  True  neuritis,  or  an  inflammatory 
reaction  occurring  in  nerve  trunks,  is  relatively 
rare  and  only  occurs  following  extension  of  an  ab- 
scess into  a nerve  following  acute  pressure  or  ex- 
treme thermal  changes.  Thus,  it  obviously  makes 
up  only  a minority  of  all  cases  clinically  diagnosed 
as  neuritis.  The  most  common  pathologic  basis  for 
the  clinical  diagnosis  of  neuritis  is  a degenerative 
condition,  termed  by  Boyd  “neuronosis”  and  char- 
acterized by  droplet  degeneration  of  the  myelin 
sheath.-'  This  degeneration  is  entirely  nonspecific 
and  is  identical  in  beriberi,  in  neuritis  due  to  metals 
and  chemicals  (for  example,  lead,  arsenic,  phos- 
phorus), in  neuritis  due  to  bacterial  toxins,  both 
of  a specific  type  (diphtheria,  typhoid),  and  in  the 
nonspecific  bacterial  toxins  (neuridities  following 
focal  infections,  accompanying  arthritis,  etc.). 

From  the  published  reports  of  Vorhaus’”  it  is 
emphasized  that  the  therapeutic  results  of  the  ad- 
ministration of  vitamin  B,  in  all  except  cases  with 
a diminished  intake  of  the  vitamin  are  not  strik- 
ing, indeed  are  not  as  good  as  generally  occur  under 
routine  general  treatment. 

In  considering  the  diagnosis  of  B,  avitaminosis, 
we  must  consider  two  possibilities,  either  a de- 
creased intake  of  the  vitamin  or  a decreased  ab- 
sorption. Decreased  intake  is  due  in  this  locality  to 
an  imbalanced  diet.  This  occurs  most  often  in  pa- 
tients with  chronic  alcoholism,  in  patients  on  a 
smooth  diet,  on  a so-called  reducing  diet,  on  an 
allergic  diet  and  on  a low  cost  restaurant  diet. 
Decreased  absorption  is  most  frequently  due  to 
gastrointestinal  malignancy,  especially  of  the  stom- 
ach, chronic  vomiting  or  diarrhea,  and  a true 
achlorhydria.  Gastrointestinal  malignancy,  chronic 
vomiting,  chronic  diarrhea  and  achlorhydria  are  all 
diagnoses  which  would  readily  be  arrived  at  in 
ordinary  clinical  and  laboratory  procedures. 

The  question  of  decreased  intake  was  formerly 
a matter  of  guess  work,  but  now,  by  the  aid  of 
Cowgill’s  formula,  the  individual  vitamin  require- 
ments can  be  accurately  determined  (see  formula 
above).  Further,  as  Cowgill  has  assayed  a large 
number  of  food  stuffs  for  vitamin  B,  content  and 
we  have  collected  other  assays  from  the  literature, 

9.  Boyd,  W. ; Pathology  of  Internal  Diseases,  p.  G94. 
Lea  & Febiger,  Philadelphia,  lOS-S. 

10.  Vorhaus,  M.  G. : Present  Evaluation  of  Vitamin  B 
Therapy.  Am.  J.  Digest.  Dis.  & Nutrition,  3:915-920,  Feb., 
1937. 


we  have  combined  these  with  tables  of  average 
helpings  as  given  by  Bradley.”  The  result  is  shown 
in  table  1.  Thus,  by  means  of  the  formula  and 
the  known  vitamin  B,  content,  we  can  determine 
with  reasonable  exactness  the  amount  of  B^  which 
the  patient  is  eating  per  day. 

Excellent  sources  (over  100  units  in  average 


helpings) ; 


Food 

Portion 

Wt. 

Cals.  BiU. 

Oatmeal 

Vi  cup 

120 

100 

132 

Red  kidney  beans 

Vi  cup 

96 

100 

172 

Peanuts 

M cup 

100 

548 

200 

.Artichokes 

J4-in.  diam. 

200 

158 

100 

.Asparagus 

4 or  5 stalks 

69 

36 

483 

Parsnips 

54  cup  or  2 med. 

154 

100 

107 

Beef  liver 

3\3xVg 

78 

100 

124 

Fresh  lean  pork 

4x2V2xlV 

100 

235 

185 

Smoked  ham 

3x3xj4 

76 

100 

140 

Lean  loin  chops 

2 med.,  2 med.  fat 

60 

151 

111 

Molasses  (cane) 

114  T. 

35 

100 

262 

Fair  to  good  sources,  25  to  100  units 

per  aver- 

age  helping; 

Bologna 

1 si.  3x3x54 

50 

117 

90 

Corn  meal 

Vi  cup 

170 

100 

43 

Canned  sweet  corn 

Vi  cup 

100 

98 

49 

Malted  milk  powder 

2 T. 

34 

96 

48 

Whole  wheat  bread 

1 sl. 

40 

98 

65 

Lima  beans 

3 T. 

29 

100 

29 

Baked  navy  beans 

Vi  cup 

100 

121 

60 

Canned  peas 

54  cup 

213 

100 

85 

Sweet  potatoes 

Vi  medium 

510 

100 

56 

Lettuce  (greenhouse) 

Vi  large  head 

130 

25 

27 

Muskmelon 

Vi  medium 

510 

100 

56 

Orange  juice 

1 cup 

230 

100 

39 

Peaches  (fresh) 

3 med. 

295 

100 

32 

Pears  (raw) 

1 large 

158 

100 

33 

Pork  liver 

3x3x54 

84 

100 

42 

Pork  sausage 

2 of  3x54 

30 

76 

36 

Ham,  med.  fat 

4 54x4)4 

74 

200 

88 

Fresh  oysters 

Vi  cup  scant 

118 

59 

47 

Cow’s  milk  (skimmed) 

1 cup 

240 

88 

26 

Cow’s  milk  (whole) 

1 cup 

240 

166 

29 

Raspberry  juice 

1 cup 

263 

100 

28 

Other  sources: 

Polished  rice 

54  cup 

100 

100 

20 

Macaroni 

54  cup  X 

163 

61 

24 

White  bread 

1 slice 

40 

100 

4 

.Almonds 

12-lS 

15 

100 

15 

Beet  C. 

34  cup 

100 

46 

18 

Carrots 

54  cup 

132 

60 

18 

Onions 

1 med. 

31 

25 

7 

Potatoes 

1 med. 

120 

100 

36 

Radishes 

4-5  med. 

34 

8 

10 

Rutabagas 

Vi  cup  mashed  or 
54  cup  cut 

100 

41 

12 

Turnips 

1 cup 

127 

50 

15 

Cabbage 

Vi  cup  cooked 

63 

50 

15 

Cauliflower 

'A  cup 

100 

30 

12 

Celery 

1 cup  or  5 to  6 
stalks 

135 

25 

16 

Cucumbers 

10  slices 

100 

17 

17 

Kohlrabi 

Vi  cup 

100 

32 

12 

Green  peppers 

1 med. 

50 

13 

5 

Pumpkins  (canned) 

Vi  cup 

100 

28 

9 

Rhubarb 

Vi  cup 

50 

100 

6 

Spinach 

1 cup 

200 

40 

24 

Squash 

V2  cup 

100 

46 

17 

String  beans 

Vi  cup 

96 

40 

10 

Tomato  juice 

1 cup 

220 

50 

30 

.Apple 

1 large 

212 

100 

23 

Banana 

1 large 

156 

100 

23 

11.  Bradley,  A.  B. : Tables  of  Food  Values.  Manual  Arts 
Press,  Peoria,  111.,  1931. 
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Food 

Portion 

Wt. 

Cals. 

B,U. 

Apricot  (fresh) 

3 

183 

100 

20 

Cantaloupe  (fresh) 

Yz  cup  cubes 

100 

40 

11 

Grapes 

1 small  bunch 

100 

96 

15 

Peaches  (canned) 

1 whole,  3 T.  juice 

214 

100 

23 

Prunes  (dried) 

3 T. 

70 

100 

23 

Strawberries  (ripe) 

Vt,  cup 

128 

50 

14 

Beef  muscle 

3x2x^ 

57 

100 

14 

Chicken  liver 

2x2xj4 

35 

45 

17 

Chicken  muscle 

4x2xJ4 

50 

100 

12 

Bacon,  med.  fat 

4 to  S slices  (small) 

15 

100 

13 

(smoked) 

Sheep  muscle  (mutton) 

1 si.  3x4x1 

52 

100 

13 

V'eal 

2x3x^2 

65 

92 

16 

Clams 

12  or  cup 

215 

100 

10 

Fresh  fish  (salmon) 

3x4xJ4 

100 

199 

23 

Hen’s  egg,  whole 

1 

45 

66 

12 

Butter  (cow’s  milk) 

1 T. 

13 

100 

1 

Buttermilk 

Icup 

240 

86 

26 

Cheese 

100 

427 

10 

Cream  as  purchased 

2T. 

32 

121 

6 

(40  per  cent) 

Blackberries 

kl  cup 

64 

100 

7 

Loganberries  (juice) 

1 scant  cup 

200 

60 

22 

Raspberries  (ripe) 

V2  cup 

75 

50 

8 

Loganberries  (ripe) 

Vi  cup 

189 

100 

20 

Table  1.  Content  of  average  helping  of  common  foods. 


It  should  be  noted  that  the  ordinary  individual 
needs  between  200  and  300  International  Units  per 
day.  In  any  case  of  neuritis,  in  which  intake  is 
ample  and  in  which  no  reason  for  failure  of  ab- 
sorption is  present,  we  may  assume  that  the  neuritis 
is  not  due  to  vitamin  Bj  deficiency  and  that  thera- 
peutically the  administration  of  this  vitamin  will 
not  be  met  with  clinical  success.  In  this  regard,  we 
wish  to  point  out  that  we  have  treated  a consider- 
able number  of  cases  of  neuritis  accompanying  de- 
generative arthritis  of  the  spine  with  general  treat- 
ment alone  and  hav'e  secured  relief  in  25  per  cent  of 
the  cases  and  symptomatic  improvement  in  80  per 
cent.  We  wish  to  reemphasize  that  in  these  cases 
of  neuritis,  only  symptomatic  medicine  was  used 
and  nothing  in  the  way  of  protein  or  vaccine  stimu- 
lation. These  results  are  very  comparable  to  the 
results  obtained  by  most  workers  in  dealing  with 
the  so-called  infectious  neuritis  by  the  administra- 
tion of  vitamin  B,.  We  believe,  therefore,  that  we 
have  ample  clinical  evidence  at  hand  to  prove  that 
the  administration  of  vitamin  B,  in  not  indicated 
except  in  those  cases  who  have  abnormally  low  in- 
take or  abnormally  low  absorption  of  the  vitamin. 


MULTIPLE  LIVER-CELL  CARCINOMA 
(primary  type) 

REPORT  OF  A CASE 

Charles  P.  Larson,  M.D.* 

TACOMA,  WASH. 

In  a discussion  of  hepatic  tumors  Karsner*  has 
stated,  “Carcinoma  of  the  liver  may  be  defined  as 
such  when  there  is  either  microscopic  or  macro- 
scopic metastases,  tumor  thrombi,  or  when  there  is 
exhibited  a destructive  influence  upon  the  sur- 
rounding liver  tissue.”  Since  the  time  when  Vir- 
chow pointed  out  that  in  any  case  of  liver  tumor 
the  primary  source  must  be  carefully  sought  for, 
primary  carcinoma  of  the  liver  has  been  recognized 
as  a rare  disease.  Jaffe-  reports  primary  carcinoma 
of  the  liver  as  occurring  in  .02  to  .3-  per  cent  of  all 
necropsies.  Orth  found  primary  carcinoma  four 
times  among  258  cases  of  hepatic  cancer. 

The  common  age  incidence  is  fifty  to  sixty  years 
but  cases  have  been  reported  in  very  young  indi- 
viduals, Karsner  reporting  a case  of  true  liver-cell 
hepatoma  in  a boy  eight  years  of  age.  Lepage  ob- 
served a similar  finding  in  a boy  of  six.  Primary 
hepatic  sarcomas  are  most  frequent  in  the  lower 
aged  group.  EggeP  has  reviewed  163  cases  in  the 
literature  and  found  63  per  cent  in  males  and  37 
per  cent  in  females. 

Congenital  maladjustment  of  liver-cell  groups 
predisposing  them  to  tumor  growth  is  a very  rare 
factor  in  adults.  Oertel  describes  a previous  fatty 
and  atrophic  process  as  a preliminary  to  further 
neoplastic  degeneration  in  islands  of  cells  separated 
by  connective  tissue.  With  regard  to  the  high  inci- 
dence of  concurring  cirrhosis,  Winternitz*  states 
that  hepatomata  are  associated  with  cirrhosis  in 
75  to  100  per  cent  of  the  cases,  while  Eggel  claims 
an  existing  cirrhosis  accompanies  85  p)er  cent  of 
all  hepatomata.  It  is  true  that  relatively  few  cases 
of  cirrhosis  develop  primary  hepatic  cancers,  yet 
all  show  precancerous  changes  in  the  increased 
number  of  ducts  and  isolated  islands  of  irregularly 
arranged  liver  cells,  often  making  the  diagnosis 
difficult. 

On  the  other  hand,  the  cirrhosis  has  been  thought 
to  be  due  to  the  cancer  stimulation  of  increased 
connective  tissue  formation.  Eggel,  while  study- 
ing the  past  history  of  many  primary  liver  carci- 
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noma  deaths,  found  that  most  of  these  had  a his- 
tory of  supposed  cirrhotic-producing  factors  such 
as  alcoholism,  biliary  calculi,  syphilis,  trauma  and 
a family  history  of  cirrhosis.  Blumenau’  concludes 
that  “little  cirrhosis  and  fully-developed  carcinoma 
speak  against  a predisposing  cause  by  the  cir- 
rhosis.” 

Echinococcus  cysts  have  been  observed  as  a con- 
current finding  and  Yamigiwa  reports  cases  asso- 
ciated with  distomiasis  and  schistosomiasis.  Strong 
and  Pitts'’  found  incidences  of  primary  liver  car- 
cinoma of  the  white  race  to  be  .109  per  cent,  while 
the  percentage  in  Chinese  reached  7.19  per  cent. 
These  orientals  were  all  from  the  province  of 
Kwangtung  in  the  south  of  China.  Investigations 
have  shown  that  as  high  as  100  per  cent  of  the 
native  population  in  this  province  are  infested  with 
intestinal  parasites,  the  commonest  of  which  is 
the  liver  fluke.  It  is  believed  that  the  high  inci- 
dence of  liver  carcinoma  in  these  people  is  a direct 
result  of  the  parasitic  infestation. 

In  a brief  discussion  of  histogenesis  Ewing^  has 
noted  gradations  between  nodular  hyperplasia,  mul- 
tiple adenoma  and  multiple  carcinoma.  All  of  these 
may  be  found  in  the  same  liver  and,  as  INIuir  states, 
“there  is  no  essential  distinction  between  the  com- 
paratively benign  and  the  atypical  malignant  forms 
of  the  tumor.”  Frequent  cytologic  characteristics 
present  are  nuclear  hypertrophy,  hyperchromatism 
and  giant  multinucleated  cells.  Mitotic  and  ami- 
totic figures  are  found.  Many  have  thus  regarded 
the  hepatoma  as  originating  from  newly  formed 
embryonal  liver  tissue  produced  in  the  adult. 

Biliary  carcinomas  have  been  attributed  to  pro- 
liferating bile  ducts  in  cirrhotic  livers,  paralleling 
Yamigiwa’s  discovery  of  large  bile  duct  tumors 
giving  rise  to  tubular  and  papillary  adenocarci- 
nomatous  forms,  while  the  smaller  bile  duct  types 
simulate  carcinoma  simplex.  The  association  of  two 
tumor  processes  affecting  both  parenchyma  and 
duct  system  must  be  accepted  with  great  caution. 
Muir  emphasizes  the  canal  and  bile  duct-produc- 
ing features  of  typical  hepatomata. 

Metastatic  extensions  are  generally  absent.  Out 
of  163  cases  gathered  by  Eggel  46  were  free  from 
extensions,  50  showed  limitation  to  portal  and 
hepatic  branches,  30  involved  the  thoracic  organs, 
18  extended  to  regional  lymph  nodes  only,  while 
but  nine  gave  secondary  deposits  in  distant  organs. 

5.  Blumenau.  F. : Causes  of  Death  with  Cirrhosis  of 
Liver.  Arch.  f.  Verdauungskr.  27:1-16,  1920. 

6.  Strong,  G.  F.  and  Pitts,  H.  H. : Further  Observations 
on  Primary  Carcinoma  of  Liver  in  Chinese.  Ann.  Int. 
Med.  6:485-496,  Oct.,  1932. 

7.  Ewing,  J. : Neoplastic  Diseases.  W.  B.  Saunders  and 
Co.,  Philadelphia,  1934. 


Metastases  have  been  reported  as  being  earlier 
and  more  common  in  bile  duct  neoplasms  than  in 
the  so-called  hepatomata.  In  the  few  reported  cases 
of  the  latter  metastatic  foci  have  shown  bile 
secretion  properties. 

Four  chief  types  of  primary  liver-cell  tumors 
have  been  described: 

1.  Solitary  hepatoma  or  adenoma.  These  are 
rarely  encountered,  are  massive  in  size  and  are 
regarded  by  many  as  of  congenital  origin.  The 
tumor  resembles  all  features  of  liver  structure,  is 
encapsulated,  benign,  and  bile  stasis  is  usually 
absent. 

2.  Primary  massive  liver-cell  carcinoma.  This 
type  is  usually  seen  in  elderly  persons  and  most 
commonly  associated  with  cirrhosis.  Few  symptoms 
apart  from  those  of  the  cirrhosis  accompany  the 
disease  except  for  the  brief  terminal  illness.  It  is 
usually  a single  large  mass  accompanied  by  small 
secondary  nodules.  The  large  veins  are  commonly 
found  occluded  by  neoplastic  plugs.  Metastases 
here  may  be  extensive,  spreading  especially  to  the 
lungs.  Microscopically,  areas  of  definite  liver-cell 
character  are  always  present.  Four  variations  of 
this  type  have  been  recorded:  (a)  trabecular  ade- 
nocarcinoma, (b)  alveolar  carcinoma,  (c)  perithe- 
lioma tous  type  (composed  of  capillaries  covered 
by  one  or  more  rows  of  cuboidal  epithelium),  (d) 
diffuse  carcinomatous  type,  showing  loss  of  any  ar- 
rangement. 

3.  Multiple  liver-cell  carcinoma.  Here  are  found 
the  fast  growing,  highly  malignant  tumors,  occur- 
ring without  relation  to  cirrhotic  processes.  Metas- 
tatic features  are  usually  absent  bu);  local  exten- 
sions have  been  reported  to  the  diaphragm  and 
gallbladder.  Cases  showing  extensive  metastases  are 
those  usually  associated  with  cirrhosis.  In  this  type 
of  tumor  we  find  the  widest  variations  of  cellular 
arrangement.  Thus,  features  of  trabecular  carci- 
noma, alveolar  carcinoma,  perithelioma,  and  diffuse 
carcinoma  may  coexist. 

4.  Carcinomatous  cirrhosis  (hepatoma  with  cir- 
rhosis). No  sharp  divisions  can  be  made  between 
this  type  and  the  multiple  liver-cell  type  mentioned 
above.  However,  the  outstanding  feature  of  this 
group  lies  in  its  close  relationship  to  cirrhosis  both 
in  the  clinical  syndrome  and  the  pathologic  find- 
ings. It  is  most  commonly  encountered  after  the 
fourth  decade  and  occasionally  in  children  who 
develop  portal  obstructive  symptoms.  history  of 
cirrhosis  nearly  always  precedes  the  tumor  devel- 
opment. Grossly  the  liver  is  found  studded  with 
bile-stained  nodules  somewhat  resembling  a typical 
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Hanot’s  hypertrophic  cirrhosis.  The  bile  ducts  are 
usually  increased  in  number  in  the  cirrhotic  areas 
but  play  no  active  part  in  the  tumor  process. 
However,  they  occasionally  proliferate  and  appear 
to  be  transformed  into  tumor  cells.  In  such  cases 
it  has  been  concluded  that  two  separate  tumor 
processes  are  present,  one  involving  hepatic  cells 
and  the  other  duct  epithelium. 

Eggel  reviewed  the  clinical  symptoms  of  pri- 
mary liver-cell  carcinoma  and  found  the  earliest 
manifestations  to  be  vague  gastrointestinal  com- 
plaints. Of  the  163  cases  he  reviewed  61  per  cent 
showed  icterus,  58  per  cent  ascites,  41  per  cent 
edema,  32  per  cent  splenic  tumor  and  14  per  cent 
fever.  Duration  of  symptoms  averaged  six  months. 
The  presence  of  tumor  thrombosis  may  explain 
the  metastases,  ascites  and  splenic  tumor.  However, 
metastases  are  not  more  frequent  in  cases  in  which 
the  portal  vein  is  filled  with  tumor  tissue. 

The  duration  of  the  disease  is  short  in  all  cases. 
Two  of  Karsner’s  cases  were  sick  only  one  week, 
with  a history  of  few  previous  symptoms.  This  is 
due  to  the  fact  that  cancer  of  the  liver  runs  a 
more  rapid  course  than  cancer  of  other  visceral 
organs,  toxic  products  having  ready  access  to  the 
circulation.  This  is  demonstrated  by  the  frequent 
thrombosis  and  the  fact  that  the  metabolic  and 
digestive  functions  of  the  liver  are  so  important 
to  life. 

Icterus  is  due  to  the  cirrhosis,  to  a massive 
amount  of  tumor  obstruction  to  bile  ducts,  or  to  a 
hematogenous  jaundice  caused  by  toxic  destruc- 
tion of  red  blood  cells.  It  must  also  be  remembered 
that  jaundice  may  follow  hepatic  insufficiency  re- 
sulting from  massive  secondary  carcinomatous  in- 


Fig.  1.  Showing  multiple  nodules  of  firm  grey  tissue  in 
right  lobe  of  liver  (x)  and  tumor  thrombus  in  veins  (y). 


filtrations.  Splenic  tumor  and  ascites  are  caused 
by  either  toxic  phenomena  or  abdominal  stasis. 

CASE  REPORT 

The  case  herein  reported  concerns  a male  aged  69  who 
was  admitted  to  Pierce  County  Hospital,  September  7,  1936, 
with  a diagnosis  of  prostatic  hypertrophy  and  urinary  ob- 
struction. A.  transurethral  prostatic  resection  was  per- 
formed, the  pathologic  biopsy  report  being  fibrous  hyper- 
trophy of  the  prostate  gland.  He  was  discharged  as  recov- 
ered on  September  16. 

During  this  period  of  hospitalization  he  had  no  jaundice 
and  did  not  complain  of  any  gastrointestinal  discomfort. 
Both  physical  and  laboratory  examinations  revealed  nothing 
at  that  time  which  would  point  to  hepatic  disease. 

He  was  readmitted  February  1,  1937,  with  a history  of 
having  been  ill  for  the  past  two  months.  His  chief  com- 
plaints were  progressive  jaundice,  nausea  and  vomiting.  A 


Pig.  2 Fig.  3 

Pig.  2.  (h.  p.)  Showing  tumor  invasion  of  liver  cells, 
alveolar  arrangement  of  tumor  tissue,  fibrosis  and  exudate 
Fig.  3.  (h.  p.)  Showing  diffuse  character  of  growth  and 
varying  cell  types. 


Fig.  4 Fig.  5 

Fig.  4.  (1.  p.)  Showing  diffuse  tumor  in  portal  veins  and 
invasive  characteristics  of  atypical  cords  into  liver  paren- 
chyma. 

Fig.  5.  (1.  p.)  Showing  necrosis  of  tumor  tissue  and  con-  , 
nective  tissue  increase. 
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diagnosis  was  made  of  cirrhosis  of  the  liver  or  possible 
carcinoma  of  the  head  of  the  pancreas.  He  vomited  about 
300  cc.  of  free  blood  on  February  4 and  expired  a few 
hours  later. 

Complete  autopsy  was  performed  twenty-four  hours  after 
death  and  the  gross  findings,  exclusive  of  the  liver  tumor, 
were  as  follows:  intense  icterus,  diffuse  hemorrhagic  gas- 
tritis and  esophagitis,  endocarditis  fibroplastica  (mitral  and 
aortic  valves),  chronic  passive  hyperemia  (both  lungs),  and 
petechial  hemorrhages  into  the  serosal  coverings  of  the 
thoracic  and  abdominal  organs. 

The  liver  weighed  1980  grams,  was  of  a dark  green  color 
and  the  surface  was  granular.  Small  irregular-sized  and 
shaped  nodules  of  firm,  yellowish  grey  tissue  which  had 
apparently  replaced  portions  of  the  liver  parenchyma  could 
be  seen  through  the  serosal  capsule.  The  cut  surface  re- 
vealed multiple  nodules  of  this  firm  grey  tissue  throughout 
(fig.  1).  These  were  most  numerous  in  the  right  lobe,  the 
left  lobe  being  relatively  free.  The  majority  of  these  nodules 
were  grouped  around  the  ramifications  of  the  portal  vein. 
There  was  some  connective  tissue  increase  around  the  portal 
spaces.  The  portal  vein  and  most  of  its  branches  were  filled 
with  a similar  grey  tumor  tissue,  producing  a complete 
thrombosis. 

Microscopic  examination  of  the  tumor  indicated  that 
there  were  two  rather  distinct  morphologic  arrangements  of 
the  individual  cells.  Those  tumor  cells  which  lay  adjacent 
to  the  remaining  liver  parenchyma  were  arranged  in  the 
form  of  solid  plugs,  bands  and  columns  which  merged  into 
the  liver  lobules.  In  some  places  these  columns  appeared 
to  have  a pseudoalveolar  arrangement.  Their  effect  upon 
the  liver  cells  was  both  infiltrative  and  destructive  (fig.  2). 
The  remaining  liver  cells  were  in  various  stages  of  degen- 
eration: bile  pigmentation,  cloudy  swelling  and  fatty  de- 
generation. Foci  of  round-celled  exudate  were  numerous. 
The  individual  tumor  cells  of  these  strands  and  columns 
were  smaller  than  normal,  had  large  hyperchromatic  nuclei, 
large  nucleoli  and  scanty  clear  cytoplasm.  Typical  alveolar 
arrangements  could  be  found  which  somewhat  resembled 
small  proliferating  bile  ducts  except  for  the  fact  that  the 
lining  cells  were  definitely  atypical.  There  was  a definite 
increase  of  fibrous  connective  tissue  around  these  tumor 
cells. 

The  second  morphologic  arrangement  of  tumor  cells 
(fig.  3)  was  of  a very  diffuse  character,  possessing  a very 
scant  fibrillar  stroma.  Large  nodules  of  this  type  of  tumor 
tissue  were  found,  some  within  the  veins  and  others  extra- 
vascular.  There  was  a great  tendency  to  hemorrhage  and 
necrosis  in  this  portion  of  the  tumor.  The  individual  cells 
in  these  areas  of  diffuse  growth  varied  in  size  and  shape. 
Some  were  quite  large  and  very  closely  resembled  imma- 
ture liver  and  mesenchymal  cells.  Others  were  smaller  and 
resembled  those  cells  adjacent  to  the  liver  lobules.  All  of 
these  tumor  cells  had  a dense,  deeply  chromatic  nucleus 
within  which  it  was  almost  impossible  to  pick  out  a 
nucleolus.  The  cytoplasm  was  scanty  and  clear.  Occasional 
huge  giant  cells  were  observed.  Both  large  and  small 
branches  of  the  portal  vein  were  completely  filled  with 
these  tumor  cells  (figs.  4 and  S).  Large  areas  of  necrosis 
were  present  within  these  tumor  areas  (fig.  S). 

The  tip  of  the  left  lobe,  in  which  no  gross  tumor  was 
observed,  failed  to  reveal  any  microscopic  evidence  of  the 
same.  The  liver  cells  of  this  lobe  were  in  varying  stages  of 
degeneration.  There  was  considerable  cloudy  swelling,  fatty 
infiltration  and  passive  hyperaemia.  Foci  of  exudate  were 
present  around  the  portal  spaces.  There  was  absolutely  no 
evidence  of  cirrhosis. 

Pathologic  diagnosis  was  made  of  multiple  liver-cell  car- 
cinoma (primary  type). 


COMMENT 

A case  of  multiple  liver-cell  carcinoma  of  the  pri- 
mary type  has  been  reported.  The  case  presented 
metastases  to  portal  veins.  The  tumor  was  highly 
malignant  and  developed  in  a liver  in  which  cir- 
rhosis was  absent.  There  was,  however,  consider- 
able connective  tissue  proliferation  around  some 
of  the  groups  of  tumor  cells.  This  was  probably 
secondary.  This  view  is  supported  by  the  fact 
that  there  was  no  cirrhosis  in  liver  areas  free  from 
tumor.  Some  of  the  malignant  cells  had  an  arrange- 
ment resembling  immature  bile  ducts.  This  feature 
has  been  observed  in  other  cases  of  primary  liver- 
cell carcinoma  and,  in  fact,  such  authors  as 
Weigert,  Witwicky,  Beneke  and  Markwald  have 
stated  that  it  is  quite  possible  for  these  tumors  to 
be  of  dual  origin,  the  one  group  of  cells  arising 
from  the  bile  ducts  and  the  other  from  the  liver 
parenchyma. 

The  clinical  course  was  chiefly  notable  for  its 
rapidity.  The  first  symptoms  appeared  only  two 
months  before  death.  As  a rule,  jaundice  is  un- 
common in  tumors  of  this  type,  but  in  this  case 
it  was  most  marked.  Rapid  enlargement  of  the  liver, 
cachexia  and  ascites  are  the  cardinal  symptoms  in 
this  type  of  liver  tumor,  all  being  present  in  this 
case.** 
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Nausea  and  vomiting  of  pregnancy  rarely  become 
sufficiently  severe  to  require  hospitalization  of  the 
patient,  though  the  milder  degrees  occur  often 
enough  to  demand  our  constant  and  earnest  thera- 
peutic thoughts  and  efforts.  Approximately  66  per 
cent  of  pregnant  women  present  this  symptom-com- 
plex and  half  of  these  (approximately  33  per  cent 
of  all  pregnant  women)  demand  relief.^  In  severity 
the  symptoms  range  from  slight  nausea  to  per- 
nicious vomiting,  in  which  even  liquids  are  not  re- 
tained. 

ETIOLOGIC  FACTORS 

That  the  etiology  of  this  condition  is  obscure-  is 
vouchsafed  by  the  variety  of  theories  and  therapies 

The  author  is  indebted  to  J.  A.  Sheppard,  B.Sc.,  for 
assistance  in  abstracting  the  literature  used  in  this  article. 
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advanced  by  able  observers.  Though  appearing  to 
be  somewhat  hodgepodge,  doubtless  such  a state  of 
flux  warrants  optimism  concerning  ultimate  success 
at  an  otherwise  later  date.  It  was  formerly  thought 
to  be  a true  neurosis,®’ ■*  but  of  late  years  the  con- 
sensus of  opinion  is  that,  while  in  some  cases  there 
is  a neurotic  factor,  most  cases  must  be  explained 
on  some  some  other  basis  or  bases.^’®’ The 
rather  constant  finding  of  a diminution  of  free 
hydrochloric  acid  in  the  stomach  in  early  preg- 
nancy,^^ frequently  the  existence  of  hypocalcemia^® 
and  often  hypoglycemia^®*  have  been  consid- 

ered etiologic  factors  and  indications  for  therapy. 
Because  the  uterus  so  frequently  becomes  retro- 
fle.xed  in  the  first  few  weeks  of  pregnancy,  hardly 
can  one  believe  its  malposition  responsible  for  the 
nausea  and  vomiting. 

In  the  last  few  years  thought  and  action  have 
been  concerned  with  the  malfunctioning  of  the  en- 
docrine system  as  the  basis  for  hyperemesis  gravi- 
darum, almost  every  gland  being  pointed  to  as  the 
guilty  member.  This  has  likely  resulted  in  our  mak- 
ing some  progress,  at  least  to  the  point  that  no 
longer  warrants  the  utilization  of  organotherapy  in 
an  empirical  manner. 

Some  authorities®’*'  believe  that  the  placenta 
elaborates  a syncytiotoxin  and  point  to  the  extreme 
nausea  and  vomiting  accompanying  hydatidiform 
mole  as  evidence.  Overactivity  of  some  portion  of 
the  anterior  lobe  of  the  pituitary  gland  has  been 
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blamed  because  of  the  excessive  amounts  of  pro- 
lan*’*®’*'® found  in  the  early  months  of  pregnancy 
and  particularly  in  the  presence  of  hydatidiform 
mole.  The  parathyroid  glands  have  been  held  re- 
sponsible for  the  low  blood  calcium.®®’®*’®®  Cortin 
and  whole  adrenal  extracts  have  been  given  with 
little  or  no  results.  In  a few  instances®®  hyperthy- 
roidism is  at  least  a contributing  factor.  Herein  the 
hyperirritability  of  the  nervous  system  seems  to  be 
associated  with  a lowered  threshold  for  vomiting. 
In  our  hyperthyroid  cases  iodine,  best  tolerated  as 
lipoiodine,  has  given  prompt  relief. 

THE  WATER-SOLUBLE  EXTRACT 

Agomensin  is  obtained  from  fresh,  whole  ovaries 
of  healthy,  mature  cattle  in  the  following  manner: 
The  carefully  and  rapidly  dried  ovaries  are  com- 
pletely extracted  by  means  of  water  and  by  or- 
ganic solvents.  These  two  fractions  together  con- 
tain all  the  soluble  components  of  the  organ.  The 
fat-soluble  fraction  contains  the  lipoids,  sterol  com- 
pounds, estrin  and  progesterone,  all  preexisting  in 
the  mature  normal  ovary.  The  water-soluble  frac- 
tion is  cautiously  purified  by  further  processes  and 
the  available  product,  agomensin  (lipamine),  re- 
sults. It  is  a dark  brown  mass  which  melts  between 
SO  and  60°  C.  During  the  drying  process,  crystals 
of  unknown  chemical  composition  (mixtures  of 
several  amines?)  are  formed.  These  are  soluble 
in  water  and  to  it  impart  a yellow  transparent 
color. 

The  physiologic  action  and  potency  of  this  sub- 
stance have  been  demonstrated  by  injecting  it 
subcutaneously  and  intramuscularly  into  female 
rabbits  which  then  present  distinct  hyperemia  of 
the  genitalia  and  some  salivation.  In  lactating  ani- 
mals a marked  augmentation  of  the  formation  of 
milk  takes  place.  This  effect  can  also  be  elicited  by 
oral  administration  of  large  doses.  In  normal  fe- 
male mice  agomensin  produces  hypertrophy  of  the 
ovaries,  associated  with  an  increase  in  the  number 
of  mature  graafian  follicles  and  a distinct  dilatation 
of  the  blood  vessels.  In  castrated  animals  no  signs 
of  estrus  appear  following  the  administration  of 
agomensin.  This  bespeaks  the  absence  of  an  estrin- 
like  substance  in  this  water-soluble  extract  which 
again  differs  from  estrin  and  progestin  in  that  the 
latter  two  are  distinctly  liposoluble  and  can  quite 
satisfactorily  be  assayed  biologically,  while,  on  the 
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contrary,  such  assays  yield  negative  results  with 
agomensin.  While  its  effects  are  somewhat  similar 
to  those  of  extracts  of  the  anterior  lobe  of  the  hypo- 
physis, at  the  present  time  there  is  no  definite  evi- 
dence that  agomensin  contains  a product  of  the 
anterior  lobe  of  the  hypophysis.  Moreover,  there 
are  many  marked  differences  in  the  physical,  chem- 
ical and  biologic  properties  of  these  pituitary  hor- 
mones and  agomensin.  Future  experimental  work 
will  have  to  determine  that  in  this  substance  there 
is  or  is  not  a water-soluble  hormone. 

CLASSIFICATION  OF  CASES 

For  the  present  purpose,  our  series  of  thirty-four 
cases  are  divided  into  three  groups  according  to 
their  severity,  though  we  feel  with  Peckham-^  that 
the  actual  severity  of  the  case  and  its  accurate  prog- 
nosis cannot  be  based  solely  on  the  time  of  onset 
and  duration  of  vomiting  and  loss  of  weight. 

Mild — 13  cases:  These  patients  were  nauseated  and  vom- 
ited only  once  or  twice  per  day ; weight  essentially  un- 
changed ; urine  not  concentrated  and  urinary  ketone  bodies, 
if  present,  in  only  faint  traces. 

Moderately  severe — 19  cases:  These  women  were  con- 
stantly nauseated  and  vomited  frequently;  manifested  evi- 
dence of  dehydration  and  loss  of  weight;  had  dry  and 
inelastic  skin ; urine  very  concentrated  and  contained  large 
amounts  of  ketone  bodies;  usually  very  nervous  and  hyper- 
irritable. 

Severe  or  pernicious — 2 cases:  These  patients  were  unable 
to  retain  even  fluids;  one  became  semicomatose ; loss  of 
weight  very  marked;  urinary  output  very  low,  highly  con- 
centrated and  contained  large  amounts  of  ketone  bodies; 
breath  had  distinct  fruity  odor. 

TREATMENT 

General  treatment  of  all  cases  was  based  on  the 
same  principles.  Believing  that  the  condition  is  pri- 
marily an  endocrine  disturbance,  agomensin  was 
given  intramuscularly  to  all  three  groups:  to  the 
mild  cases  one  ampule  on  alternate  days;  to  the 
moderately  severe  one  ampule  daily;  and  to  the 
severe  one  or  two  ampules  three  times  daily. 

Each  patient  ■ received,  on  alternate  days,  an 
erythema  dose  of  ultraviolet  radiation  (burner  skin 
distance  of  twelve  inches)  over  the  epigastrium, 
together  with  tonic  radiation  to  the  entire  body  and 
was  instructed  to  keep  the  bowels  regulated.  On  the 
basis  of  Arzt’s  work,  each  patient  was  given  hydro- 
chloric acid  in  the  form  of  hydrionic  tablets,  one 
tablet  or  more  before  meals.  Each  tablet  is  the 
equivalent  of  10  minims  of  hydrochloric  acid.  In 
that  table  salt  (NaCl)  will  tend  to  abort  attacks 
of  nausea,  the  patients  were  instructed  to  take  a 
small  amount  of  this  on  the  tongue  whenever  they 
became  nauseated.  Many  patients  carry  salt  cellars 
constantly.  This  and  the  preceding  measure  (hy- 

24.  Peckham.  C.  H. : Observations  on  Sixty  Cases  of  Hy- 
peremesis Gravidarum.  Am.  J.  Obst.  & Gynec.,  17:776-788, 
Juno.  1929. 


drionic  tablets)  are  designed  to  replace  the  acids  in 
the  stomach  and  the  electrolytes  in  the  body  in 
general. 

The  dietary  regimen  was  simply  a high  carbo- 
hydrate-low fat  diet.  Eluids  were  taken  in  as  large 
quantities  as  possible  and  in  whatever  form  was 
most  easily  retained  and  assimilated.  In  this  re- 
spect, one  patient  was  able  to  maintain  a positive 
fluid  balance  with  coca  cola.  Fruit  juices,  coffee 
and  insipid  liquids  were  often  provocative  of  nau- 
sea. Slightly  alkaline  or  carbonated  mixtures,  such 
as  ginger  ale,  were  often  well  tolerated.  A teaspoon- 
ful of  citrocarbonate  in  a quart  of  water  makes  a 
palatable  drink  which  was  often  well  tolerated. 

Sedation  has  been  successfully  accomplished  with 
dial,  whenever  the  patients  exhibited  any  evidence 
of  irritability  or  nervousness.  In  the  severe  cases, 
as  much  as  seven  and  one-half  grains  (five  tablets) 
or  more,  may  be  given  in  twenty-four  hours. 

The  thirteen  mild  cases  received  from  2 to  15 
cc.  of  agomensin,  an  average  of  8 cc.  per  patient. 
The  average  number  of  doses  per  patient  was  ten. 
The  nineteen  moderately  severe  cases  received  ago- 
mensin, ranging  in  amounts  from  9 to  40  cc.,  an 
average  of  22  cc.  per  patient.  The  average  number 
of  doses  per  patient  was  twelve. 

The  treatment  of  the  mild  and  moderately  se- 
vere cases  in  the  manner  described  appears  to  have 
prevented  the  development  of  the  severe  or  per- 
nicious type  of  case. 

The  following  moderately  severe  case  is  reported 
because  of  the  predominating  feature  of  migraine- 
like headaches: 

Case  1.  Mrs.  D.  A.  C.,  29  years  old.  Throljghout  previous 
pregnancy  in  1935  patient  had  severe  nausea  and  vomiting 
associated  with  migraine-like  headaches.  This  pregnancy 
terminated  in  a severe  toxemia  and  a still-born  infant. 
Toxic  adenoma  of  thyroid  removed  on  February  11,  1937. 

First  seen  (office  visit)  on  .April  21,  1937,  when  she  stated 
that  her  last  menstrual  period  was  on  March  14  and  that 
her  breasts  became  painful  one  week  ago. 

April  27.  Basal  metabolic  rate  was  plus  14  per  cent. 

May  12.  Has  been  very  nauseated  and  vomits  4-6  times 
daily;  has  very  severe  headache  constantly;  breasts  very 
painful.  2 cc.  agomensin. 

May  13.  Headache,  nausea  and  vomiting  much  better.  2 
cc.  agomensin. 

May  14.  2 cc.  agomensin. 

May  15.  1 cc.  agomensin. 

May  18.  1 cc.  agomensin. 

May  20.  1 cc.  agomensin. 

May  22.  1 cc.  agomensin. 

May  25.  No  nausea  or  vomiting;  breasts  not  so  painful; 
no  headache  since  May  14. 

June  7.  No  headaches,  nausea  or  vomiting. 

The  two  severe  cases  of  this  series  had  not  been 
subjected  to  the  outlined  regimen  prior  to  coming 
into  our  hands  at  a time  when  each  was  classified 
as  severe.  The  results  obtained  were  sufficiently 
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Striking  to  warrant  reporting  these  cases  in  some 
detail. 

Case  2.  Mrs.  R.  C.,  21  years  old.  Married  in  October  and 
missed  ensuing  menstrual  period.  Because  of  severe  intract- 
able vomiting,  patient  was  hospitalized  elsewhere  and  kept  on 
intravenous  fluids,  sedation  and  absolute  bed  rest  for  two 
weeks  with  no  beneficial  effects;  has  continued  to  vomit 
everything,  even  fluids. 

November  30.  First  seen.  Diagnosis:  pregnancy  with 
severe  hyperemesis  gravidarum.  Ultraviolet  radiation  to  epi- 
gastrium (1J4  min.)  and  to  entire  body  (3  min.).  2 cc. 
agomensin. 

December  1.  Ultraviolet  radiation  repeated.  2 cc.  ago- 
mensin. 

December  3.  Ultraviolet  radiation  to  entire  body  (3  min.). 
2 cc.  agomensin. 

December  4.  Ultraviolet  radiation  repeated.  2 cc.  ago- 
mensin. 

December  S.  No  nausea  or  vomiting;  appetite  at  its  best. 
2 cc.  agomensin.  Hospitalization  was  not  required  and 
patient  had  no  recurrence  of  hyperemesis. 

Case  3.  Mrs.  E.  O.  E.,  35  years  old.  Abortion  one  year 
ago  for  pernicious  hyperemesis  gravidarum.  Patient  has  not 
menstruated  for  two  months,  during  which  time  she  has 
been  hospitalized  three  times  on  account  of  hyperemesis 
gravidarum.  In  the  course  of  the  first  three  days  following 
first  consultation  she  received  7 cc.  agomensin.  Following 
this  she  felt  much  better.  Three  weeks  later  hospitalization 
was  indicated  for  the  treatment  of  severe  hyperemesis.  Dur- 
ing the  ensuing  eight  days  the  patient  was  given  20  cc.  ago- 
mensin, promptly  followed  by  her  feeling  much  better  and 
discharge  from  the  hospital.  She  was  delivered  normally  at 
a subsequent  date. 

The  outline  of  the  hospital  treatment  of  such 
cases  is  as  follows: 

1.  Complete  bed  rest,  preferably  in  a private 
room.  Visitors  should  be  excluded  for  several  days. 

2.  Sedation  to  the  point  of  complete  relaxation. 
The  patient  should  sleep  most  of  the  time,  but  still 
be  capable  of  responding  to  stimuli.  Sedation  is  de- 
creased as  patient  improves. 

3.  Replacement  of  fluids  and  electrolytes  by  in- 
travenous route.  At  least  3000  cc.  of  15  per  cent 
glucose  in  normal  saline  are  given  daily. 

4.  Nothing  by  mouth  or  rectum  for  three  days. 
.A  nasal  tube  is  then  passed  and  small  liquid  feed- 
ings of  egg-nog,  broths  and  such  are  given  fre- 
quently. Peptone  broth  augments  the  diet  in  an  ex- 
cellent manner.  Any  deficiency  of  fluid  intake  be- 

• low  3000  cc.  is  made  up  by  the  intravenous  admin- 
istration of  glucose  and  saline.  Later  a dry  diet  is 
given.  Numerous  small  feedings  are  given  in  pref- 
erence to  three  large  meals. 

5.  Agomensin  intramuscularly  in  doses  of  two 
or  more  ampules  three  times  daily. 


INTERPRETATION  OF  THE 
ELECTROCARDIOGRAM  WITH  SPECIAL 
REFERENCE  TO  CORONARY  THROMBOSIS 


Robert  F.  Foster,  M.D. 

SEATTLE,  WASH. 

The  electrocardiograph  records  the  rhythm  and 
changes  in  the  balance  of  the  electric  potentials  of 
the  beating  heart.  The  rhythm  and  changes  in 
these  potentials  are  produced  by  an  intricate  phys- 
iologic mechanism  and  altered  by  many  disease 
conditions,  but  it  is  possible,  by  an  analysis  of  the 
component  elements  of  the  electrocardiogram  in 
relation  to  the  anatomy  and  the  physiology  of  the 
heart,  to  recognize  many  of  the  disease  conditions 
that  affect  it. 

The  rhythm  of  the  heart  is  normally  governed 
by  the  sinus  node  which  is  located  near  the  mouth 
of  the  superior  vena  cava  in  the  right  auricle.  The 
sinus  node  is  controlled  to  a greater  or  lesser  de- 
gree by  the  efferent  cardiac  nerves,  the  vagus  and 
the  sympathetic;  and  the  sinus  produces  an  im- 
pulse which  spreads  out  over  the  auricles,  causing 
them  to  contract. 

In  a region  of  the  posterior  wall  of  the  right 
auricle  there  is  located  the  auriculoventricular  node 
of  Tawara.  It  is  stimulated  by  the  “ripple”  that 
sweeps  over  the  auricles  and  it  sets  up  an  impulse 
which  is  conducted  along  the  bundle  of  His  to  its 
final  ramifications  and  terminations  in  the  ven- 
tricular muscle. 

The  bundle  of  His  passes  from  the  auriculoven- 
tricular node  into  the  ventricular  septum,  where 
it  divides  into  a right  and  left  branch.  These 
branches  continue  in  the  septum  toward  the  apex 
and  finally  cross  the  ventricular  chambers  by  way 
of  the  trabeculae  carnae  to  the  ventricular  wall 
where  they  ramify,  conducting  their  impulses  in 
succession  to  the  near  and  the  far  reaches  of  the 
ventricular  muscle,  resulting  in  contraction  of  the 
the  ventricles.  The  wave  of  muscular  contraction 
produces  an  action  current  which  is  picked  up, 
amplified  and  recorded  by  the  electrocardiograph. 
It  can  be  seen  that  there  is  a sequence  of  physio- 
logic events,  consisting  of  conduction  and  contrac- 
tion that  may  be  altered  by,  and  correlated  with 
disease  states  of  the  heart. 

Briefly,  the  points  to  be  noted  in  the  interpre- 
tation of  the  electrocardiogram  are  as  follows 

(fig.  1): 


Rate 
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Axis  deviation 

The  P wave 


P wave  QRS  interval 

PR  interval  T wave 

QRS  complex  QRST  segment 

and  Leads 

results  from  contraction  of  the 


auricles. 


November,  1937 


CORONARY  THROMBOSIS FOSTER 


395 


t «t  t/  t.f  i.t 


Fig.  1.  Electrocardiographic  diagrams  showing  typicai 
characteristics. 


Exaggerated  P waves  are  seen  in  mitral  stenosis, 
the  result  of  hypertrophy  and  dilatation  of  the 
auricle. 

The  PR  interval  should  measure  0.2  seconds 
or  less,  and  indicates  the  time  required  for  the 
impulse  to  cross  the  auriculoventricular  node.  De- 
lay may  be  functional,  in  which  case  it  will  be 
abolished  by  atropine,  or  it  may  mean  block.  De- 
layed auriculoventricular  conduction  is  the  only 
dependable  diagnostic  electrocardiographic  finding 
in  acute  rheumatic  fever.  Heart  block  and  the 
Stokes-Adams  syndrome  need  no  comment  here. 

The  QRS  complex  records  the  transmission  of 
the  impulse  through  the  bundle  of  His  and  the 
beginning  of  ventricular  activity.  Its  duration 
should  not  exceed  0.10  seconds  and  prolongation 
indicates  blocking  in  the  bundle.  Bundle  branch 
block  is  almost  always  the  sign  of  advanced  heart 
disease,  occurs  especially  in’  the  hypertensive  and 
arteriosclerotic,  and  is  seldom  diagnosed  by  clini- 
cal signs. 

The  direction  of  the  greatest  deflection  of  the 
QRS  complex  in  leads  I and  HI  is  used  to  denote 
axis  deviation,  from  which  a notion  of  ventricular 
preponderance  or  hypertrophy  may  be  gained.  In 
general,  an  electrocardiogram,  in  which  the  R waves 
in  lead  I and  the  S waves  in  lead  HI  are  conspicu- 
ous, indicates  left  axis  deviation,  and  the  converse 
indicates  right  axis  deviation.  As  a rule,  notching 
and  slurring  of  the  QRS  in  isolated  leads  is  not  sig- 
nificant. 

The  T wave  represents  the  summation  of  un- 
balanced electrical  force  in  the  final  period  of  ven- 
tricular contraction.  It  is  through  the  study  of  the 
T wave  that  the  subject  of  this  paper  is  presented. 

The  electrocardiograph,  although  it  records  dis- 
orders in  rhythm  and  conduction  with  exactness 
unkown  to  any  other  method  of  examination,  prob- 
ably finds  its  greatest  sphere  of  usefulness  in  certain 


disorders  of  the  myocardium,  namely,  diseases  man- 
ifest by  anginal  pain.  Problems  in  the  interpretation 
of  obscure  piectoral  and  upper  abdominal  pain  arise 
almost  daily. 

The  following  case  record  is  presented  in  the 
order  in  which  the  facts  were  brought  to  light  to 
bring  out  the  diagnostic  problem,  and  not  in  the 
chronologic  order  of  a history,  which  so  often  in 
retrospect  obviously  supports  a diagnosis. 

W.  H.,  laborer,  age  S8. 

The  patient  works  at  the  Todd  Dry  Dock  on  the  night 
shift,  where  he  handles  a machine  related  to  a riveter,  and  is 
used  in  bolting  steel  plates  onto  ship  hulls.  Medical  aid  was 
first  summoned  on  July  27,  1937,  around  4 a.m.  It  was 
learned  that  for  the  past  three  or  four  days  the  patient 
had  been  leaving  the  job  early  because  of  “rheumatism,” 
and  for  the  past  two  hours  he  had  been  in  terrific  pain  and 
unable  to  work. 

The  patient  was  observed  to  be  in  a state  of  collapse,  and 
was  able  to  locate  only  vaguely  the  pain  in  the  midsection 
of  the  body.  Morphine  sulphate,  grains  J4,  were  administered 
intravenously  and  he  was  removed  to  Providence  Hospital. 
The  pain  persisted,  considerable  distension  of  the  stomach 
developed,  and  vomiting  followed. 

On  examination  the  following  observations  were  made: 
“The  patient  appears  critically  ill,  restless,  perspiring  and 
somewhat  cyanotic.  Blood  pressure  124  systolic,  74  diastolic. 
Pulse  100.  Temperature  98°  F.  A few  crepitant  rales  are 
heard  in  both  bases.  The  heart  is  enlarged  slightly  to  the  left. 
No  murmurs  and  no  rubs  are  heard.  The  abdomen  is  some- 
what distended  in  the  upper  half.  There  is  definite  tenderness 
in  the  epigastrium  but  no  involuntary  rigidity.  Ancient  scars 
are  noted  in  the  right  lower  quadrant  and  the  right  loin. 
Teeth  are  carious.  There  is  deafness  in  both  ears  to  a degree 
that  makes  interrogation  difficult.  Principal  reflexes  are  nor- 
mal.” 

A leukocyte  count  made  on  July  27  was  9850,  with  78  per 
cent  neutrophiles  and  22  per  cent  lymphocytes. 

The  diagnosis  was  in  doubt.  Pancreatitis,  perforating  pep- 
tic ulcer,  pleurisy  and  coronary  thrombosis  were  considered. 

Subsequent  injections  of  morphine  were  required  for  pain. 
Daily  temperatures  ranged  around  101°  degfees,  and  on  one 
day  was  as  high  as  102.2°  F.  Continuous  pain  ceased  July 
30,  and  the  patient’s  general  condition  improved,  including 
the  disappearance  of  gastric  distension.  This  was  treated  by 
lav'age. 

.An  electrocardiogram  was  made  on  July  31.  It  showed 
low  voltage  in  all  leads,  an  elevation  of  the  RT  segment  in 
leads  I and  II,  an  inverted  T wave  in  lead  III,  and  an  absent 
Q wave  in  lead  V. 

A subsequent  electrocardiogram,  made  on  August  7, 
showed  an  inversion  of  the  T wave  in  lead  I and  upright  T 
waves  in  leads  II  and  III.  These  tracings  in  sequence  were 
diagnostic  of  acute  coronary  thrombosis,  and  suggested  that 
the  area  of  myocardial  infarction  is  in  the  anterior  apical  por- 
tion of  the  left  ventricle  (fig.  2). 

At  this  time  it  was  possible  to  obtain  a more  detailed 
history  from  the  patient.  He  states  that  on  July  22,  around 
2 a.m.,  he  developed  an  aching  pain  down  the  inner  side  of 
the  left  arm,  while  using  this  heavy  pounding  machine.  The 
following  night  the  pain  recurred  and  was  very  severe.  .Again 
on  each  of  the  following  two  nights  the  pain  recurred  and 
was  very  severe.  It  spread  to  the  lower  pectoral  region  and 
was  so  terrific  he  had  to  stop  work.  The  following  day  was 
a holiday  and  he  rested,  but  the  next  night  he  returned  to 
work,  although  he  was  very  weak.  .After  two  hours  of  work 
the  pain  became  unbearable  and  medical  aid  was  first  sum- 
moned. 
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Standardization  Lead  I Lead  II  Lead  III  Lead  IV 

Fig.  2.  Electrocardiogram  made  August  7. 


The  past  history  is  essentially  negative.  He  is  of  stoical 
German  stock,  and  the  only  illness  has  been  on  the  occasion 
of  stab  wounds  in  the  right  loin,  right  lower  quadrant  of  the 
abdomen  and  interscapular  region,  which  healed  satisfac- 
torily. 

It  is  apparent  in  retrospect  that  the  diagnosis 
can  be  made  from  the  history  alone,  but  it  is  also 
obvious  that  in  dealing  with  this  patient,  who  was 
both  deaf  and  critically  ill,  it  is  impossible  to 
elicit  a history  that  will  be  conclusively  diagnostic. 

ABNORMALITIES  OF  THE  QRST  SEGMENT 

To  take  up  the  abnormalities  of  the  QRST  seg- 
ment, which  occur  in  coronary  thrombosis,  first,  a 
knowledge  of  the  distribution  of  the  blood  to  the 
heart  is  prerequisite  to  any  attempt  to  interpret  the 
electrocardiographic  changes  occurring  with  acute 
myocardial  infarction.  This  knowledge  is  now  so 
well  established  that  it  may  be  kept  in  mind  with- 
out difficulty. 

The  left  coronary  artery  divides  into  the  anterior 
descending  branch  which  supplies  the  anterior  por- 
tion of  the  left  ventricle,  the  apex,  and  the  anterior 
two-thirds  of  the  interventricular  septum;  and  the 
circumflex  branch  which  supplies  one-third  or  one- 
half  of  the  basilar  region  of  the  left  ventricle.  The 
right  coronary  artery  supplies  the  posterior  one- 
third  of  the  interventricular  septum  and  shares  with 
the  circumflex  branch  of  the  left  coronary  the 
blood  supply  to  the  posterior  basilar  portion  of  the 
left  ventricle.  Coronary  occlusion  may  produce  in- 
farction, therefore,  of  the  anterior  apical  portion 
of  the  left  ventricle,  if  the  anterior  descending 
branch  of  the  left  coronary  artery  is  closed,  and 
infarction  of  the  posterior  basilar  region,  if  either 
the  right  coronary  or  the  circumflex  branch  of  the 
left  coronary  artery  is  closed.  Acute  myocardial 
infarction  is  almost  wholly  confined  to  the  left 
ventricle,  and  it  may  be  either  in  the  anterior 
apical  regions  or  the  posterior  basilar  regions. 
Since  the  electrocardiogram  is  disturbed  by  infarc- 
tion and  not  thrombosis,  it  is,  therefore,  more  cor- 
rect to  speak  of  infarction  in  these  regions  than  to 

1.  Barnes.  A.  R. : Electrocardiogram  in  Myocardiai  In- 
farctions; Review  of  107  Ciinicai  Cases  and  108  Cases 
Proved  at  Necropsy.  Arch.  Int.  Med.,  55:457-483,  March, 
1035. 


designate  right  or  left  coronary  thrombosis. 

Barnes^  has  postulated  that  the  T wave  is  the 
summation  of  electric  forces  in  the  contracting 
ventricle.  From  a study  of  T wave  negativity  in 
predominant  ventricular  strain,  these  forces  appear 
to  react  across  a plane  in  the  heart  separating 
the  right  and  left  ventricle.  Further,  from  a study 
of  the  RT  segment  in  acute  myocardial  infarction, 
these  forces  also  appear  to  react  at  least  at  times 
across  a plane  in  the  heart,  separating  the  posterior 
basal  portion  of  the  left  ventricle  from  the  rest 
of  the  heart.  Therefore,  any  condition  which  inter- 
feres with  this  balance  of  electric  forces  will  result 
in  T wave  changes  or  changes  in  the  RT  segment. 
Since  the  work  of  Wilson  et  al-  this  may  be  ex- 
tended to  include  the  whole  QRST  segment. 

The  T wave  is  normally  directed  upright  in  all 
leads.  Hypertrophy  of  the  ventricles  is  the  com- 
monest cause  of  T wave  changes  and  these  are  be- 
lieved briefly  to  foreshadow  the  clinical  signs  of  de- 
compensation, unless  the  underlying  cause  is  re- 
moved. Hypertension  is  the  most  common  cause  of 
left  ventricular  hypertrophy  and  with  it  the  fol- 
lowing changes  may  be  expected  in  the  T wave; 

(1)  isoelectric  or  low  voltage  T wave  in  Lead  II, 

(2)  diphasic  T wave  in  lead  I or  leads  I and  II, 

(3)  inverted  T wave  in  lead  I or  in  leads  I and  II. 
Mitral  stenosis  is  a cause  of  right  ventricular  hy- 
pertrophy and  may  produce  inversion  of  the  T 
wave  in  leads  II  and  HI.  Also,  T wave  changes 
are  produced  by  bundle  branch  block,  ventricular 
extrasystolic  arrylhmia,  and  paroxysmal  ventricu- 
lar tachycardia. 

Clinically,  the  most  important  changes  in  the  T 
wave  are  those  produced  by  acute  coronary  occlu- 
sions, and  these  changes  are  intrinsic  with  deform- 
ity of  the  whole  QRST  segment.  These  changes 
for  the  most  part  are  predictable,  but  interpreta- 
tion may  be  difficult  because  the  set-up  is  compli- 
cated and  confused  by  factors  such  as  antecedent 
heart  disease,  pulmonary  embolism,  infection, 

2.  Wilson,  F.  N.  et  al. : Electrocardiogram  in  Myocardial 
Infarction  with  Particular  Reference  to  Initial  Deflections 
of  Ventricular  Complex.  Heart, 16  : 155-177,  June,  1933. 
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digitalis,  pericarditis,  multiple  infarcts  and  low 
voltage. 

The  character  of  the  deformity  of  the  whole 
QRST  segment  is  dependent,  first,  upon  the  area 
of  the  ventricle  infarcted,  and,  second,  upon  the 
time  elapsed  since  the  acute  infarction.  The  first 
is  explained  by  the  fact  that  acute  infarction  of 
the  anterior  apical  portion  of  the  left  ventricle 
acts  directly  opposite  to  acute  infarction  involving 
the  posterior  basal  portion  of  the  left  ventricle. 
Further,  acute  myocardial  infarction  may  produce 
two  distinct  and  separate  patterns  which  may 
occur  alone  or  simultaneously  and  are  each  equally 
indicative  of  acute  myocardial  infarction.  These 
two  patterns  are  known  as  the  Q and  the  T type 
of  electrocardiogram  (fig.  3). 
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Fig.  3.  Electrocardiographic  diagrams  showing  typical 
characteristics  following  myocardial  infarction. 


Acute  infarction  of  the  anterior  and  apical  por- 
tion of  the  left  ventricle  early  produces  the  T 1 
or  Q 1 pattern  or  both.  The  T 1 pattern  is  charac- 
terized by  an  elevation  and  change  in  contour  of 
the  RST  segment  in  leads  I and  II,  and  a depres- 
sion of  the  ST  segment  in  lead  III.  The  contour 
is  dome-shaped  or  sloping  downward  towards  the 
T wave.  The  T wave  in  lead  I is  diphasic  or 
monophasic.  As  healing  takes  place  the  RST  con- 
tour returns  to  normal  and  the  T wave  becomes 
frankly  inverted  in  lead  I and  peaked  in  lead  III. 
The  RT  segment  must  arise  on  or  above  the  iso- 
electric line. 

The  Q 1 pattern  is  characterized  by  conspicuous 
and  broad  Q waves  in  lead  I,  absent  Q waves  in 
leads  II  and  III,  a conspicuous  S wave  in  leads 
II  and  III,  the  lowest  amplitudes  of  the  QRS 
complex  in  lead  I,  and  a T wave  usually  inverted 
in  lead  I. 

Acute  infarction  of  the  posterior  basal  portion 
of  the  left  ventricle  early  produces  the  T 3 or  Q 3 
or  both.  These  T 3 patterns  are  the  opposite  of 
the  T 1 patterns.  The  T 3 pattern  is  characterized 
by  a depression  of  the  ST  segment  in  lead  I,  an 
elevation  of  the  RT  segment  in  leads  II  and  III, 
and  a change  in  contour  is  dome-shaped.  Later  the 
RT  tends  to  return  to  the  isoelectric  level  and  the 


T wave  to  become  inverted  in  leads  II  and  III. 
The  RT  segment  must  arise  on  or  above  the  iso- 
electric line  in  the  presence  of  an  inverted  T wave 
in  leads  II  and  III  to  diagnose  infarction.  The  Q3 
pattern  is  characterized  by  absent  Q wave  in  lead 
1,  conspicuous  Q’s  in  leads  II  and  III,  relatively 
small  amplitude  of  the  initial  ventricular  deflection 
in  lead  II,  and  the  Q wave  in  lead  III  must  exceed 
the  amplitude  of  the  QRS  in  any  lead  by  25  per 
cent.  There  must  be  left  ventricular  preponderance, 
an  upward  R III,  absent  S III,  and  an  avoidance 
of  misinterpreting  notching  in  order  to  diagnose 
acute  infarction. 

It  is  commonly  observed  that  patients  with  an- 
gina pectoris  clinically,  or  advanced  coronary 
sclerosis  or  myocardial  fibrosis  at  necropsy,  have 
failed  to  exhibit  significant  RST  or  T wave  changes 
in  the  electrocardiogram.  On  the  other  hand, 
Willius,^  in  analyzing  2000  cases  with  anginal  syn- 
dromes, found  there  were  significant  electrocardio- 
graphic findings  in  66  per  cent  in  order  of  inci- 
dence of  findings,  healed  myocardial  infarction, 
hypertension  and  uncomplicated  angina.  He  con- 
cluded that  a negative  T wave  in  lead  I indicates 
a healed  infarct  of  the  anterior  apical  portion  of 
the  left  ventricle  or  hypertrophy,  or  hypertension. 
A negative  T wave  in  leads  II  and  III  favor  a 
healed  infarct  in  the  posterior  basal  portion  of 
the  left  ventricle.  A negative  T wave  in  all  leads 
greatly  favors  the  existence  of  a healed  infarct. 
A lengthened  Q wave  occurs  in  90  per  cent  of 
the  cases  with  hypertension  and  coronary  sclerosis. 

Additional  information  is  being  obtained  by  the 
use  of  leads  IV  and  V,  and  it  is  not  at ^11  infrequent 
that  lead  IV'  will  give  definite  evidence  of  myo- 
cardial disease,  when  the  other  leads  are  negative. 
It  is  apparent  that,  since  the  electric  potentials 
react  across  certain  planes  in  the  heart,  there  are 
certain  silent  areas,  and  by  measuring  the  poten- 
tials across  the  additional  planes  these  areas  may 
be  brought  into  the  zone  of  recognition. 

Although  the  use  of  additional  leads  is  still  in 
the  experimental  stage,  from  observations  upon 
104  normal  hearts,  IMaster^  has  established  the 
following  criteria  for  a normal  lead  IV,  pre-  and 
postcordial  leads:  the  P wave  is  negative;  the 
QRS  complex  is  always  diphasic,  the  first  phase 
down,  the  second  phase  up,  it  is  never  notched  or 
slurred  and  its  duration  is  0.09  seconds;  the  Q 
wave  is  always  present;  the  R wave  is  always 
present;  the  RT  segment  is  below  the  base  line 
and  the  T wave  is  always  inverted.  .\n  absent  Q 

3.  Willius,  F.  A. : Clinical  Electrocardiograms.  W.  B. 
Saunders  Co.,  Philadelphia  and  Eondon,  1929. 

4.  Master,  A.  M. : Precordial  Lead  in  104  Normal  Adults. 
Am.  Heart  J.,  9:511-516,  April,  1934. 


398 


CARBON  DIOXIDE DODDS  AND  JENSEN 


Vol.  36,  No.  11 


or  R wave  is  definitely  abnormal.  An  RT  segment 
more  than  2 mm.  below  the  base  line  is  definitely 
abnormal.  A huge  T wave  indicates  myocardial 
damage. 

SUMMARY 

1.  A brief  review  of  the  anatomy  and  the  physi- 
ology of  the  heart  in  relation  to  the  electrocardio- 
gram and  the  points  to  be  noted  in  the  interpreta- 
tion of  the  electrocardiogram  are  presented. 

2.  A case  illustrating  the  difficulties  in  the  diag- 
nosis of  chest  pain  is  presented. 

3.  The  diagnosis  of  coronary  thrombosis  is  dis- 
cussed from  the  standpoint  of  electrocardiography 
in  relation  to  the  anatomy  of  the  blood  supply  to 
the  heart. 

CONCLUSIONS 

Electrocardiography  is  an  exact  science  applied 
to  a physiologic  mechanism.  Like  the  roentgeno- 
gram, the  final  interpretation  must  be  made  in  re- 
lation to  the  patient  and  his  illness,  but  aside  from 
the  clinical  history  and  e.xamination  it  is  the  most 
valuable  and  exact  method  of  cardiac  diagnosis 
and  prognosis  available. 
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COMMON  DISEASES  FOR  OXYGEN  OR  CARBON 
DIOXIDE  THERAPY 

With  the  above  discussion  of  physiologic  and 
pathologic  facts  which  apply  to  problems  related 
to  oxygen  and  carbon  dioxide  therapy,  we  may 
proceed  to  a discussion  of  these  in  specific  disease 
processes. 

Pneumonia.  Patients  with  pneumonia  may  or 
may  not  be  cyanotic,  may  or  may  not  have  di- 
minished oxygen  saturation  of  their  blood.  .As  ex- 
plained under  the  section  on  cyanosis,  this  is  pos- 
sibly due  to  the  fact  that,  if  blood  continues  to  pass 
through  unaerated  lung  tissue,  it  cannot  give  up 
carbon  dioxide  or  collect  oxygen  and  this  blood  be- 
comes mixed  with  the  aerated  blood  in  the  heart; 
the  amount  of  oxygen  unsaturation  in  the  arterial 
blood  will  depend  upon  the  amount  thus  unaerated 
in  the  lungs.  On  the  other  hand,  consolidation  may 
take  place  in  lobar  pneumonia  in  such  a way  that 
a large  portion  of  the  blood  flow  is  shut  off  and 
thus  shunted  through  healthy  lung  where  the  hy- 


perventilation may  be  sufficient  to  saturate  the 
extra  load  here  with  oxygen.  Supposedly  for  this 
reason,  patients  with  bronchopneumonia  may  be 
relatively  more  cyanotic  than  those  with  lobar 
pneumonia  of  comparable  extent. 

In  actual  practice,  oxygen  saturation  of  arterial 
blood  in  pneumonia  may  vary  from  normal  to  70 
per  cent.  Below  85  per  cent,  cerebral  symptoms 
are  likely  to  occur;  below  80  per  cent,  few  recover. 

The  carbon  dioxide  content  of  arterial  blood  in 
lobar  pneumonia  often  drops  15  per  cent.  This  is 
due  to  hyperventilation  with  blowing  off  of  carbon 
dioxide  which  in  a sense  the  body  can  get  rid  of 
more  easily  than  it  can  take  up  oxygen.  The  stimu- 
lus for  hyperventilation  here  comes  from  the  oxy- 
gen deficit  and  not  from  carbon  dioxide  excess. 

What  do  these  things  mean  in  terms  of  inhala- 
tion therapy?  If  the  patient  with  pneumonia  is  not 
clinically  cyanotic,  he  may  still  have  some  degree 
of  anoxemia.  If  he  is  cyanotic,  unsaturated  oxy- 
hemoglobin is  present  and  some  degree  of  anox- 
emia exists  because  the  remaining  blood  cannot  be 
“hypersaturated”  with  oxygen  by  means  of  hyperp- 
nea,  oxygen  administration  or  anything  else.  Nor- 
mally arterial  blood  is  95  per  cent  saturated  (19 
volumes  per  cent),  and  this  could  not  be  even  theo- 
retically increased  by  more  than  5 per  cent.  If  the 
patient  is  cyanotic,  it  means  that  some  blood  is 
passing  through  lung  tissue  where  adequate  contact 
with  oxygen  is  lacking. 

How  can  he  be  helped  with  artificial  administra- 
tion of  oxygen?  The  blood  passing  through  portions 
of  lung  that  air  cannot  reach  will  not  be  helped 
by  higher  concentrations  of  oxygen;  and  in  the 
completely  healthy  portions  of  lung,  additional 
oxygen  accomplishes  nothing.  In  other  regions, 
however,  air  may  be  entering  alveoli  but  inflam- 
matory edema  and  thickening  of  alveolar  walls  may 
hinder  oxygen  permeation,  and  increasing  the  oxy- 
gen content  of  the  alveolar  air  raises  the  oxygen 
diffusion  pressure  here  so  that  the  blood  flowing 
through  the  partially  damaged  lung  tissue  is  bet- 
ter saturated,  more  so  than  could  be  accomplished 
by  the  severest  hyperpnea  operating  with  air  alone. 

Eurthermore,  in  pneumonia  hyperpnea  is  not 
always  the  rule.  Shallow  breathing,  due  to  pleur- 
isy or  tympanites,  is  frequent,  and  tidal  air  is 
sometimes  cut  from  a normal  of  500  to  250  cc.  The 
effects  of  such  restricted  ventilation  are  apparent, 
as  are  the  implied  indications  for  increasing  the 
oxygen  content  of  the  alveolar  air  if  possible  by 
oxygen  administration. 

It  is  impossible  to  overemphasize  the  import- 
ance of  giving  oxygen  as  early  as  possible  in  pneu- 
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monia.  This  has  been  attested  by  clinical  reports 
such  as  those  to  be  cited  which  leave  little  room 
for  doubt.  Why  is  it  so  important  to  give  it  early, 
before  cyanosis  or  even  anoxemia  has  developed? 
The  facts  speak  for  themselves;  the  reasons  are  not 
altogether  clear,  or  at  least  proven.  The  best  theo- 
retical explanation  thus  far  advanced  seems  to 
consist  essentially  of  this.  Slight  edema  in  the  tis- 
sue of  the  alveolar  wall  decreases  its  permeability 
to  oxygen;  because  of  this  local  anoxic  condition 
of  the  tissues  there  is  a further  tendency  to  edema, 
setting  up  a type  of  vicious  cycle  which  might  be 
effectively  broken  by  raising  the  oxygen  tension  in 
the  air  available  in  those  aveoli  which  are  not  yet 
completely  closed.  Perhaps  the  same  explanation 
is  possible  for  the  benefits  noted  in  cardiac  cases 
with  passive  hyperemia  and  early  swelling  of  the 
tissues. 

When  we  turn  from  generalizations  like  those 
above  to  practical  experience,  we  can  find  ample 
confirmation  of  the  value  of  oxygen  therapy  in  clin- 
ical practice.  Stadie^  found  in  his  series  that  the 
arterial  oxygen  unsaturation  varied  from  0.0  to  68.2 
per  cent;  venous  oxygen  unsaturation  from  14.4  to 
85.5  per  cent.  In  fatal  cases  the  mean  arterial  oxy- 
gen unsaturation  was  32  per  cent,  as  against  13.9 
per  cent  in  nonfatal  cases;  the  mean  venous  oxygen 
unsaturation  was  57.0  per  cent  in  fatal  cases,  36.3 
per  cent  in  those  who  survived.  Evans  and  Dur- 
shardine^  found  in  a series  of  409  cases  that  the 
outcome  could  be  correlated  strikingly  with  the  day 
of  the  disease  on  which  oxygen  was  started.  In 
their  cases  of  lobar  pneumonia,  the  mortality  was 
8.7  per  cent  in  those  cases  where  oxygen  was  started 
on  the  first  day,  37.0  per  cent  when  it  was  started 
on  the  fifth  day.  The  earlier  begun,  the  better.  It 
is  employed  with  like  advantage  in  bronchopneu- 
monia, and  as  a prophylactic  in  postoperative 
pneumonia. 

Carbon  dioxide  inhalation  in  pneumonia  is  of 
uncertain  value,  except  as  a prophylactic  in  post- 
operative pneumonia,  where  shallow  breathing  and 
atelectasis  are  potential  contributory  factors. 
Otherwise,  it  is  not  generally  used  either  in  com- 
bination with  oxygen  or  alone.  As  noted  above, 
lobar  pneumonia  usually  results  in  blowing  off  of 
carbon  dioxide,  a depletion  in  blood  bicarbonates. 
Nevertheless,  restoration  of  carbon  dioxide  values 
is  not  usually  considered  important  here  because 
dyspnea  is  usually  present  and  respiratory  stimu- 

7.  Stadie.  W.  C. : Oxygen  of  Arterial  and  Venous  Blood  in 
Pneumonia  and  its  Relation  to  Cyanosis.  J.  Exper.  Med. 
30  :215,  Sept.,  1919  ; Blood  Gases.  Encyclopedia  of  Medicine. 
F.  A.  Davis  Co.,  Philadelphia,  1936. 

8.  Evans,  J.  H.  and  Durshardine,  C.  J. : Indications  for 
Oxygen  Therapy  in  Respiratory  Diseases.  Anesth.  & Analg. 
14:162-167,  July-Aug.,  1935. 


lation  therefore  unneeded;  furthermore,  the  bi- 
carbonate depletion  is  not  considered  of  vital  sig- 
nificance. Hence,  the  current  tendency  is  to  omit 
carbon  dioxide  in  lobar  or  primary  bronchopneu- 
monia. 

However,  it  is  only  fair  to  emphasize  that  the 
above  remarks  about  carbon  dioxide  in  pneumonia 
are  only  an  expression  of  the  general  attitude  of 
today.  The  possibilities  of  carbon  dioxide  alone  in 
pneumonia  have  not  been  thoroughly  explored. 

It  is  interesting  to  note  a report  such  as  that  of 
Gunther  and  Blond'-*  who  found  in  a small  series 
of  cases  that  carbon  dioxide  alone  started  early  and 
given  repeatedly  throughout  the  disease  seemed  to 
produce  excellent  results.  It  was  used  in  pure  form 
without  oxygen  in  brief  periods  of  inhalation.  The 
results  are  probably  attributable  only  to  the  me- 
chanical effects  on  the  lung,  the  clearing  of  the 
bronchial  tree  and  expanding  to  atelectatic  portions 
of  the  lung.  In  our  own  hospital.  Dr.  Flaherty  has 
used  a similar  procedure  with  apparently  good 
results,  as  yet  unpublished. 

Cardiac  disease.  Oxygen  is  of  proven  value  in 
many  cases.  Richards  and  Barach^**  showed  that 
dyspnea  is  relieved  and  pulmonary  edema  de- 
creased. Patients  placed  in  40  per  cent  oxygen 
ceased  coughing  and  expectorating.  The  administra- 
tion of  oxygen  in  heart  disease  should  not  be  looked 
upon  merely  as  a terminal  measure,  as  something  to 
keep  the  failing  patient  alive  for  a few  days  longer. 
Most  types  of  heart  ailment  are  chronic  and  are 
amenable  to  remissions,  due  to  proper  use  of  vari- 
ous methods  of  time-honored  therapy.  It  is  prob- 
able that  oxygen  administration  will  take  a place 
alongside  of  such  measures  as  rest,''  digitalis  and 
diuretics  as  an  adjunct  in  restoring  compensation 
in  selected  cases.  It  has  been  found  that  it  not  only 
relieves  dyspnea,  cyanosis  and  cough,  but  may  be 
followed  by  relief  of  pain  in  certain  cases  of  coro- 
nary thrombosis.  Details  for  its  administration  in 
cardiac  cases  vary  much  and  it  is  not  advisable  to 
attempt  a formula  for  these  as  yet. 

Bronchial  asthma.  Evans  and  Durshardine-'^  in  a 
series  of  150  cases  found  improvement  when  oxy- 
gen was  given  from  two  to  four  hours  daily  for 
several  months.  Cases  of  chronic  bronchitis  have 
been  similarly  treated  with  apparent  success. 

Carbon  monoxide  poisoning.  Carbon  monoxide 
hemoglobin  is  formed  in  these  cases,  thus  vitiating 

9.  Gunther,  L.  and  Blond,  H.  H. : Observations  on  Use  of 
Carbon  Dioxide  in  Early  Pneumonia.  Am.  J.  M.  Sc.  193: 
525-534,  Apr.,  1937. 

10.  Richards,  D.  W.,  Jr.  and  Barach,  A.  E. : Prolonged 
Residence  in  High  Oxygen  Atmospheres  ; Effects  on  Nor- 
mal Individuals  and  on  Patients  with  Chronic  Cardiac  and 
Pulmonary  Insufficiency.  Quart.  J.  Med.  3:437-466.  July, 
1934. 
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a certain  amount  of  hemoglobin  for  oxygen  carry- 
ing purposes.  This  is  a comparatively  stable  product 
and  the  carbon  monoxide  is  released  from  hemo- 
globin slowly.  The  type  of  anoxemia  thus  created  is 
essentially  like  that  of  severe  anemia;  both  consist 
of  a reduction  in  available  hemoglobin.  It  then 
becomes  necessary  to  administer  primarily  carbon 
dioxide  in  order  to  ventilate  the  blood  more  thor- 
oughly, not  with  the  idea  that  more  oxygen  can 
thereby  be  added  to  it  immediately,  but  with  the 
idea  of  washing  out  the  carbon  monoxide  more 
rapidly.  Thus  sustained  hyperpnea  is  desired;  to 
try  this  with  carbon  dioxide  alone  would  mean  a 
corresponding  sacrifice  of  oxygen  in  the  alveolar 
air;  hence,  the  justification  for  combined  carbon 
dioxide  and  oxygen.  A 7 per  cent  concentration  in 
oxygen  is  usually  employed,  and  the  prompt  use  of 
this  for  twenty  to  thirty  minutes  may  restore  the 
supply  of  available  hemoglobin. 

CIRCULATORY  COLLAPSE 

Shock,  whether  it  be  due  to  hemorrhage  or 
trauma  without  undue  hemorrhage,  is  characterized 
by  a diminution  in  effective  circulating  blood  vol- 
ume. Whether  due  to  actual  loss  of  fluid  from  the 
vessels  or  in  some  cases  to  functional  vasodilatation 
with  capillary  stagnation  is  unimportant  for  the 
present  discussion.  The  blood  pressure  is  danger- 
ously low;  circulation  of  blood  throughout  the  body 
is  seriously  inefficient.  Respirations  are  usually 
shallow.  This  latter  is  the  crucial  point  in  consider- 
ing inhalation  therapy.  It  is  apparent  that  anoxemia 
must  be  an  important  part  of  this  depression  state. 
Perhaps  it  is  the  most  logical  single  explanation 
we  have  as  the  immediate  cause  of  the  coma  and 
death  in  such  cases,  although,  of  course,  it  is  not 
necessarily  the  primary  cause  of  the  shock  itself. 
Pallor  is  always  present,  but  because  of  the  low 
blood  pressure,  the  diminished  volume  of  blood  in 
the  skin,  cyanosis  is  not  always  evident.  There  is 
an  ashen  gray  rather  than  a bluish  cast  to  the 
skin.  Blood  analysis  will  reveal  marked  oxygen 
unsaturation. 

In  addition  to  the  methods  that  must  be  em- 
ployed to  restore  blood  volume,  there  is  much  bene- 
fit at  times  in  oxygen  and  carbon  dioxide  inhala- 
tions. We  may  assume  the  lungs  to  be  anatomically 
sound.  The  anoxemia  resulting  from  the  loss  of  cir- 
culating blood  may  for  a time  be  reflected  in  in- 
creased respirations.  After  a while,  however,  res- 
pirations are  likely  to  be  depressed,  due  in  part 
to  the  lessened  sensitivity  of  the  respiratory  center 
because  of  continued  ano.xemia  and  in  part  to  the 
washing  out  of  carbon  dioxide  from  the  plasma 
during  the  stage  of  hyperpnea. 


This  stage  of  hyperpnea  may  not  always  be  pres- 
ent, but  if  it  exists,  additional  oxygen  is  of  no  avail 
during  that  time  because  the  fault  is  not  in  the 
ventilation  process  but  in  the  circulating  blood,  and 
oxygen  does  not  help  this  as  explained  before. 
With  shallow  respirations,  however,  the  tidal  air  is 
diminished,  anoxemia  which  began  as  trouble  with 
blood  transportation  of  oxygen  is  aggravated  by  the 
now  faulty  ventilation,  and  respiratory  stimulation 
is  urgently  needed  to  relieve  this  factor  in  the  anox- 
emia, perhaps  averting  anoxemic  death. 

It  should  be  almost  unnecessary  to  state  that  the 
indication  here  is  for  carbon  dioxide.  As  a respira- 
tory stimulant  it  far  surpasses  any  drug  that  has 
yet  been  devised.  Theoretically,  the  use  of  this 
alone  in  the  presence  of  healthy  lungs  would  do 
all  that  could  be  done  to  reestablish  normal  breath- 
ing or  hyperpnea.  However,  it  is  usually  combined 
with  oxygen  for  a very  good  reason.  To  the  extent 
that  carbon  dioxide  is  increased  in  the  inspired 
air,  with  the  use  of  a mask  or  otherwise,  to  that 
extent  oxygen  would  be  displaced. 

If  this  were  to  last  only  a few  moments,  it  would 
be  of  little  consequence.  But  in  a case  of  shock  the 
condition  is  likely  to  extend  over  a period  of  hours 
and  with  continued  use  of  carbon  dioxide  inhala- 
tion it  will  be  necessary  to  insure  at  least  normal 
oxygen  intake.  This  is  best  done  with  a combina- 
tion of  carbon  dioxide  and  oxygen.  A 7 per  cent 
mixture  is  usually  employed,  although  more  car- 
bon dioxide  is  desirable.  A rational  policy  might 
be  the  prompt  use  of  20  or  30  per  cent  carbon 
dioxide  in  oxygen  by  way  of  a mask  until  shallow 
breathing  is  relieved,  with  repetition  of  this  as  often 
as  necessary.  If  the  response  in  breathing  is  prompt 
but  not  sustained  well  after  the  mask  is  removed, 
a tent  might  be  employed,  using  7 or  10  per  cent 
carbon  dioxide  in  oxygen.  This  latter  should  not 
be  continued,  however,  unless  the  respirations  re- 
spond adequately  to  it. 

It  should  be  unnecessary  to  repeat  that  this  in- 
halation therapy  is  not  to  be  regarded  as  the  sole 
or  most  necessary  aspect  of  shock  treatment.  How- 
ever, it  may  be  justly  emphasized  as  deserving 
more  attention  than  it  sometimes  gets.  The  patient 
in  shock  may  have  blood  volume  adequately  re- 
stored by  transfusion,  further  loss  of  blood  fluids 
may  be  checked,  and  yet  the  pulse  may  remain 
weak,  respirations  shallow  and  the  patient  never 
recover  consciousness.  A very  likely  explanation 
lies  in  the  permanent  damage  done  by  the  severe 
anoxemia  to  such  sensitive  and  vital  tissues  as 
those  of  the  medulla  oblongata,  perhaps  the  myo- 
cardium. It  is  a reasonable  thought  that  with  some 
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of  these  cases  the  partial  relief  of  anoxemia  by 
carbon  dioxide  and  oxygen  inhalation  at  a certain 
stage  of  their  trouble  would  be  of  strategic  value. 

It  is  only  fair  to  mention  that  one  theory  of 
shock  induction  is  that  of  acapnia,  a view  cham- 
pioned by  Henderson.^i  He  maintains  that  carbon 
dioxide  deficiency,  acarbia,  leads  to  respiratory  de- 
pression, and  the  anoxemia  which  follows  causes 
a loss  of  muscle  tone;  this  loss  in  muscle  tone  is 
one  of  the  chief  factors  in  maintaining  venous  pres- 
sure and  thus  continuing  the  venous  return  of 
blood  to  the  heart.  Likewise  carbon  dioxide  in- 
halation may  serve  indirectly  to  restore  muscle 
tone  and  so  blood  pressure. 

ADMINISTRATION  OF  OXYGEN 

The  specially  constructed  oxygen  chamber  is 
the  most  perfect  method  of  administering  this  gas. 
However,  the  cost  of  installation  ranges  from 
$3,000  to  $4,000  and  the  operating  costs  are  like- 
wise extreme;  the  use  of  such  apparatus  is  im- 
practicable. 

Oxygen  has  also  been  administered  subcutaneous- 
ly, by  nasal  catheter  and  by  the  use  of  special 
hoods  and  tents.  The  subcutaneous  method  is  futile 
from  a quantitative  standpoint. 

Oxygen  tent.  This  method  is  the  one  employed 
most  widely  at  present.  The  construction  features 
of  tents  are  undergoing  continued  modification  so 
that  little  is  to  be  gained  from  special  discussions 
of  the  technic  of  operating  them;  the  special  in- 
structions needed  for  their  operation  are  now 
adequately  supplied  by  manufacturers.  It  is  well 
for  the  physician  assuming  responsibility  for  o.xy- 
gen  administration  to  acquaint  himself  thoroughly 
with  all  of  the  potential  pitfalls  incident  to  the 
operation  of  any  given  machine.  Only  the  general 
features  will  be  summarized  here. 

1.  Current  usage  seems  to  dictate  the  concentra- 
tion of  oxygen  within  the  tent  to  be  about  50  per 
cent.  This  applies  for  any  disease  process.  Higher 
concentrations  are  rarely  indicated,  perhaps  not 
altogether  safe;  much  lower  concentrations  are  less 
useful. 

2.  Care  should  be  taken  that  carbon  dioxide  does 
not  accumulate.  This  is  because  the  tent  method  is 
for  continuous  and  prolonged  use,  and  continued 
overbreathing  due  to  carbon  dioxide  is  not  desir- 
able under  such  conditions. 

COMMENT  AND  SUMMARY 

Can  oxygen  be  overused?  It  is  known  that  both 
plant  and  animal  life  cannot  be  sustained  indef- 

11.  Henderson,  Y. ; Surgical  Shock.  Cyclopedia  of  Med. 
11:225-233,  F.  A.  Davis  Co.,  Philadelphia,  1937. 


initely  in  an  atmosphere  of  almost  pure  oxygen, 
even  though  carbon  dioxide  concentrations  be  kept 
at  relatively  normal  levels.  Our  lungs  for  millions 
of  years  have  been  accustomed  to  atmospheric  air, 
and  prolonged  change  to  high  concentrations  of 
oxygen  cannot  help  but  be  “irritating,”  even  though 
the  exact  pathology  of  oxygen  poisoning  has  not  yet 
been  worked  out  completely.  Binger,  Faulkern, 
and  Moore, working  with  animals,  did  not  find 
evidence  of  pulmonary  tissue  irritation  when  oxy- 
gen concentrations  were  kept  below  70  per  cent. 
In  human  therapeutics,  it  is  now  considered  best 
to  stay  below  this  limit. 

Since  the  blood  of  a normal  individual  is  fully 
saturated  with  oxygen,  blood  passing  through  nor- 
mal lung  tissue  will  always  be  fully  saturated  as 
long  as  respirations  are  adequate  and  no  amount 
of  overbreathing  can  oversaturate  it.  Likewise, 
ordinary  air  is  fully  capable  of  saturating  blood 
with  oxygen  when  it  is  passing  through  normal 
alveoli. 

Practically  speaking,  this  sums  up  to  the  state- 
ment that  for  oxygen  to  be  helpful  there  must 
be  anoxemia  along  with  fault  in  the  lung,  a defi- 
ciency in  ventilation.  Of  course,  this  will  be  true 
not  only  in  such  obvious  conditions  as  pneumonia 
and  heart  disease  with  lung  edema,  but  also  in  con- 
ditions where  the  respiratory  membrane  (alveoli) 
is  normal  but  the  ventilating  mechanism  is  defi- 
cient, such  as  pleurisy,  asthma  and  shock.  In  such 
conditions,  the  tidal  air  is  diminished  and  the 
alveolar  air  contains  less  than  the  normal  concentra- 
tion of  oxygen.  When  anoxemia  is  due  to  fault  in 
the  blood  alone,  as  in  anemia  or  carbon  monoxide 
poisoning,  the  administration  of  oxygen  alone  is 
useless. 

Inhalation  of  carbon  dioxide  acts  primarily  as 
a respiratory  stimulant  and  as  such  it  serves  to 
combat  anoxemia  when  the  lungs  are  in  a state 
of  health.  Whether  other  potential  effects,  such  as 
restoration  of  depleted  blood  bicarbonates  may  be 
important  aside  from  the  effect  on  respiration,  re- 
mains to  be  seen.  Carbon  dioxide  may  be  adminis- 
tered alone  as  a respiratory  stimulant  or  better 
as  a 20  or  30  per  cent  concentration  in  oxygen 
when  its  use  is  to  be  intermittent.  When  its  use 
is  to  be  continuous  and  prolonged,  5,  7 or  10  per 
cent  concentration  in  oxygen  may  be  tried.  These 
weaker  dilutions  are  often  effective  but  their  action 
is  more  uncertain,  particularly  in  emergency  states. 

12.  Binger,  C.  A.  L.  and  Faulkner,  J.  M. : Oxygen  Poison- 
ing in  Cold  Blooded  Animals  J.  Exper.  Med.  45:865-871, 
May,  1927. 
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EDITORIAL 

OUR  PRESIDENTS 

It  is  a satisfaction  to  be  able  to  feature  the 
presidents  of  our  three  organizations,  elected  at 
recent  annual  meetings.  It  is  a pleasure  for  the 
members  of  each  association  to  familiarize  them- 
selves not  alone  with  their  own  leader,  but  also 
to  have  some  familiarity  with  those  of  the  other 
two.  The  function  of  the  president  of  a state  asso- 
ciation is  not  only  to  act  as  presiding  officer  at  its 
meetings,  but  in  him  is  concentrated  the  leadership 
of  the  plans  and  purposes  for  the  year  during  which 
he  is  in  service.  Never  before  in  the  history  of 
medicine  have  so  many  problems  been  imminent 
affecting  the  welfare  of  physicians,  both  individu- 
ally and  collectively.  The  office  of  president  presents 
an  opportunity  for  medical  statesmanship,  and  for 
the  demonstration  of  individuality  in  the  leader 
which  may  distinguish  him  for  the  service  which 
he  may  be  able  to  display  in  conducting  the  af- 
fairs of  his  individual  organization.  Some  of  these 
presidents  have  already  served  in  the  office  of 
president-elect,  which  offers  the  opportunity  of 
obtaining  familiarity  with  the  expectant  president- 
ship responsibilities.  These  men  have  been  selected 
by  the  unanimous  votes  of  their  organizations,  and 
have  the  confidence  of  the  profession  of  their  re- 
spective states,  based  on  the  knowledge  of  their 
familiarity  with  the  needs  of  the  profession.  Our 
best  wishes  are  extended  to  them  with  the  hope 
that  the  rank  and  file  of  the  profession  in  each 
state  will  rally  to  their  support,  displaying  a willing- 
ness to  serve  under  their  leadership. 

DR.\MATIZED  MEDICAL  PUBLICITY 
For  many  years  the  public  has  received  much 
information  and  misinformation  on  matters  per- 
taining to  public  health  and  the  treatment  of  dis- 
ease. The  pages  of  newspapers,  both  local  and  na- 
tional, have  always  been  available  for  the  pro- 
moters of  any  sort  of  weird  treatment  and  the  ex- 
ploitation of  drugs  with  little  or  no  value.  Intro- 
duction of  the  radio  has  magnified  to  a very  large 
degree  the  opportunity  of  exploiting  in  the  homes 
of  the  people  of  our  country  drugs  and  treatments 


Charles  T.  Sweeney 
(Medford) 

President,  1937-1938 
Oregon  State  Medical  Society 
Dr.  Sweeney  was  born  near  Warrensburg,  Mo., 
September  10,  1869.  After  graduating  from  county 
high  school  in  1887,  he  entered  the  Kansas  City 
Medical  College,  from  which  he  graduated  in  1891. 
In  1905  he  received  an  honorary  M.D.  degree  from 
University  of  Kansas  Medical  School.  He  prac- 
ticed in  his  home  county  in  Missouri  from  1891  to 
1899.  Then  he  located  in  Great  Falls,  Mont.,  re- 
maining there  until  1910.  At  that  date  he  settled 
in  Medford,  where  he  has  continued  in  active  prac- 
tice. He  was  president  of  Pacific  Northwest  Medi- 
cal Association  in  1935-36.  Besides  practicing  medi- 
cine he  is  a farmer,  particularly  interested  in 
dairying. 


of  questionable  value  and  propriety.  Since  nearly 
every  one  has  access  to  the  radio  this  field  of  pub- 
licity is  limitless. 

For  a long  time  there  has  been  an  urgent  de- 
mand for  transmitting  correct  knowledge  on  public 
health  and  treatment  of  disease  to  the  public,  eager 
to  receive  such  information.  In  newspapers  all  over 
the  land  articles  of  this  nature  have  been  pub- 
lished periodically  from  local  physicians  and  those 
of  national  note.  Likewise,  the  radio  has  been 
utilized  for  this  purpo.se,  but  in  no  way  comparable 
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J.  Reid  Morrison 
(Bellingham) 

President,  1937-1938 
Washington  State  IMedical  Association 
Dr.  Morrison  was  born  in  Ontario,  Canada, 
April  3,  1873.  He  obtained  his  medical  degree  from 
Toronto  University  Medical  College  in  1902.  He 
practiced  in  North  Dakota  until  1905.  He  served 
as  interne  at  Chicago  Post  Graduate  Hospital  dur- 
ing 1906.  He  located  in  Bellingham  in  1907,  where 
he  has  continued  in  general  practice.  He  became  a 
naturalized  American  citizen  in  1909.  He  has  served 
several  times  as  vice-president  of  Washington  State 
Medical  Association,  and  was  one  of  the  organizers 
of  the  Public  Health  League. 


Arthur  C.  Jones 
(Boise) 

President,  1937-1938 
Idaho  State  Medical  Association 
Dr.  Jones  was  born  in  1887.  After  obtaining  his 
medical  degree  from  the  University  of  Michigan 
Medical  School  in  1912  he  served  a year’s  interne- 
ship  at  Butte,  Mont.  The  following  two  years  he 
spent  in  London  and  Vienna  on  eye,  ear,  nose  and 
throat  work.  In  1915  he  located  for  practice  in 
Butte.  He  accepted  a fellowship  in  plastic  surgery 
at  the  Mayo  Clinic  in  1918,  then  returning  for  a 
year  in  Butte.  In  1921  he  located  in  Boise,  special- 
izing in  eye,  ear,  nose  and  throat,  being  in  continual 
practice  except  for  intervals  devoted  to  postgraduate 
work. 


to  its  employment  by  exploiters  of  fads  and  fan- 
cies. Recently,  however,  systematic  efforts  have 
been  employed  to  impart  information  along  these 
lines  over  the  radio.  The  constantly  changing  ap- 
proach to  the  public  is  illustrated  by  the  change 
in  these  methods.  At  first  physicians  were  selected 
to  broadcast  lectures  on  selected  subjects.  It  was 
soon  discovered  that  the  general  public  was  quite 
indifferent  to  these  broadcasts.  It  is  well  known 
that  the  listeners  want  something  with  punch  and 
variety  to  maintain  interest  during  the  period  of 
broadcasting.  A dramatized  presentation  will  hold 
the  listeners  who  are  indifferent  to  a mere  recital 


of  facts.  Hence  has  developed  the  medical  drama- 
tized broadcast. 

The  responsibility  for  popularizing  this  method 
of  educating  the  public  rests  chiefly  with  the  offi- 
cials of  the  American  Medical  Association,  being 
especially  due  to  the  efforts  of  W.  W.  Bauer,  Di- 
rector of  the  Bureau  of  Health  and  Public  Instruc- 
tion, and  a member  of  the  editorial  staff  of  Hygeia. 
In  a recent  tour  of  the  Northwest  he  addressed 
both  medical  and  lay  audiences  in  Oregon  and 
Washington,  discussing  in  a delightfully  attractive 
manner  many  matters  pertaining  to  public  health 
as  well  as  amusing  and  futile  uses  of  drugs.  Before 
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the  medical  societies  he  emphasized  the  beneficial 
results  obtainable  through  dramatized  broadcasting. 
At  the  A.  M.  A.  headquarters  in  Chicago  material 
is  available  for  such  broadcasting  on  a variety  of 
subjects  which  can  be  loaned  for  the  asking.  Nat- 
urally, a group  of  interested  physicians  must  be 
available  as  well  as  a personnel  with  some  dramatic 
experience.  Formerly  anonymity  was  a prerequisite 
for  the  participants.  Now  their  identity  is  demanded 
so  that  with  each  broadcast  the  names  of  the  per- 
formers are  given  with  no  details  for  exploitation. 
If  there  is  an  earnest  desire  to  employ  this  method 
of  public  education,  necessary  details  can  be  worked 
out  and  successfully  performed.  Already  this  dram- 
atized broadcasting  has  been  put  on  the  air  in  the 
Northwest,  and  has  been  received  with  so  much  ap- 
probation that  it  will  be  continued  in  the  future. 


NOTABLE  MEDIC.AL  MEETING 
The  annual  meeting  of  Oregon  State  Medical 
Society  held  in  Salem  last  month  was  unusual  in 
several  respects.  The  attendance  made  a record 
with  two  hundred  and  sixty-five  registrants,  said  to 
be  the  largest  in  the  history  of  the  society.  This 
was  especially  noticeable  for  a meeting  outside  of 
the  great  city  of  Portland.  Representatives  were 
present  from  all  parts  of  the  state,  including  eight 
from  Washington. 

This  meeting  was  an  illustration  of  the  fact  that 
an  attractive  scientific  program  is  an  inducement 
for  attendance.  It  was  particularly  to  be  noted  on 
this  occasion  that  papers  of  specially  high  order 
were  presented  by  members  of  the  society,  dealing 
with  many  outstanding  scientific  principles.  The 
guest  speaker,  Lester  R.  Dragsted,  Professor  of 
Surgery,  University  of  Chicago  Medical  School,  de- 
livered addresses  on  duodenal  ulcer  and  acute 
intestinal  obstruction,  while  Fuller  Albright,  Asso- 
ciate in  Medicine,  Harvard  University  Medical 
School,  discussed  hyperparathyroidism  and  treat- 
ment of  renal  stones.  It  was  gratifying  to  observe 
the  large  attendance  at  all  meetings,  extending  to 
the  last  session.  The  presence  of  William  W.  Bauer, 
Director  of  Bureau  of  Health  and  Public  Instruc- 
tion, American  iVIedical  .Association,  was  a source 
of  satisfaction  to  all.  His  pleasing  style  and  the 
live  topics  which  he  discussed  held  the  rapt  atten- 
tion of  his  audiences,  w’hether  composed  entirely 
of  physicians,  or  wholly  or  in  part  including  lay- 
men. 

An  outstanding  feature  was  the  presence  of  Gov- 
ernor Martin  at  an  evening  session,  whose  earnest 


and  outspoken  delivery  met  with  applause  and 
commendation.  He  was  emphatic  in  opposition  to 
state  medicine  and  regimentation  of  the  medical 
profession.  During  his  incumbency  the  proponents 
of  socialized  medicine  will  have  difficulty  in  enact- 
ment of  any  such  measure  in  Oregon. 

The  Oregon  Society  is  to  be  commended  for  the 
manner  in  which  it  conducts  its  business  affairs.  Its 
House  of  Delegates  is  alive  to  the  importance  of 
serious  consideration  of  many  economic  problems. 
The  day  before  the  meeting  opened  was  devoted 
to  a session  of  the  House  of  Delegates  attended  by 
forty  members,  the  whole  time  being  consumed  in 
discussion  of  urgent  problems,  the  most  important 
of  which  was  the  question  of  contract  practice.  A 
committee  appointed  for  that  purpose  had  made 
an  intensive  study  of  contract  practice  as  conducted 
in  the  state,  as  well  as  its  management  in  other 
states.  Each  member  reported  his  observations,  and 
it  was  felt  that  the  whole  subject  was  very  thor- 
oughly canvassed.  No  action  was  taken  concern- 
ing the  society’s  procedure  regarding  contract  prac- 
tice. It  was  expected,  however,  that  at  some  future 
date  an  official  policy  will  be  recommended.  In 
addition  to  this  meeting  the  House  of  Delegates 
met  as  usual  for  7:30  breakfast,  which  adjourned 
for  the  morning  program  at  10  o’clock.  Since  busi- 
ness was  introduced  early  in  the  meal  there  was 
sufficient  time  for  reading  of  reports  and  free  dis- 
cussion of  many  problems. 

An  interesting  incident  at  the  meeting  was  the 
presentation  in  one  of  the  theatres  of  the  picture, 
“The  Birth  of  a Baby,”  which  was  prepared  under 
the  supervision  of  several  well  known  pediatricians 
and  obstetricians.  It  was  stated  that  a year  was 
devoted  to  perfecting  the  details  of  the  picture. 
It  is  being  presented  in  cities  before  the  local  medi- 
cal societies  in  order  to  obtain  the  reaction  of 
physicians  and  others  at  the  preview  to  ascertain 
whether  they  endorse  its  release  for  public  exhibi- 
tion. One  cannot  but  admire  the  ingenuity  and  care 
with  which  the  various  features  have  been  per- 
fected. It  offers  a vivid  and  realistic  demonstration 
of  events  preceding,  including  and  following  preg- 
nancy and  delivery,  which  should  be  understood  by 
all  young  women  who  contemplate  matrimony  or 
have  entered  into  that  state.  Obviously,  when  the 
picture  is  exhibited,  some  restrictions  will  be  neces- 
sary to  limit  attendance,  with  the  exclusion  of  boys 
and  girls  of  immature  age.  The  picture  seemed, 
however,  to  meet  with  universal  approval  of  the 
doctors  and  their  wives  who  witnessed  it,  with  the 
belief  that  its  exhibition  will  result  in  promoting 
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useful  information  among  the  audiences  to  which 
it  may  be  presented. 

The  commercial  exhibits  were  more  in  number 
than  are  usually  assembled  in  one  of  the  smaller 
cities.  Their  arrangement  must  have  been  satisfac- 
tory to  exhibitors,  being  placed  in  several  rooms 
through  which  it  was  necessary  to  pass  in  going 
and  coming  from  the  assembly  hall.  This  insured 
a satisfactory  inspection  of  the  wares  exhibited. 
In  Salem  as  the  capital  of  the  state  are  assembled 
public  institutions,  as  the  penitentiary,  hospital 
for  the  insane,  tuberculosis  hospital,  all  of  which 
were  available  for  the  inspection  of  visitors,  many 
of  whom  took  advantage  of  the  opportunity  to 
visit  them.  It  was  a universal  expression  that  the 
meeting  was  worthwhile  and  one  of  the  most 
profitable  of  recent  years. 


ROCKY  MOUNTAIN  MEDICAL  JOURNAL 

For  many  years  Colorado  Medicine,  published  at 
Denver,  has  been  one  of  the  best  managed  and  best 
known  among  the  state  association  journals.  For 
several  years  it  has  been  the  official  publication  for 
Wyoming  State  Medical  Society.  Recently  it  has 
extended  that  same  relationship  to  Utah  State  Med- 
ical Association.  While  the  latter  has  for  some  time 
issued  a quarterly  bulletin,  this  will  be  suspended 
under  this  new  arrangement.  The  title  of  the  new 
journal  will  be  Rocky  Mountain  Medical  Journal. 
While  acting  in  this  official  capacity  for  the  Wyo- 
ming and  Utah  organizations,  the  ownership  of  the 
journal  will  remain  with  Colorado  State  Society. 
We  extend  to  this  journal  our  felicitations,  with  the 
hope  that  it  may  continue  to  prosper  and  under  its 
broadened  influences  be  a source  of  joy  and  satis- 
faction to  the  medical  profession  of  these  three 
states. 

MEDICAL  NOTES 

Henry  K.  Mulford,  founder  of  Mulford  Biological  Lab- 
oratories, died  October  IS  at  the  age  of  seventy-five  years. 
His  name  has  long  been  familiar  to  the  whole  medical 
profession  in  consequence  of  the  vaccines,  biologies  and 
other  standard  preparations  produced  by  his  company.  His 
history  presents  interesting  incidents  of  early  experiences 
in  retail  drug  store  work,  with  subsequent  graduation  from 
Philadelphia  College  of  Pharmacy  at  the  age  of  twenty-one. 
In  1926  he  became  director  of  research  and  biological  lab- 
oratories of  the  National  Drug  Company.  He  was  a leader 
in  biological  and  galenical  standardization.  His  name  is  in- 
timately associated  with  the  progress  in  this  line  of  scien- 
tific work. 

Pan  American  Medical  Association  will  hold  its  annual 
cruise  January  15-31,  sailing  from  New  York  on  the  “Queen 
of  Bermuda.”  This  seventh  cruise  congress,  held  aboard 


the  steamship,  will  be  addressed  by  a long  list  of  distin- 
guished members  of  the  medical  profession.  The  itinerary 
includes  stops  at  Havana,  Haita  and  Puerto  Rico.  Informa- 
tion concerning  this  cruise  can  be  obtained  from  Dr.  Joseph 
J.  Eller,  745  Fifth  Avenue,  New  York. 

American  Board  of  Obstetrics  and  Gynecology  will 
hold  its  next  examination  February  5,  1938.  Application  for 
admission  to  these  examinations  must  be  filed  in  the  office 
of  the  secretary  at  least  sixty  days  prior  to  this  date.  In- 
formation concerning  the  examination  may  be  obtained  from 
Dr.  Paul  Titus,  Secretary,  1015  Highland  Building,  Pitts- 
burgh, Pa. 

OREGON 

First  Unit  of  a Modern  Hospital.  The  first  unit  of  a 
large  modern  hospital  was  begun  last  month  at  La  Grande 
by  the  Sisters  of  St.  Francis.  This  will  be  a forty-bed  hospi- 
tal, to  be  equipped  with  modern  facilities  to  make  it  a first 
class  institution.  It  will  be  of  fire-proof  construction,  to 
cost  $150,000. 

New  Hospital  at  The  Dalles.  A new  35-room  hospital 
was  opened  at  The  Dalles  early  in  November.  It  is  en- 
tirely of  concrete  construction  and  is  lined  with  a material 
which  fireproofs  and  soundproofs  at  the  same  time.  All 
equipment  is  new  and  thoroughly  modern. 

New  Hospital  Completed.  The  Mast  Hospital  at  Myrtle 
Point  has  completed  a new  addition  at  a cost  of  $30,000. 
It  adds  a two-story  structure,  32x100  feet,  larger  than  the 
present  building.  It  contains  modern  equipment,  with  the 
addition  of  nine  private  rooms  and  twenty-five  ward  beds. 

R.  E.  Posten  has  located  for  practice  in  Ashland.  After 
graduating  from  the  University  of  Oregon  he  interned  in 
Gorgas  Hospital  in  the  Panama  Canal  Zone,  and  then  spent 
seven  and  a half  years  in  Ecuador  as  surgeon  for  a mining 
company. 

Robert  L.  Thomas  has  located  for  practice  at  Portland. 
After  graduating  from  Stanford  University  he  obtained  his 
medical  degree  at  Harvard  in  1933,  since  which  time  he 
served  as  interne  at  Massachusetts  Gener^  Hospital  and  at 
the  Lahey  Clinic. 

Herbert  J.  Schwartz  has  located  for  practice  at  Ontario. 
After  graduating  from  Rush  Medical  College  of  the  Uni- 
versity of  Chicago,  he  interned  at  a hospital  in  Los  Angeles. 

A.  L.  Victor,  who  has  practiced  for  some  time  at  La 
Crosse,  Wash.,  has  located  at  Maupin. 


WASHINGTON 

New  Society  and  Library  Location.  King  County  Med- 
ical Society  Library  was  installed  last  month  in  new  quar- 
ters in  the  Cobb  Building,  Seattle,  in  connection  with  new 
executive  offices  of  the  county  medical  society.  These  en- 
larged quarters  offer  a very  attractive  and  useful  setting 
for  the  future  activities  of  these  branches  of  the  society.  The 
library  is  furnished  with  modern  steel  book  stacks,  which 
will  provide  for  growth  for  a period  in  the  future.  With 
more  than  10,000  bound  volumes,  including  a good  supply 
of  bound  journals,  the  library  is  equipped  to  give  efficient 
service  to  its  users.  The  executive  offices  of  the  county 
society  possess  attractions  surpassing  any  previous  provi- 
sions. 

Increase  of  Wages  and  Hospital  Charges.  Following  a 
long  controversy  between  the  labor  unions  and  Seattle  hos- 
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pitals,  a satisfactory  conclusion  has  been  reached.  Most 
workers  employed  in  hospitals  belong  to  the  Building  Serv- 
ice Employes  International  Union.  .An  increase  in  wages 
has  been  adopted  which  will  amount  to  about  $150,000  dur- 
ing the  year.  The  Board  of  Arbitration  fixed  an  increase  of 
wages,  with  a forty-eight  hour  week.  To  provide  for  this  in- 
creased cost  the  hospitals  of  the  city  have  added  a blanket 
increase  of  75  cents  per  day  for  treatment  of  patients. 

New  Tuberculosis  Hospital.  Commissioners  from  Ben- 
ton, Kittitas,  Klickitat  and  Yakima  counties  hav'e  voted 
to  construct  a 100-bed  tuberculosis  hospital  at  Yakima.  It  is 
estimated  the  hospital  will  cost  about  $180,000.  Representa- 
tives from  each  county  were  appointed  to  prepare  plans  for 
this  work. 

Sanitarium  Closed.  County  Commissioners  at  Port  .An- 
geles have  ordered  the  county  tuberculosis  sanitarium  to  be 
closed  on  account  of  the  small  number  of  patients  under 
treatment.  It  is  stated  that  it  will  be  more  economical  to 
treat  these  few  patients  under  contract  in  another  tuberculo- 
sis institution  until  a sufficient  number  will  demand  reopen- 
ing of  this  sanitarium. 

New  Nurses’  Home.  The  contract  has  been  awarded  for 
construction  of  a new  nurses’  home  at  Northern  State  Hos- 
pital at  Sedro-Woolley.  Half  of  the  building  will  be  con- 
structed at  present  at  a cost  of  $45,000,  and  will  contain 
forty  rooms.  It  will  be  a concrete  structure  in  Spanish  mis- 
sion style  to  correspond  with  other  buildings. 

Oakhurst  Sanatorium  at  Elma  has  its  administration 
unit  addition  nearly  completed.  It  provides  laboratory  and 
ofiice  facilities,  with  the  addition  of  more  beds.  It  is  a W.P..A. 
project  and  should  be  completed  this  fall. 

Public  Health  Survey.  .Acting  on  request  of  naval 
authorities,  the  state  board  of  health  has  launched  a thor- 
ough survey  of  public  health  conditions  in  Kitsap  County. 
Physicians  and  engineers  from  the  state  board  of  health  are 
in  charge  of  the  investigation,  which  will  look  into  all 
phases  of  public  health,  including  milk  and  water  supply, 
schools,  general  sanitation,  venereal  and  other  communi- 
cable disease  control. 

Resigns  as  Director.  Frank  J.  Clancy  of  Seattle,  who 
has  served  during  the  past  year  and  a half  as  Director  of 
the  Bureau  of  Investigation  of  .American  Medical  Associa- 
tion, has  resigned  from  that  office.  .After  a course  of  uro- 
logic  study  in  Philadelphia  he  will  return  to  Seattle  for 
practice. 

S.ALMON  Derby.  Members  of  Kitsap  County  Medical 
Society  vied  with  members  of  the  corresponding  dental 
society,  October  17,  in  salmon  fishing  at  Seabeck.  The 
derby,  a new  feature  in  professional  get-togethers,  was 
sponsored  by  the  dental  society. 

R.  E.  Conklin  has  located  at  Ellensburg,  joining  the  Tay- 
lor-Richardson  Clinic.  After  graduating  from  the  University 
of  Colorado  School  of  Medicine  he  interned  at  Baltimore 
hospital,  and  the  past  year  was  instructor  in  medicine  at 
Georgetown  Medical  School  in  Washington,  D.  C. 

Hospital  Board  Elects.  A.  George  Nace,  William  Mc- 
Nerthney  and  Thomas  B.  Murphy  were  elected  to  the  gov- 
erning board  of  St.  Joseph’s  Hospital,  Tacoma,  at  a meeting 
held  October  19. 

New  City  Health  Officer.  .A.  J.  Osterman  was  ap- 
pointed health  officer  for  the  city  of  Mount  Vernon.  He 
replaces  George  Sharkley,  who  resigned. 


Philip  S.  Johnson,  who  has  practiced  recently  in  Spok- 
ane, has  located  at  Opportunity.  After  graduating  from  Uni- 
versity of  Minnesota  Medical  School  he  interned  at  Deacon- 
ess Hospital,  Spokane. 

Jasper  Smith  of  Pullman  has  located  in  that  city  for 
practice.  After  graduating  from  Western  Reserve  Medical 
School  at  Cleveland,  he  served  as  interne  at  a hospital  at 
Waterbury,  Conn. 

B.  V.  Mounter  has  returned  to  Lynden  for  practice, 
where  he  was  located  previous  to  ten  years  ago.  At  that  time 
he  moved  to  Bellingham  where  he  practiced  during  that 
period. 

Lewis  J.  Lane,  who  lately  has  served  at  Fort  George 
Wright,  has  located  at  Deer  Park  where  he  has  taken  over 
the  practice  of  W.  J.  Kress. 

Howard  .A.  Wells  of  Seaside  has  located  at  Redmond, 
where  he  will  be  associated  with  R.  W.  Christiansen. 

O’Shea  Heads  Club.  Richard  O’Shea  was  elected  presi- 
dent of  the  Rainier  Club  at  Seattle,  October  20. 

W.  J.  Howells  of  Spokane,  who  has  been  ill  for  two 
months,  has  returned  to  practice. 

Weddings.  Ralph  H.  Highmiller,  medical  advisor  to  the 
State  Department  of  Labor  and  Industries,  and  Miss  Alice 
Long  were  married  in  Seattle,  September  18.  Herbert  J. 
Schwartz  and  Miss  .Alberta  Wahl  were  married  at  Clark- 
stone,  Wash.,  October  14.  Dr.  Schwartz  will  practice  in 
Ontario. 


IDAHO 

Tuberculosis  Hospital  at  Lava  Hot  Springs.  .A  com- 
mittee appointed  by  Governor  Barzilla  Clark  has  selected 
Lava  Hot  Springs  in  Bannock  County  as  site  for  the  state’s 
new  $208,000  tuberculosis  hospital.  Construction  must  be 
started  by  December  15,  according  to  terms  provided  at 
the  time  of  federal  grant.  Federal  funds  amount  to  45 
per  cent  of  the  total  cost.  The  committee  was  headed  by 
.Alexander  Barclay  of  Couer  d’Alene. 

J.  L.  Mulder  has  located  for  practice  at  Twin  Falls. 
.After  graduating  from  the  University  of  Minnesota  Medical 
School  he  practiced  for  the  last  sixteen  years  at  Cavalier, 
N.  D. 

Wedding.  V.  C.  Belknap  and  Miss  Doris  Dell  of  Nampa 
were  married  September  21. 


Experiences  in  Insulin-Hypoglycemia  Treatment  of 
Schizophrenia.  Their  year’s  experience  leads  D.  Ewen 
Cameron  and  R.  G.  Hoskins,  Worcester,  Mass.  {Journal 
A.  M.  A.,  Oct.  16,  1937),  to  feel  that  in  view  of  the  well- 
known  tendency  of  the  schizophrenia  reaction  to  show  con- 
siderable fluctuation  both  in  its  form  and  in  its  intensity, 
considerable  care  must  be  exercised  to  distinguish  between 
the  results  of  treatment  and  the  endogenous  fluctuations. 
.Apart  from  the  value  of  insulin  treatment  in  the  immedi- 
ate alleviation  of  early  cases  there  are  many  questions  such 
as  the  permanence  of  the  recoveries,  the  question  of  the 
most  favorable  kind  of  case  and  the  light  which  this  method 
may  throw  on  etiology,  which  can  be  answered  only  after 
further  investigation.  Since  the  experience  plays  such  a large 
role  in  determining  efficacy  and  forestalling  danger,  the 
method  should  not  be  attempted  save  in  an  adequately 
equipped  mental  hospital  or  under  the  immediate  supervi- 
sion of  a well  trained  psychiatrist,  who  should  also  be 
capable  of  meeting  the  emergencies  that  may  arise.  Treat- 
ment has  been  completed  in  seventeen  cases.  These  patients 
were  treated  from  five  to  six  times  a week  over  periods 
that  ranged  from  two  to  ten  months. 
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OBITUARIES 

Dr.  Arthur  Betts,  president-elect  of  Washington  State 
Medical  Association,  of  Spokane,  Wash.,  died  of  a heart 
attack  October  17,  aged  45.  Death  came  on  a golf  course 
at  Spokane,  while  the  foursome  of  which  he  was  a member 
was  approaching  the  fourth  green.  He  was  born  at  Alex- 
ander, South  Dakota,  and  received  his  medical  degree  from 
University  of  Illinois  Medical  School,  Chicago,  in  1915. 
•After  an  interneship  at  Cook  County  Hospital  in  Chicago, 
he  moved  to  Spokane,  but  shortly  entered  the  army  medi- 
cal corps,  with  which  he  served  for  a year  and  a half  in 
France.  He  was  discharged  a captain.  .After  the  war  he 
practiced  for  a short  time  at  La  Crosse,  then  went  to 
Cheney  and  in  1920  was  associated  with  Charles  B.  Ward 
in  radiology  at  Spokane.  .Always  loyal  in  his  support  of 
organized  medicine,  he  was  a member  of  a large  number  of 
professional  societies.  Recognition  of  his  work  was  given 
last  July,  when  he  was  named  president-elect  of  Washing- 
ton State  Medical  .Association.  He  was  also  interested  in  a 
number  of  local  organizations  at  Spokane  and  had  done 
much  for  the  Spokane  Country  Club,  where  he  died. 

Dr.  Johx  W.  Summers  of  Walla  Walla,  Wash.,  died 
September  25,  aged  67  years,  after  an  illness  of  several 
months.  He  was  born  at  Valeene,  Indiana,  in  1870.  .After 
teaching  school  in  Indiana  and  Texas  he  graduated  in  1889 
from  Southern  Indiana  Normal  School.  He  obtained  his 
medical  degree  from  Kentucky  School  of  Medicine,  Louis- 
ville, in  1892,  later  studying  in  London,  Berlin  and  Vienna. 
He  began  medical  practice  at  Mattoon,  111.,  in  1897.  In  1908 
he  moved  to  Walla  Walla  where  he  engaged  in  practice, 
beside  developing  wheat  and  orchard  lands.  In  1917  he  rep- 
resented Walla  Walla  County  in  the  Washington  legislature. 
In  1918  he  was  elected  to  the  United  States  House  of  Rep- 
resentatives. He  was  reelected  in  1923,  and  in  1928  he  re- 
ceived the  largest  majority  ever  given  in  his  district.  He 
was  active  in  agriculture  legislation  and  was  influential  in 
legislation  pertaining  to  shipping  and  forestry.  He  was 
recognized  as  a very  useful  legislator  for  Washington  and  the 
West,  and  faithful  in  performance  of  his  duties. 

Dr.  William  .A.  Monroe  of  Tacoma,  Wash.,  died  October 
11,  aged  fifty-seven  years.  .Although  he  had  suffered  from 
disease  of  the  heart  for  some  time,  his  death  was  unexpected. 
He  was  born  at  Memphis,  Missouri,  in  1880.  He  moved  to 
Tacoma  at  eight  years  of  age,  and  after  attending  public 
schools  received  his  medical  degree  from  University  of  Ore- 
gon Medical  School  in  1906.  .After  serving  as  interne  at 
Good  Samaritan  Hospital,  Portland,  he  located  in  Tacoma, 
where  he  has  practiced  for  the  past  thirty  years.  Aside  from 
being  well  known  in  medical  circles,  he  was  connected  with 
many  civic  organizations,  and  took  an  active  part  in  many 
outside  interests. 

Dr.  John  S.  Springer  of  Boise,  Ida.,  died  of  a heart  at- 
tack September  29,  aged  58  years.  He  was  born  at  Nelson, 
Ontario,  Canada,  in  1879.  He  obtained  his  medical  degree 
from  the  University  of  Toronto  in  1905  and  located  at.  once 
in  Boise  where  he  was  associated  with  his  brother,  the  late 
W.  D.  Springer.  He  was  one  of  the  best  known  physicians 
in  that  part  of  the  state,  being  connected  with  many  public 


and  fraternal  organizations.  He  was  a past-president  of  Idaho 
State  Medical  .Association. 

Dr.  L.  G.  Bowers  of  Longview,  Wash.,  died  at  his  home 
October  16,  aged  66.  He  was  born  at  Shelbyville,  Indiana, 
October  26,  1870,  and  received  his  medical  education  at 
Louisville  Medical  College,  where  he  graduated  in  1898. 
He  had  been  a resident  of  Longview  for  the  past  two  years, 
following  his  retirement  from  active  practice  at  Dayton, 
Ohio.  He  was  founder  and  head  of  the  Dayton  Clinic,  and 
long  active  in  affairs  of  the  Ohio  State  Medical  Association, 
of  which  he  was  a past-president.  Much  interested  in  the 
Pacific  Northwest,  he  acquired  property  in  Longview  nine 
vears  aso  and  made  many  trips  to  this  region  before  his 
retirement.  He  was  father  of  J.  M.  Bowers  of  Seattle. 

Dr.  Jesse  L.  Rains  died  at  Seattle,  Wash.,  September  27, 
aged  60  years.  He  was  born  at  Warren,  Ida.,  in  1877.  He 
graduated  from  University  of  Idaho,  claiming  to  be  the  first 
to  register  in  that  institution.  He  obtained  his  medical  degree 
from  Jefferson  Medical  College,  Philadelphia,  in  1905.  He 
settled  for  practice  in  Grangeville,  and  in  1918  moved  to 
Lewiston.  Later  he  went  to  Oakley,  remaining  there  until 
1923  when  he  located  in  Seattle. 

Dr.  George  Gaignard  of  Culdesac,  Ida.,  died  at  Lewiston, 
September  27,  after  a prolonged  illness,  aged  69  years.  He 
was  born  in  New  Orleans  in  1868,  moving  to  Chicago  in  his 
boyhood.  He  obtained  his  medical  degree  from  Harvey 
Medical  College,  Chicago,  in  1901.  In  1902  he  located  at 
Lookout,  later  moving  to  Reubens  until  1919  when  he  locat- 
ed at  Culdesac.  For  the  past  ten  years  he  has  been  contract 
physician  for  the  Indian  sanatorium  at  Lapwai. 

Dr.  Charles  B.  Smith  of  Montesano,  Wash.,  died  sud- 
denly in  his  office  on  August  24,  aged  65.  He  was  born  at 
Decatur,  111.,  March  17,  1872,  and  received  his  medical 
education  from  University  of  Illinois  College  of  Medicine, 
from  which  he  graduated  in  1895.  He  interned  at  Tam- 
pico, Mexico,  and  returned  to  Decatur  where  he  practiced 
until  1911.  He  then  moved  to  St.  Marys,  Idaho,  where  he 
practiced  until  1924,  when  he  moved  to  Montesano.  He 
was  widely  known  for  his  interest  in  cultucc  of  roses  and 
also  for  his  activity  in  popular  political  movements. 

Dr.  Carl  Herbert  Meissner  of  Oregon  City,  Ore.,  died 
August  21,  aged  58.  He  was  born  in  Reinbeck,  Iowa,  and 
received  his  medical  education  at  Rush  Medical  School, 
from  which  institution  he  graduated  in  1902.  He  served  his 
interneship  in  Chicago  and  moved  to  Oregon  City  in  1904. 
He  was  associated  for  a number  of  years  with  Walter  E. 
Carll. 

Dr.  Peter  Henry  Fitzgerald  of  Woodburn,  Ore.,  died 
September  14,  aged  79.  He  was  born  March  14,  1858,  at 
Belle  Passi  and  attended  Willamette  University,  from  which 
he  received  his  medical  degree  in  1886.  He  practiced  for 
many  years  at  Gervais,  following  which  he  did  extensive 
postgraduate  work  in  Berlin  and  Vienna.  He  located  in 
Portland  in  1914.  He  was  active  in  affairs  of  public  health 
and  served  for  a time  as  medical  director  for  the  Alaska 
Steamship  Company. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 
Central  Willamette  Medical  Society  held  a meeting  in 
Eugene  Oct.  19.  It  was  a joint  meeting  with  Lane  County 
Society.  W.  W.  Bauer  of  the  Bureau  of  Health  and  Public 
Instruction  of  American  Medical  .Association  spoke  on  “The 
Physician’s  Place  in  the  Health  Program.”  Charles  Sweeney 
of  Medford,  president-elect  of  Oregon  State  Medical  So- 
ciety was  a special  guest.  There  was  a very  large  attend- 
ance which  was  held  at  the  Osburn  Hotel  following  dinner. 

While  in  Eugene,  Dr.  Bauer  addressed  a joint  meeting 
of  all  the  service  clubs  at  noon  on  Oct.  19.  This  was  spon- 
sored by  the  Eugene  Rotary  club  and  Dr.  Bauer’s  subject 
was  “Popular  Beliefs  that  .Are  Not  So.”  .At  3:45  in  the  aft- 
ernoon, he  gave  a radio  address  over  station  KORE  on 
the  subject,  “Crying  for  tbe  Moon.”  .At  4:15  he  addressed 
a joint  meeting  of  women’s  clubs  at  Gerlinger  Hall,  Uni- 
versity of  Oregon,  on  “Health  Today  and  Tomorrow.” 
This  meeting  was  sponsored  by  the  auxiliary  of  Lane 
County  Medical  society. 

WASHINGTON 

COWLITZ  COUNTY  MEDICAL  SOCIETY 
Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 
.A  meeting  of  Cowlitz  County  Medical  Society  which  was 
held  Wednesday  evening,  October  13,  at  Hotel  Monticello, 
Longview. 

John  Cheetham  and  Leo  J.  Meienberg  gave  interesting 
talks  on  the  new  lines  of  treatment  for  gonorrhea.  Dr. 
Cheetham  reported  excellent  results  by  the  combined  sul- 
fanilamide and  fever  therapy  treatments.  Dr.  Meienberg 
discussed  the  chemistry  of  sulfanilamide  and  the  indications 
and  contraindications  for  its  use.  This  was  a very  interest- 
ing meeting  and  the  attendance  was  almost  one  hundred 
per  cent. 

■At  the  same  time  the  .Auxiliary  to  Cowlitz  County  Medi- 
cal Society  met  at  Hotel  Monticello.  ,A  business  meeting 
was  held  and  they  discussed  legislative  problems.  Mrs.  A. 
B.  Shaw  and  Mrs.  .A.  F.  Birbeck  were  hostesses  for  the 
evening. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 
.A  regular  meeting  of  King  County  Medical  Society  was 
held  October  18,  at  8:15  p.m.,  in  the  auditorium  of  Medi- 
cal-Dental Building,  Seattle,  President  V.  W.  Spickard  pre- 
siding. Minutes  of  the  last  regular  meeting  were  read  and 
approved.  Applications  for  membership  were  read  for  the 
second  time  of  Samson  Goodglick  and  Shohei  Sawamura. 

Dr.  Spickard  announced  open  house  in  the  offices  of  the 
Society  Medical  Library  October  22,  from  4:30  to  6 p.m. 
Mr.  Matthew  Hill  spoke  in  behalf  of  the  Community  Fund. 
Dr.  Spickard  announced  the  death  of  .Arthur  Betts,  presi- 
dent-elect of  Washington  State  Medical  Association. 

R.  D.  Forbes  read  a paper  on  “The  Acute  Abdomen.”  He 
commented  on  two  aids  in  diagnosis  of  acute  abdominal 
conditions,  abdominal  puncture  and  exploratory  incision. 
The  former  identifies  fluid  which  may  be  bloody,  serous  or 
purulent.  Each  of  these  was  discussed.  The  majority  of 
abdominal  emergencies  calling  for  exploratory  incision  are 
due  to  a perforated  viscus.  Its  contraindications  were  dis- 
cussed. The  use  of  morphine  is  oftentimes  a great  aid.  It 


avoids  exhaustion  and  combats  shock.  Causes  of  acute 
symptoms  in  lower  abdomen  were  specified.  The  value  of 
duodenal  intubation  was  presented. 

A.  W.  Hackfield  discussed  “Medical  Highlights  from 
Europe,  with  Special  References  to  Syphilis.”  He  described 
syphilis  control  in  England.  In  Vienna  he  noted  child 
guidance  clinic  within  pediatric  service.  Insulin  shock  treat- 
ment of  schizophrenia  was  observed  and  its  methods  and 
results  described.  He  attended  the  international  congresses 
for  mental  hygiene  and  child  psychiatry,  mentioning  some 
of  their  features. 

.A.  H.  Peacock  presented  a paper  on  “Renal  Tuberculosis 
Diagnosis  and  Management.”  Slides  were  shown  and  mov- 
ing pictures  of  the  removal  of  a tuberculous  kidney  and 
ureter.  Features  of  diagnosis  and  treatment  were  presented. 

PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  A.  H.  Buis;  Secty.,  W.  B.  Penney 

The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  the  Medical  Arts  Building,  Tacoma,  October  12, 
with  President  .A.  H.  Buis  in  the  chair.  Minutes  of  the  pre- 
vious meeting  were  read  and  approved. 

Frederick  Lemere  of  Seattle  read  a paper  on  “Insulin 
Shock  in  Treatment  of  Psychosis.”  He  gave  a very  inter- 
esting and  instructive  talk  on  the  historical  development 
and  present  status  of  this  valuable  therapeutic  measure. 
He  pleaded  for  more  careful  diagnosis  of  these  cases  and  for 
a skillful  and  studious  application  of  the  treatment,  calling 
attention  to  some  of  the  dangers  in  certain  cases  and  the 
lack  of  best  results  when  the  treatment  had  been  used  in 
unskilled  hands.  Discussion  was  by  C.  C.  Carlson,  A.  C. 
Stewart,  R.  H.  Rea,  T.  F.  Neil  and  Harris. 


WALLA  WALLA  VALLEY  MEDICAL  SOCIETY 
Pres.,  A.  E.  Lange;  Secty.,  S.  R.  Page 
First  fall  meeting  of  Walla  Walla  Valley  Medical  Society 
was  held  at  Walla  Walla,  October  14.  Forty  members  were 
in  attendance.  Lively  discussion  followed  the  subject  of 
“.Asthma  and  Hay  Fever  as  Related  to  Paranasal  Sinus 
Infection,”  presented  by  Frank  Kistner  and  Robert  L. 
Benson  of  Portland. 


WASHINGTON  STATE  OBSTETRICAL  ASSOCIATION 
Pres.,  H.  H.  Skinner;  Secty.,  P.  C.  Kyle 

Washington  State  Obstetrical  Association  held  a meeting 
in  Spokane  October  2,  at  2 p.m.,  with  President  H.  H. 
Skinner  in  the  chair. 

Dr.  Fursey  introduced  discussion  on  “Induction  of  La- 
bor,” which  was  further  discussed  by  Drs.  Thompson, 
Heaton,  Torland,  Bell,  Mitchell,  Fiorino,  McKinney,  Skin- 
ner, Knudson,  Brougher,  Havlina  and  Rose.  Various  meth- 
ods of  induction  of  labor  were  considered,  some  of  which 
were  commended  and  some  were  considered  questionable. 
These  included  castor  oil  and  quinine,  pituitrin,  rupture  of 
membranes,  bagging,  bougies  and  packing. 

Dr.  Torland  led  the  discussion  of  “Analgesia  and  Anes- 
thesia,” with  further  discussion  by  Drs.  Plant,  McKinney, 
Kindschi,  Havlina,  Riebe,  Bell,  Jones,  Lee  and  Mooney. 
The  agents  considered  were  morphine,  scopolamine,  bar- 
biturates, paradelhyde  and  chloroform. 

There  was  discussion  on  “What  Is  of  Most  Importance 
in  Obstetrics  Today,”  speakers  being  Drs.  Hamblen, 
Mooney,  Riebe,  Mitchell,  Rhodehamel,  Thompson,  Stewart, 
Torland,  Brougher,  McKinney,  Heaton,  Skinner,  each  of 
whom  introduced  a separate  subject  for  consideration. 
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YAKIMA  VALLEY  MEDICAL  SOCIETY 
Pres.,  F.  J.  A.  Ditter;  Secty.,  W.  S.  Ginn 
Regular  meeting  of  Yakima  Valley  Medical  Society  was 
held  in  Yakima,  October  11,  with  forty-six  members  in 
attendance.  Following  the  dinner,  the  group  was  addressed 
by  H.  S.  Atwood  on  “Spinal  Anesthesia.”  A.  J.  Helton  gave 
a report  of  a recent  tour  of  European  clinics. 


IDAHO 

POC.\TELLO  MEDICAL  SOCIETY 
Pres.,  H.  J.  Hartvigsen;  Secty.,  D.  C.  McDougall 
A meeting  of  Pocatello  Medical  Society  was  held  October 
7,  at  St.  Anthony  Hospital,  Pocatello.  It  was  well  attended 
and  a splendid  program  presented. 

A.  M.  Newton  spoke  on  “Fractures  of  the  Femur,”  illus- 
trating his  talk  with  numerous  roentgen  slides  taken  from 
his  cases.  Skeletal  traction  by  means  of  ice-tongs  inserted 


above  the  knee  or  use  of  the  Kirschner  wire  proved  highly 
satisfactory  in  obtaining  the  necessary  extension  in  most 
cases.  In  a few  cases,  however,  either  because  of  interposed 
soft  tissue  between  the  fragments  or  quick  malfixation  in 
children  and  young  adults,  due  to  previously  attempted 
reduction  with  adhesive  traction,  open  operation  was  found 
necessary  to  prevent  shortening  or  other  deformity.  After 
operation  it  is  always  safer  to  use  some  form  of  extension 
such  as  the  Kirschner  wire  to  insure  proper  position.  There 
seems  to  be  little  excuse,  particularly  in  young  adults  and 
children,  to  allow  improperly  reduced  fragments  to  heal. 
Deformities  of  the  femur  that  result  from  such  improper 
attention  are  disabling  to  the  patients  for  life. 

A general  discussion  followed  with  regard  to  formation 
of  a joint  society  between  Pocatello  and  Idaho  Falls  Medi- 
cal Societies  for  the  purpose  of  holding  two  major  meetings 
each  year  and  bringing  some  noted  medical  men  to  these 
meetings  for  comprehensive  clinical  sessions  and  papers. 
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DEATH  OF  PRESIDENT-ELECT 

Bellingham,  Wash.,  Oct.  25,  1937. 
To  the  Members  of  the  Washington  State  Medical  Associa- 
tion: 

It  was  with  much  regret  that  I received  word  on  October 
18  of  the  sudden  death  of  Arthur  Betts,  President-Elect  of 
Washington  State  Medical  Association.  Dr.  Betts  had  not 
complained  of  any  sickness  and  died  suddenly  on  the  golf 
course.  His  untimely  death  is  a great  loss  to  our  associates, 
his  fellow  practitioners  and  the  community  in  general.  He 
was  a man  of  strong  character  and  his  professional  standing 
was  of  the  highest.  He  had  arrived  at  the  period  of  life 
where,  from  his  experience,  he  was  most  useful  to  the  pro- 
fession and  the  community. 

Dr.  Spickard  and  I attended  the  funeral  as  representatives 
of  the  Association.  J.  Reid  Morrison, 

President 

WOMAN’S  AUXILIARY 

Seattle,  Wash. 

Oct.  25,  1937. 

The  Woman’s  Auxiliary  to  Washington  State  Medical 
Society  is  a very  active  organization.  In  order  that  the 
doctors  and  their  wives  may  know  more  about  the  work 
that  the  auxiliary  members  are  doing,  Mrs.  Roscoe  E. 
Mosiman,  state  president,  and  her  board  of  directors 
thought  it  advisable  to  print  a series  of  articles  dealing 
with  the  activities  of  the  state  committees. 

This  month  we  will  give  you  a report  from  the  state 
chairman  of  Hygeia,  Mrs.  J.  Arnason  Johnson  of  Tacoma. 
Hygeia  is  the  one  organ  that  combats  cultism.  The  auxiliary 
hopes  that  every  doctor  and  his  wife  subscribes  to  it,  that 
all  the  medical  people  will  assist  in  the  campaign  to  place 
it  in  every  organization  and  every  home.  And,  shades  of 
Santa’s  whiskers,  why  not  send  subscriptions  as  Christmas 
gifts.  (We  are  not  rushing  the  season,  for  we’ve  already 
been  importuned  by  Christmas  card  dealers.) 

AUXILIARY  NEWS 

Mrs.  Augusta  S.  Kesh,  national  president  of  the  Woman’s 
Auxiliary  of  Altoona,  Pa.,  will  be  in  Seattle  soon  after  the 
holiday  season.  The  midyear  Board  meeting  will  be  held 
at  that  time,  instead  of  taking  place  in  March. 


Our  own  state  president,  Mrs.  Roscoe  E.  Mosiman,  has 
been  busily  visiting  various  auxiliaries.  She  returned  from 
visiting  in  Walla  Walla  and  Spokane  in  time  to  address  the 
first  business  meeting  of  the  King  County  Auxiliary.  She 
leaves  soon  for  Vancouver,  Washington;  from  there  she 
will  go  to  Salem,  Ore.,  to  attend  the  Oregon  State  Medi- 
cal Convention,  .^nd  so,  until  next  month. 

Mrs.  Kenneth  G.  Whyte, 

Publicity  Chairman. 


PUBLIC  OPINION  AND  THE  DOCTOR 
Is  public  opinion  an  important  factor  in  medical  prac- 
tice? Does  the  doctor  of  today  inform  the  public  sufficient- 
ly on  health  matters  in  order  that  necessary  health  legisla- 
tion may  be  passed  and  public  health  safeguarded?  What 
interest  has  the  physician  in  public  opinion? 

Bombarded  on  every  side  by  apparently  plausible  but 
nevertheless  unscientific  theories  on  health  and  disease,  the 
average  citizen  is  informed  and  entertained  by  the  highly 
commercialized  quacks,  cultists  and  patent  medicine  ven- 
ders of  the  day.  Training  in  salesmanship  and  in  the  psy- 
chology of  suggestion  prove  their  most  effective  means  of 
molding  public  opinion.  How  may  this  deluge  of  misin- 
formation be  counteracted  and  the  truth  made  known? 

Articles  in  Hygeia  may  be  marked  and  placed  in  the 
hands  of  patients  interested  in  certain  symptoms,  or  in 
childhood  and  adolescent  problems.  It  may  well  be  called 
a servant  of  the  medical  profession  for  it  interprets  the 
scientific  truths  of  medicine  in  terms  easily  understood  by 
lay  people.  If  the  physician  would  seek  to  interest  the 
young,  inexperienced  mother  in  this  health  magazine,  he 
would  be  repaid  by  her  gratitude  and  cooperation  in  health 
education.  Since  the  House  of  Delegates  of  the  A.M..A.  has 
urged  the  Woman’s  Auxiliary  to  have  as  one  of  its  chief 
activities,  the  promotion  and  distribution  of  Hygeia,  it  is 
the  desire  of  the  Woman’s  Auxiliary  that  the  physicians  aid 
in  every  way  possible  in  the  fulfillment  of  the  objective 
asked  of  us  by  their  own  members. 

Mrs  John  Arnason  Johnson, 

State  Hygeia  Chairman  Woman’s  Auxiliary 
to  Washington  State  Medical  Association. 
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The  Therapeutic  Problem  in  Bowel  Obstructions. 
A Physiologic  and  Clinical  Consideration.  By  Owen  H. 
Wangensteen,  B..\.,  M.D.,  Ph.D.,  Professor  of  Surgery  of 
the  University  of  Minnesota,  etc.  360  pp.  $6.00.  Charles  C. 
Thomas,  Springfield,  111.,  and  Baltimore,  Md.,  1937. 

.Any  method  of  therapy  demands  attention  if  it  promises 
a lowered  mortality  in  a common  surgical  condition.  In  the 
present  instance  its  employment  frequently  makes  unneces- 
sary a surgical  procedure.  It  may  also  aid  in  clarifying  the 
diagnosis  and  at  the  same  time  alleviate  many  of  the  dis- 
tressing symptoms.  Duodenal  intubation  with  efficient  suc- 
tion is  such  a method.  In  bringing  it  to  our  attention  the 
. author  has  covered  in  much  detail  the  various  aspects  of 
the  problem  relating  to  the  broader  treatment  of  obstruc- 
tion of  the  bowel.  He  has  studied  the  importance  and 
effects  of  distention,  of  the  loss  of  fluids  and  of  the  me- 
chanical as  opposed  to  the  toxic  factor  in  the  production  of 
prostration.  His  findings  are  based  on  extensive  personal 
investigations  and  experience. 

In  the  matter  of  diagnosis  and  treatment  special  chapters 
are  prepared  and  cover  many  practical  points  in  the  treat- 
ment of  the  different  types.  When  employed  according  to 
proper  indications  and  with  due  regard  to  the  few  contra- 
indications, duodenal  intubation  is  often  alone  effective. 
Its  success  can  be  followed  by  roentgenograms  taken  every 
few  hours  and  by  the  patient’s  clinical  improvement. 
Where  symptoms  suggest  the  presence  of  strangulation, 
operation  is  imperative.  There  are  helpful  suggestions  for 
the  early  recognition  of  this  complication. 

Importance  of  saline  solutions  is  appraised  and  the  sig- 
nificance of  the  ileocecal  valve  in  the  production  of  intra- 
colonic pressure  is  noted.  In  the  technic  of  enterostomy  the 
author  emphasizes  the  importance  of  asepsis.  Soiling  of  the 
peritoneum  is  perilous.  The  intelligent  application  of  the 
teachings  here  set  forth  should  change  the  belief  so  widely 
held  that  acute  intestinal  obstruction  is  synonymous  with 
early  operation.  The  work  is  authoritative  and  timely  and 
a distinct  surgical  contribution.  Forbes 


The  Pneumonokonioses  (Silicosis).  Literature  and 
Laws,  Book  HI.  International  Abstracts,  Extracts  and  Re- 
views of  the  Pneumonokonioses  and  Their  Associated  Dis- 
eases and  Subjects.  By  George  G.  Davis,  M.D.  Associate 
Clinical  Professor  of  Surgery,  Rush  Medical  College,  Uni- 
versity of  Chicago,  etc.  Ella  M.  Salmonsen,  Medical  Ref- 
erence Librarian,  The  John  Crerar  Library,  Chicago.  Joseph 
L.  Earlywine,  Attorney  at  Law,  Chicago.  1033  pp.  $8.50. 
Chicago  Medical  Press  (Not  Inc.),  Chicago,  111.,  1937. 

The  abstracts  indicate  that  silicosis  is  an  insidious  disease 
that  may  develop  only  after  from  three  to  twenty-five 
years  exposure  to  the  dust ; also  there  is  increased  danger 
in  the  presence  of  pulmonary  infections  of  any  kind ; mouth 
breathing  increases  the  danger;  deep  breathing  due  to  hard 
work  also  is  a factor,  as  well  as  the  quantity  of  the  dust 
in  the  air.  It  is  estimated  that  about  75  per  cent  of  these 
afflicted  with  silicosis  die  of  tuberculosis.  Pneumatic  tools 
have  increased  the  amount  of  dust  and  the  danger.  The 
cardinal  symptom  of  the  disease  is  shortness  of  breath  and 
the  cardinal  sign  is  decreased  chest  expansion.  In  making 
the  diagnosis  the  history  and  the  roentgen  ray  are  of  great 
importance  and  the  physical  examination  of  much  less  im- 
portance. 

It  is  estimated  that  16  per  cent  of  all  workers  are  exposed 


to  dust  hazards,  and  that  over  200  occupations  give  out 
enough  dust  to  produce  some  effect  on  the  respiratory 
tract.  There  is  no  treatment  except  prevention  and  pre- 
ventative measures  consist  of  means  of  decreasing  the  pro- 
duction of  dust,  more  ventilation,  use  of  masks,  particularly 
those  that  have  a constant  current  of  air  coming  into  them. 
Sprays  have  been  tried  for  settling  the  dust,  but  it  is  im- 
possible to  wet  jaarticles  below  one  micron  in  diameter 
and  it  is  apparently  the  smaller  particles  that  do  most  of 
the  damage.  There  is  much  similarity  in  the  material  pre- 
sented in  many  of  the  articles  and  progress  seems  but  little 
during  the  period  covered  by  the  book.  The  last  130  pages 
consist  of  abstracts  of  laws  of  the  United  States  and  for- 
eign countries.  The  book  will  be  very  valuable  in  medico- 
legal work.  Griswold. 

The  Principles  and  Practice  of  Clinical  Psychiatry. 
By  Morris  Braude,  M.D.,  Associate  Clinical  Professor  of 
Psychiatry,  Rush  Medical  College,  the  University  of  Chi- 
cago, etc.  With  7 Illustrations.  382  pp.  $4.00.  P.  B.  Blakis- 
ton’s  Son  and  Company,  Inc.,  Philadelphia,  1937. 

The  author  states  his  purpose  in  writing  this  book  is  to 
ease  the  lot  of  the  student  of  medicine,  of  the  social  sci- 
ences and  of  jurisprudence  in  the  difficult  field  of  mental 
disease.  His  objective  is  to  make  the  subject  of  mental  dis- 
ease interesting  and  to  simplify  such  knowledge  of  psy- 
chiatry as  we  possess. 

This  book  differs  mainly  from  most  standard  texts  on 
psychiatry  in  the  presentation  of  case  histories  to  illustrate 
the  symptomatology  of  the  main  types  of  mental  disease. 
After  the  usual  description  of  etiology,  pathology  and  symp- 
tomatology, is  described  a hypothetical  case,  including  on- 
set, history  and  the  details  which  one  might  encounter  in  a 
typical  case  of  the  mental  disease  being  studied.  Then  are 
cited  the  history,  behavior  and  symptomatology  of  actual 
cases  drawn  from  private  case  files  and  those  from  the 
records  of  the  wards  of  Cook  County  Psychopathic  Hos- 
pital in  Chicago.  One  is  able  thereby  to  check  the  findings 
against  what  would  be  a typical  or  undoubted  case. 

The  author  has  devoted  considerable  space  and  has 
stressed  detailed  discussion  of  symptoms  and  differential 
diagnosis,  a feature  which  should  prove  to  be  verj-  helpful 
to  physicians  who  are  not  frequently  called  upon  to  examine 
mental  patients.  He  has  included  a chapter  on  simulation  or 
malingering,  a phase  usually  neglected  in  most  textbooks, 
which  is  complete  and  informative.  There  are  interesting 
chapters  on  constitutional  psychopathy  and  on  psycho- 
analysis. It  is  concise  and  is  written  in  a pleasing  style  and 
should  be  a valuable  reference  book  for  medical  student 
and  practitioner.  Quilliam 


Tumors  of  the  Nervous  System.  An  Investigation  of 
the  Most  Recent  Advances.  The  Proceedings  of  the  Asso- 
ciation, New  York,  Dec.  27-28,  1935.  Editorial  Board,  Ed- 
win G.  Zabriskie,  Angus  M.  Frantz,  Clarence  C.  Hare.  With 
213  Illustrations  and  64  Tables.  481  pp.  $7.50.  The  Williams 
& Wilkins  Co.,  Baltimore,  1937. 

This  publication  is  well  worth  the  study  of  everyone 
interested  in  pathology,  of  neurosurgeons  and  neurologists. 
For  the  research  student  it  is  replete  with  valuable  infor- 
mation. Perhaps  in  no  field  of  histopathologic  research  is 
the  field  being  more  completely  covered  than  in  tumors  of 
the  brain  and  spinal  cord.  Beginning  with  the  modern  work 
of  Bailey  and  Cushing  and  their  classification  of  gliomas 
an  intensive  study  of  these  in  particular  and  other  tumors 
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involving  the  central  nervous  system  has  been  carried  out 
in  various  centers.  Today  the  pathologist  is  able  to  classify 
brain  tumors  from  the  histopathology,  prognosis  after 
removal  and  the  effect  of  irradiation  by  means  of  roentgen 
ray  and  radium.  In  the  various  centers  separate  branches 
of  this  research  work  have  been  highly  developed. 

To  give  an  idea  of  the  scope  of  the  work,  chapter  I deals 
with  the  tissue  culture  of  gliomas.  This  chapter  unfolds  like 
a drama  on  the  screen.  For  the  first  time  the  cinematograph 
demonstration  of  the  growth  of  these  tumors  is  possible. 
This  chapter  is  well  illustrated,  showing  the  changes  in  the 
celt  growth  as  noted  by  the  clock  in  the  upper  corner  of 
each  photograph,  giving  the  time  elapsing  between  the  ex- 
aminations and  changes  taking  place.  Chapters  II  and  III 
have  to  do  with  the  metabolism  of  brain  tumors,  spinal 
cord  and  meningeal  tissue.  Chapter  V is  most  interesting 
from  the  standpoint  of  the  use  of  roentgen  ray  and  radium 
on  gliomas.  As  yet,  no  definite  conclusion  has  been  reached, 
but  certainly  the  field  is  rapidly  approaching  some  definite 
conclusions. 

Gliomas  of  the  central  nervous  system,  ependymomas  and 
meningiomas  are  covered  in  chapters  VI,  VII  and  VIII. 
Chapter  IX  is  most  interesting  in  that  it  discusses  tumors 
and  cysts  of  the  angle.  For  the  first  time  the  possibility  of 
dizziness  as  a result  of  the  position  of  the  head  in  space 
following  trauma  is  beginning  to  unfold.  This  chapter  is  of 
intense  interest  to  those  dealing  with  head  injuries.  Chapter 
X has  to  do  with  cerebrospinal  fluid.  The  use  of  direct  ven- 
tricular as  well  as  lumbar  punctures  and  the  testing  of 
fluid  removed  for  the  protein  content  as  a localization  of 
brain  tumors  are  certainly  new  and  apparently  will  take 
their  place  by  the  side  of  encephalography  and  ventriculog- 
raphy in  the  localization  of  brain  tumors.  Chapter  XI  deals 
with  the  olfactory  test  for  tumors  of  the  brain.  This  new 
type  of  examination  for  localization  of  brain  tumors,  first 
suggested  by  Elsberg,  is  discussed  in  detail.  The  subject  of 
postoperative  survival  of  cases  of  intracranial  tumors  and 
tumors  of  the  peripheral  nerves  are  covered  in  the  last  three 
chapters.  The  entire  volume  is  well  illustrated.  The  print  is 
clear  and  easy  to  read.  In  all,  it  is  a very  creditable  volume 
and  will  be  extensively  used  in  reference  work.  Swift 

An  Introduction  to  Dermatology.  By  Richard  L.  Sut- 
ton, M.D.,  Sc.D.,  Ll.D.,  F.R.S.  (Edin.).  Professor  of  Der- 
matology, University  of  Kansas  School  of  Medicine  and 
Richard  L Sutton,  Jr.,  A.M.,  M.D.,  L.R.C.P.  (Edin.). 
Instructor  in  Dermatology,  University  of  Kansas  School  of 
Medicine.  666  pp.  $5.00.  The  C.  V.  Mosby  Co.,  St.  Louis, 
1937. 

This  volume  has  reached  its  third  edition  in  five  years 
because  it  answers  an  insistent  demand  made  by  so  much 
that  is  new  in  dermatology.  New  descriptions  of  thirty-five 
diseases,  the  newer  concepts  of  protein  eczema,  the  cog- 
nizance given  to  allergy  and  its  reactions  and  vitamin  de- 
ficiency are  all  prominent  features. 

The  chapter  on  diseases  due  to  plant  parasites  is  an 
exemplification  of  the  advancement  being  made  in  derma- 
tology, and  gives  the  latest  ideas  as  to  the  etiology  of 
many  dermatoses  and  the  newer  forms  of  treatment.  The 
book  expresses,  in  its  rather  concise  treatment  of  the  vari- 
ous subjects,  its  references  from  many  writers,  its  selection 
of  excellent  illustrations  and  its  simpler  classifications,  the 
combined  training  and  experience  of  the  specialist  together 
with  that  of  the  more  recent  student  and  research  worker, 
all  of  which  tends  to  make  it  invaluable  to  both  student 
and  practitioner  of  medicine.  W.  A..  Brown 


Internal  Diseases  of  the  Eye  and  Atlas  of  Ophthal- 
moscopy. By  Manuel  Uribe  Troncoso,  M.D.  Formerly  Pro- 
fessor of  Ophthalmology,  Postgraduate  Medical  School  and 
Hospital,  New  York,  etc.  Illustrated  with  289  Engravings, 
Including  95  Figures  on  82  Full-Page  Color  Plates.  530  pp. 
F.  .A.  Davis  Co.,  Philadelphia,  1937. 

.As  a result  of  many  years  teaching  of  ophthalmoscopy, 
the  author  considers  that  success  in  teaching  is  due  chiefly 
to  the  method  of  presenting  the  subject,  to  emphasize  the 
pathologic  changes  and  physiopathology  of  the  disease  and 
then  to  deduce  the  symptoms  from  the  lesions.  He  has  suc- 
ceeded from  this  standpoint  but  at  a loss  of  clinical  descrip- 
tion which  at  least  the  older  writers  have  excelled  and  the 
practitioner  has  profited  thereby. 

The  book  is  well  worth  possessing  as  it  is  a condensed 
review  of  pathology  of  the  fundus  oculi,  and  a collection  of 
illustrations  from  many  previous  authors  such  as  Haab, 
.Adams,  Reese,  Axenfeld,  Uhthoff,  Kellner  and  others,  sup- 
plemented by  a few  drawings  reproduced  from  the  author’s 
own  sketches. 

While  quite  exhaustive  from  the  viewpoint  of  clinical 
pathology  and  diagnosis,  yet  it  is  a book  for  the  beginner 
rather  than  the  expert  of  years  of  practice  for  the  material 
therein  is  practically  all  contained  in  standard  publications. 
Perhaps  the  style  in  description,  the  different  angle  of  the 
view,  makes  the  book  valuable  as  well  as  unique.  There  is 
little  new  within  its  covers  except  this  and  the  coinage  of  a 
few  new  multisyllabic  words  such  as  retinosis,  choriodosis, 
to  add  to  our  somewhat  overburdened  professional  vocabu- 
lary. Wurdemann 


The  Thyroid  and  Its  Diseases.  By  J.  H.  Means,  M.D., 
Jackson  Professor  of  Clinical  Medicine,  Harvard  Univer- 
sity, etc.  Being  an  Account  Based  in  Large  Measure  on  the 
Experience  Gained  in  the  Thyroid  Clinic  of  the  Massachu- 
setts General  Hospital.  602  pp.  J.  B.  Lippincott  Co.,  Phila- 
delphia, Montreal,  London,  1937. 

This  book  covers  not  only  the  author’s  opinions,  but 
is  a thorough  discussion  of  his  ideas  and  of  those  devel- 
oped by  other  investigators  and  clinicians.  Nowhere  is  it 
given  to  the  development  of  any  fads  or  fancies.  It  is 
rationally  critical  of  both.  It  thoroughly'covers  the  worth- 
while knowledge  of  etiology,  physiology  and  pathology 
of  thyroid  disease.  His  descriptions  of  both  hyper-  and 
hypothyroid  states  are  excellently  done.  From  a large  ex- 
perience in  the  Massachusetts  General  Hospital,  where 
complete  records  and  follow-up  notes  have  been  kept,  and 
thorough  investigation  of  all  cases  is  made,  he  presents 
accurate  statistics  and  sound  conclusions. 

His  description  of  the  clinical  course  of  toxic  goiter  is 
excellent.  It  is  well  worth  reading.  But  when  he  comes  to 
a discussion  of  the  surgical  management  of  goiter,  there 
is  room  for  much  honest  disagreement.  The  author  is  not 
a surgeon  and  does  not  attempt  to  give  a detailed  technic. 
He  does,  however,  advocate  the  use  of  silk  as  a suture 
and  ligature  material  and  criticizes  inferentially  the  users 
of  catgut.  He  classifies  thyroid  technic  into  two  general 
groups:  one,  the  slower,  more  careful  technic  with  care- 
ful ligation  of  the  vessels  by  the  use  of  silk;  the  other  a 
rougher,  quicker  technic  in  which  catgut  is  used. 

The  time  consumed  in  an  operation  is  more  dependent 
upon  the  experience  of  the  surgeon  than  the  choice  of 
suture  material.  A majority  of  the  well  known  goiter  sur- 
geons of  America  use  catgut  exclusively.  He  states  that 
another  objection  to  catgut  is  the  frequency  of  discharge  ofi 
knots  from  the  wound.  That  statement  is  almost  amusing 
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to  anyone  who  has  observed  silk  sutures  and  knots  dis- 
charge from  a wound  over  a period  of  weeks  or  months 
or  who  has  fished  for  a silk  suture  at  the  bottom  of  a 
sinus  that  refuses  to  heal,  .\side  from  the  section  devoted 
to  surgery  this  book  contains  much  valuable  and  highly 
interesting  information  put  out  in  good  form  and  thor- 
oughly discussed.  It  is  well  worth  a place  in  the  library 
of  anyone  who  wishes  to  keep  up  to  date  with  the  mod- 
ern conception  of  thyroid  diseases.  B.  T.  King. 


Pathology.  By  E.  B.  Krumbhaar,  M.D.,  Professor  of 
Pathology,  University  of  Pennsylvania  School  of  Medicine. 
With  18  Illustrations.  206  pp.  $2.00.  Paul  B.  Hoeber,  Inc., 
Medical  Book  Department  of  Harper  & Brothers,  New 
York,  1937. 

This  pocket  volume  of  Clio  Medica  series  presents  a 
sketch  of  pathology  extending  over  a long  period.  The 
author  does  not  attempt  an  extensive  discussion  of  patho- 
logic details,  .^fter  reviewing  pathology  of  antiquity  he 
considers  theories  of  disease  with  many  interesting  his- 
torical references.  The  chapter  on  Systematized  Gross  Path- 
ologic .\natomy  and  that  on  Tissue  Pathology  deal  with  the 
basic  principles  in  this  branch  of  science.  This  is  further 
developed  under  Cellular  Pathology  and  Integrated  Path- 
ology. .^n  important  section  is  devoted  to  the  chronology 
of  pathologic  events,  beginning  with  papyrus  fragments 
dealing  w’ith  diseases  of  women  and  cattle,  dated  2160  B.  C. 
and  ending  with  mosaic  tobacco  disease  due  to  crystallized 
protein,  dated  1935.  If  one  could  permanently  absorb  this 
chapter  he  would  possess  real  knowledge  of  the  history  of 
pathology. 


A Textbook  of  Medicine.  By  .American  Authors.  Edited 
by  Russell  L.  Cecil,  .\.B.,  M.D.,  Sc.D.,  Professor  of  Clinical 
Medicine,  Cornell  University  Medical  College,  etc.,  and 
Foster  Kennedy,  M.D.,  F.R.S.E.,  Professor  of  Neurology, 
Cornell  University  Medical  College,  etc.  Fourth  Edition, 
Revised  and  Entirely  Reset.  1614  pages  with  42  Illustra- 
tions. Cloth,  $9.00  net.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1937. 

This  volume  will  doubtless  be  welcomed  by  both  stu- 
dents and  practitioners  of  medicine  because  of  the  very 
simplicity  and  briefness  of  presentation.  There  is  no  space 
lost  on  long  theoretical  discourses  but  the  actual  and  essen- 
tial facts  are  there.  The  book  is  thoroughly  up  to  date.  A 
remarkable  feature  is  the  lack  of  illustrations,  the  authors 
obviously  refraining  from  reprinting  the  usual  text  pictures 
which  have  graced  almost  every  textbook  since  the  begin- 
ning of  time. 

The  divisions  of  diseases  into  groups  according  to  etiology 
and  relationship  should  bring  to  the  attention  of  the  stu- 
dent the  rarer  diseases  while  browsing  around  among  the 
more  common.  The  perusal  of  this  book  will  be  very  profit- 
able to  any  practitioner.  Leede. 


Synopsis  of  Genitourinary  Diseases.  By  .\ustin  I. 
Dodson,  M.D.,  F.A.C.S.,  Professor  of  Genitourinary  Sur- 
gery, Medical  College  of  Virginia,  etc.  Second  Edition.  With 
112  Illustrations.  294  pp.  $3.00.  The  C.  V.  Mosby  Company, 
Inc.,  St.  Louis,  1937. 

This  book  offers  a synopsis  of  genitourinary  diseases  in 
order  that  essential  facts  may  be  readily  grasped  by  the 
student,  and  that  it  may  serve  as  handy  reference  for  the 
physician’s  daily  practice.  It  is  not  a thorough  digest  of 


genitourinary  diseases  but  presents  recognized  principles 
with  indications  and  methods  for  suitable  forms  of  treat- 
ment. There  are  chapters  discussing  instruments  and  minor 
urologic  procedures,  congenital  anomalies,  genitourinary 
tuberculosis,  injuries  and  a variety  of  conditions  of  disease 
coming  under  the  observation  of  the  general  practitioner. 
-\s  a handy  reference  book  it  can  be  supplemented  by 
larger  works. 


Neurology.  By  Roy  R.  Grinker,  M.D.,  Chairman,  the 
Department  of  Neuropsychiatry  of  the  Michael  Reese  Hos- 
pital, Chicago,  111.  Second  Edition.  999  pp.  $8.50.  Charles 
C.  Thomas,  Springfield,  111.  and  Baltimore,  1937. 

This  second  edition  is  a great  improvement  over  the  first. 
Practically  each  chapter  has  been  rewritten  and  more  illus- 
trations have  been  added,  so  that  it  is  much  more  com- 
plete than  the  previous  edition.  For  one  desiring  a com- 
plete text  on  neurology,  covering  all  of  the  latest  advances 
in  the  treatment  of  nervous  diseases,  this  is  perhaps  the 
best  volume  at  the  present  time.  No  effort  has  been  made 
to  present  the  psychoses  and  other  mental  diseases  as  such. 
Chapter  25  is  fairly  complete  on  epilepsy,  chapter  26  deals 
with  headache  in  general  and  chapter  27  with  the  blood 
dyscrasias  and  deficiency  diseases.  The  later  development 
in  the  use  of  vitamin  B in  neuritis  is  fairly  well  covered 
and  the  later  theories  regarding  the  effect  of  alcohol  and 
toxins  on  the  nervous  system  are  included. 

The  book  is  truly  a textbook  of  neurology  and  the  sub- 
jects are  presented  in  a readable  and  understandable  lan- 
guage. The  author  has  appended  to  each  chapter  a complete 
bibliography  which  will  be  useful  to  one  who  desires  to 
look  up  any  given  subject.  It  is  well  illustrated.  The  illus- 
trations are  schematic,  as  a rule,  but  there  are  many  photo- 
graphs, illustrating  the  various  case  reports.  Swift 


Safely  Through  Childbirth.  A Guide  Book  for  the 
Expectant  Mother.  By  A.  J.  Rongy,  M.D.,  F.A.C.S.  At- 
tending Obstetrician  and  Gynecologist,  Lebanon  Hospital, 
etc.  192  pp.  $2.  20  illustrations.  Emerson  Books,  Inc.,  New 
York,  1937. 

This  is  a brief  book  written  for  laymen  which  considers 
the  anatomy  of  the  female  generative  organs,  ovulation,  im- 
plantation of  the  ovum  and  the  changes  incident  to  preg- 
nancy. Further  consideration  is  given  to  delivery,  post- 
partum course,  abortion  and  the  menopause.  These  topics 
are  dealt  with  in  a simple  fashion  and  no  attempt  is  made 
to  deviate  from  basic  obstetric  principles.  It  would  seem  to 
be  a safe  book  to  place  in  the  hands  of  the  more  curious 
pregnant  women  who  desire  further  information  than  they 
acquire  in  the  usual  prenatal  conversations  with  their 
physicians.  Rollins. 


Anatomy  and  Physiology  of  Physical  Training.  By 
Major  R.  W.  Galloway,  D.  S.  O.,  M.B.,  Ch.B.,  R.A.M.C., 
Hygiene  Specialist,  Army  School  of  Physical  Training.  182 
pp,  $2.50.  William  Wood  & Company,  Baltimore,  1937. 

About  half  of  this  volume  is  devoted  to  principles  of 
anatomy  and  physiology,  follow’ed  by  practical  applica- 
tion of  these  principles  to  training.  This  physical  training 
pertains  to  application  of  exercises,  breathing  and  corrective 
exercises  with  investigations  into  the  physiologic  effects  of 
training.  While  the  principles  considered  were  developed  in 
the  British  Army  School  of  Physical  Training,  they  are  ap- 
plicable to  this  sort  of  work  in  all  countries  of  the  world. 
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Psychiatric  Nursing.  By  William  S.  Sadler,  M.D.,  Chief 
Psychiatrist  and  Director,  The  Chicago  Institute  of  Re- 
search and  Diagnosis,  etc.,  in  collaboration  with  Lena  K. 
Sadler,  M.D.,  Associate  Director,  The  Chicago  Institute  of 
Research  and  Diagnosis,  etc.,  and  Anna  B.  Kellogg,  R.N., 
member  American  Nurses  Association,  etc.  433  pp.  $2.75. 
The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

This  book  has  been  written  to  meet  the  requirements  of 
recently  enlarged  courses  in  psychiatric  nursing.  It  does  not 
deal  with  organic  nervous  diseases.  The  aim  is  to  give  the 
nurse  a comprehensive  view  of  the  approach  to  mental 
hygiene.  It  attempts  to  make  her  observant  of  the  symp- 
toms of  disease  and  more  efficient  in  the  psychiatric  inter- 
pretation of  human  ailments.  The  four  parts  are  divided 
into  General  Considerations,  The  Neuroses,  The  Psychoses 
and  Psychotherapeutics.  While  this  is  not  intended  as  a 
textbook  on  psychiatry,  the  nurse  can  obtain  from  it  much 
information  concerning  this  class  of  diseases. 


Handbook  of  Hygiene.  For  Students  and  Practitioners 
of  Medicine.  By  Joseph  W.  Bigger,  M.D.,  Sc.D.,  F.R.C.P.I., 
D.P.H.,  M.R.I.A.,  Professor  of  Bacteriology  and  Preven- 
tive Medicine,  University  of  Dublin  405  pp.  $4.00.  William 
Wood  and  Company,  Baltimore,  1937. 

The  author  states  that  his  aim  is  to  supply  reliable  infor- 
mation of  practical  value  to  doctors  in  practice.  After  a 
consideration  of  vital  statistics  comes  a chapter  on  com- 
municable diseases.  This  is  followed  by  infection  introduced 
by  the  mouth,  by  respiration,  by  inhalation.  There  is  a 
discussion  of  diseases  spreading  directly  or  indirectly  from 
man  to  man,  especially  affecting  the  skin  or  exposed  mu- 
cous membranes.  There  are  chapters  on  insects  and  vermin, 
parasitic  worms  and  diseases  of  unknown  etiology.  Water, 
food,  air  and  ventilation  are  considered  in  their  transmis- 
sion of  diseases.  Much  of  interest  on  matters  of  hygiene 
are  contained  in  this  volume. 


Obstetrics  for  Nurses.  By  Joseph  B.  DeLee,  A.M., 
M.D.,  Professor  of  Obstetrics  and  Gynecology,  Emeritus, 
University  of  Chicago,  etc.,  and  Mabel  C.  Carmon,  R.N., 
Chief  Supervisor  and  Instructor  in  the  Birthrooms,  Chicago 
Lying-In  Hospital  and  Dispensary.  Eleventh  Edition,  Re- 
vised and  Reset.  659  pp.  $3.00.  VV.  B.  Saunders  Company, 
Philadelphia  and  London,  1937. 

The  author  states  that  the  growing  hospitalization  of 
maternity  cases  necessitates  a fuller  consideration  of  the 
details  of  institutional  nursing  technic.  Having  passed 
through  eleven  editions,  the  authoritative  standing  of  this 
volume  is  established.  Some  of  the  subjects  enlarged  upon 
are  function  of  reproduction,  endocrinology,  prenatal  and 
postnatal  care,  diseases  of  pregnancy,  abnormal  mechanics 
of  labor,  treatment  of  puerperal  infection.  Chief  prominence 
is  still  given  to  methods  of  home  obstetrics,  since  of  the 

2.200.000  babies  born  annually  in  this  country  about 

1.400.000  are  born  in  their  own  homes.  The  book  is 
divided  into  three  parts,  each  of  which  deals  with  condi- 
tions encountered  by  every  nurse  in  practice. 


The  Business  Side  of  Medical  Practice.  By  Theodore 
Wiprud,  Lecturer  in  Medical  Economics  at  the  Marquette 
University  School  of  Medicine,  etc.  177  pp.,  with  21  Illus- 
trations, Cloth,  $2.50.  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1937. 

The  author  is  qualified  by  previous  experience  to  discuss 
his  subject,  having  served  as  business  executive  for  groups 
of  physicians  and  as  secretary  of  a medical  society.  He 


states  he  has  endeavored  to  stimulate  the  doctors’  interest 
in  subjects  outside  the  scientific.  He  discusses  numerous 
matters  essential  to  successful  practice.  Among  them  are 
office  management,  case  reports  and  filing,  preparation  of  a 
manuscript  and  public  speaking  and  conduct  of  a meeting. 
Investments,  wills  and  estates  are  subjects  with  which  most 
doctors  are  not  well  versed.  Suggestions  are  offered  on  these 
subjects.  He  offers  suggestions  for  the  doctor  in  court  which 
would  be  of  value  to  anyone  called  upon  to  testify.  The 
book  can  be  perused  with  benefit. 

A Diabetic  Manual  for  the  Mutual  Use  of  Doctor 
AND  Patient.  By  Elliott  P.  Joslin,  M.D.,  Clinical  Professor 
of  Medicine,  Harvard  Medical  School,  etc.  Sixth  Edition, 
Thoroughly  Revised.  219  pp.,  $2.00.  Lea  & Febiger,  Phila- 
delphia, 1937. 

The  author  states  that  “A  knowledge  of  his  disease  is  a 
great  asset  to  the  diabetic.  If  you  have  diabetes,  learn  all 
you  can  about  it  and  at  least  live  as  long  as  a diabetic 
doctor.”  This  interesting  and  readable  book  presents  the 
essential  knowledge  which  a diabetic  patient  should  possess. 
The  story  of  diabetes  and  insulin  is  briefly  presented  with 
an  account  of  recent  improvement  in  treatment.  Diabetic 
arithmetic  as  here  discussed  is  easily  comprehended.  Hy- 
giene, diet  and  general  hygienic  measures  are  considered.  In 
substance  everything  that  the  diabetic  patient  should  know 
is  presented  in  this  volume. 

Syphilis.  By  Morris  Fishbein,  M.D.,  Editor,  Journal  of 
the  American  Medical  Association  and  of  Hygeia.  With  11 
Illustrations  and  13  Charts,  70  pp.,  $1.00.  David  McKay 
Company,  Philadelphia,  1937. 

This  small  manual  is  apparently  intended  for  lay  con- 
sumption and  it  was  probably  expected  by  the  publisher 
that  it  would  be  used  as  a supplement  to  education  in  the 
doctor’s  office.  Many  of  the  charts  and  illustrations  are 
taken  from  the  American  Social  Hygiene  Association.  Oth- 
ers are  from  the  United  States  Public  Health  Service  and 
from  a series  of  newspaper  articles  by  the  author.  While 
facts  in  regard  to  the  disease  are  accurate,  the  books  lacks 
the  author’s  customary  clarity  and  is  somewhat  confused, 
as  though  hastily  put  together.  Hartley 

y 

Latent  Syphilis.  By  Griffith  Evans,  M.A.,  D.M.  (Oxon.), 
F.R.C.S.,  D.O.M.S.,  Formerly  Hon.  Surgeon,  Caernarvon- 
shire and  Anglesey  Infirmary.  Second  Edition,  with  50  Illus- 
trations, 158  pp.,  $3.00.  William  Wood  and  Company,  Bal- 
timore, 1937. 

The  author  uses  the  monograph  as  a means  of  expound- 
ing the  theory  that  the  treponema  pallida  passes  through 
a more  or  less  dormant  phase,  in  which  it  loses  its  spiral 
character,  and  that  latent  syphilis  represents  this  phase  in 
the  life  cycle  of  the  organism.  He  describes  a number  of 
relatively  obscure  and  indefinite  symptoms  and  signs  by 
which  he  feels  the  diagnosis  may  be  made,  regardless  of 
the  outcome  of  laboratory  tests.  His  views,  while  not  in 
accord  with  commonly  accepted  principles  of  syphilology, 
are  interesting.  Hartley 
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ECZEMA* 

Francis  W.  Lynch,  M.D.** 

ST.  PAUL,  MINN. 

Formerly  the  term  eczema  was  used  to  describe 
almost  any  moist  inflammation  of  the  skin.  More 
recently  “dermatitis”  has  been  used  in  this  general 
sense,  with  modifying  adjectives  to  point  out  the 
t)fpe  or  the  etiologic  agent  (seborrheic  dermatitis, 
mycotic  dermatitis,  etc.).  The  term  eczema  has  been 
retained  and  is  used  particularly  for  two  examples 
of  dermatitis:  (1)  atopic  eczema  (or  dermatitis) 
and  (2)  contact  eczema  (or  dermatitis).  It  is  not 
always  possible  to  set  these  two  groups  of  cases 
apart  from  other  types  of  eczema  or  from  each 
other  but  this  classification  is  satisfactory  for  a 
clinical  discussion. 

Both  atopic  and  contact  eczema  differ  from  other 
types  of  dermatitis  in  that  the  eruption  depends  on 
hypersensitivity  or  idiosyncrasy. 

ATOPIC  ECZEMA 

The  etiologic  agent  is  carried  to  the  skin  from 
within  the  body  and  the  abnormal  reaction  takes 
place  in  the  deeper  portions  of  the  skin  (probably  in 
the  vessels  of  the  cutis).  In  contact  eczema  there  is 
external  application  of  the  irritant  factor  to  an  epi- 
dermis which  is  hypersensitive.  The  visible  re- 
sponse may  be  the  same,  regardless  of  which  type 
of  hypersensitivity  is  present.  Thus  the  clinical 
term  “eczema”  is  justified  in  each  case. 

The  older  concept  of  eczema,  described  by  the 
French  as  the  eczematous  diathesis,  is  partially  re- 
tained in  the  atopic  group  of  cases.  There  is  a 

* Read  before  the  Forty-fourth  Annual  Meeting  of  Idaho 
State  Medical  Association,  Boise,  Ida,,  August  31,  Septem- 
ber 4,  1937. 

Assistant  Professor,  Division  of  Dermatology,  Univer- 
sity of  Minnesota. 


familial  tendency  with  onset  of  symptoms  often 
early  in  childhood,  frequent  association  with  other 
allergic  disease  (hay  fever,  urticaria,  asthma)  and 
extreme  resistance  to  local  therapy,  all  these  fea- 
tures indicating  the  importartce  of  the  systemic 
background. 

Differentiation  of  atopic  and  contact  eczema  is 
important  both  in  the  advance  of  knowledge  con- 
cerning eczema  and  concerning  allergy  in  general. 
It  is  also  important  to  the  practitioner  in  the  prog- 
nosis of  the  individual  case  and  in  his  therapeutic 
approach. 

For  the  proper  evalution  of  patients  presenting 
chronic  eczematoid  eruptions  a careful  history  is 
essential.  It  should  determine  whether  the  indi- 
vidual suffered  from  eczema  in  infancy  or  child- 
hood, or  from  other  manifestations  of  allergy.  An 
attempt  should  be  made  to  determine  the  incidence 
of  allergic  disease  in  the  patient’s  family.  If  these 
factors  are  present  in  the  history,  they  are  evidence 
in  favor  of  the  atopic  nature  of  the  eruption.  Addi- 
tional factors  influencing  the  course  of  atopic  ecze- 
ma, but  frequently  difficult  to  evaluate,  are  changes 
in  temperature  and  humidity,  trauma  from  clothing 
or  work,  and  the  effect  of  nervous  exhaustion  and 
other  psychic  factors.  Of  the  dermatologic  condi- 
tions in  which  allergic  study  is  of  value,  eczema  and 
urticaria  are  the  best  and  almost  the  only  examples. 

In  testing  these  patients  one  must  remember  that 
foods  may  not  be  the  cause  or  the  only  cause  and 
that  inhalant  factors  such  as  pollens,  dusts  and  ani- 
mal emanations  are  commonly  at  fault.  The  older 
the  patient  the  more  likely  that  one  will  find  multi- 
ple rather  than  a single  allergenic  cause  and  the 
diagnostic  and  therapeutic  difficulties  are  greatly 
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increased.  The  method  of  study  of  these  patients 
will  not  be  described  here,  except  to  state  that  in- 
tradermal  tests  are  more  satisfactory  than  “scratch” 
tests,  although  the  latter  are  more  practical  for 
routine  testing  of  large  numbers  of  allergens. 

In  addition  to  the  skin  tests  for  foods  and  pol- 
lens, there  are  other  methods  favored  by  certain 
allergists.  The  careful  recording  of  all  foods  in- 
gested and  a parallel  record  of  changes  in  the 
symptoms  or  appearance  of  the  eruption  is  prac- 
ticed by  some  observers;  this  method  is  more 
applicable  to  urticaria  than  to  eczema.  A similar 
approach  utilizes  the  “elimination”  diets,  known 
by  experience  to  be  least  likely  to  produce  allergic 
reactions.  Other  foods  are  then  added  singly  or  in 
groups  and  the  effect  on  the  eruption  noted. 

More  recently  the  leukocytic  response  to  foods 
has  been  studied  by  Vaughan  in  an  attempt  to 
identify  allergens.  This  method  of  study  is  expen- 
sive and  is  not  generally  applicable. 

The  cutaneous  eruption  of  eczema  is  variable 
but  in  the  group  of  atopic  patients  the  distribution 
is  relatively  constant  except  for  differences  in 
severity.  There  is  involvement  chiefly  of  the  flexor 
surfaces  of  the  extremities,  the  neck  and  exposed 
area  of  the  chest,  and  the  face,  particularly  the 
cheeks,  eyelids  and  forehead.  In  extensive  cases  the 
eruption  will  cover  wider  areas  and  in  extreme  in- 
stances may  be  universal;  limitation  of  the  eruption 
to  one  or  several  of  these  areas  is  common.  During 
stages  of  relative  quiescence  one  will  usually  ob- 
serve lichenification  of  the  areas  mentioned,  with 
some  excoriations  and  secondary  inflammation. 
During  periods  of  exacerbation  there  is  redness  and 
swelling  as  well  as  numerous  small  papules  or  even 
vesicles. 

The  course  of  atopic  eczema  may  be  irregular, 
cyclic  or  constant;  it  depends  on  many  factors  but 
particularly  on  the  allergic  cause.  With  an  irregular 
course,  not  related  to  changes  in  environment,  one 
may  suspect  allergy  to  foods  not  in  daily  use.  A 
regular  cyclic  or  seasonal  progression  leads  one  to 
suspect  pollens  or  seasonal  foods.  A constant  course 
suggests  foods  in  daily  use  or  environmental  fac- 
tors such  as  house  dust  or  clothing. 

Progressive  extension  and  increasing  severity  of 
the  eruption  are  frequently  observed;  one  reason 
for  such  progress  lies  in  the  development  of  h)q)er- 
sensitivity  to  additional  allergens  as  time  goes  on. 

The  treatment  of  atopic  eczema  requires  two 
methods  of  approach:  (1)  determination  and  re- 
moval of  the  cause  and  (2)  local  treatment  of  the 
inflamed  skin.  The  results  of  allergic  study  are  not 
so  good  as  might  be  expected  because  in  many 
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cases  there  are  a large  number  of  sensitizations,  or 
the  sensitivity  varies  from  month  to  month,  or  the 
important  allergens  are  such  that  their  complete 
removal  is  impossible  or  impractical.  Attempts  at 
desensitization  to  ingested  allergens  have  been  en- 
tirely unsuccessful  but  there  have  been  some  favor- 
able responses  to  therapeutic  desensitization  toward 
pollens.  On  the  other  hand,  local  treatment  alone 
often  gives  complete  relief  in  mild  cases  or  satis- 
factory improvement  in  severe  instances,  even 
though  in  theory  one  would  not  expect  lasting  ef- 
fects from  this  therapeutic  approach.  In  general, 
although  either  allergic  study  or  local  treatment 
alone  are  frequently  satisfactory,  even  in  the  most 
capable  hands  the  proportion  of  unsatisfactory  re- 
sults is  large  and  the  best  hope  lies  in  the  proper 
application  of  both  methods  of  study.  The  results 
from  either  method  used  alone  are  excellent  in  cer- 
tain cases  but  there  remain  a large  number  of  ec- 
zematous individuals  who  obtain  relief  rather  than 
cure  even  after  a careful  allergic  study  and  skillful 
local  treatment. 

The  simplest  statement  of  the  therapeutic  for- 
mula for  local  applications  is  tar  for  the  chronic 
stage,  compresses  for  the  acute,  with  the  problem 
of  atopic  eczema  usually  that  of  a chronic  derma- 
titis having  occasional  acute  exacerbations.  While 
there  are  dozens  of  drugs  which  may  be  used  suc- 
cessfully in  eczema,  one  will  do  well  to  try  to  be- 
come skillful  in  the  use  of  a few,  learning  the  proper 
time  for  their  application  and  observing  carefully 
in  order  to  note  when  they  have  failed  their  pur- 
pose. 

Acuity  of  the  eruption  is  characterized  by  red- 
ness, edema  and  vesiculation.  During  this  stage 
relief  can  be  obtained  only  by  use  of  moist  com- 
presses. The  technic  of  application  of  these  com- 
presses is  undoubtedly  more  important  than  the 
choice  of  medication.  The  solution  should  be  luke- 
warm or  cold.  The  dressings  should  be  of  a light 
gauze  material  and  must  not  contain  cotton.  Strips 
of  heavier  gauze  or  muslin  may  be  used  to  hold 
in  position  the  compresses  which  are  applied  loose- 
ly. If  the  fingers  are  involved  each  finger  should 
be  wrapped  separately.  There  is  to  be  no  external 
covering  which  will  retain  heat  or  prevent  evap- 
oration, such  as  oiled  silk,  rubber  or  heavy  towel- 
ing; the  soothing  action  of  the  compress  depends 
to  a large  extent  on  allowing  free  evaporation  of  the 
solution.  The  compresses  should  be  moistened  every 
fifteen  to  twenty  minutes,  either  by  removal  and 
reapplication,  or  by  pouring  the  liquid  over  the 
dressings  while  they  are  still  in  place;  in  the  case 
of  an  extremity  the  bandaged  portion  may  be 
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dipped  repeatedly  in  the  container  of  the  solution. 
I Protective  materials  in  the  nature  of  silk  or  rub- 
ber may  be  laid  under  the  compressed  portion  of 
the  body,  if  the  patient  is  in  bed.  It  is  obvious  that 
j the  conduct  of  this  type  of  therapy  will  be  most 

j successful  in  the  hospital  or  will  require  time  and 

intelligent  cooperation  at  home.  The  careless  or  im- 
proper application  of  compresses  will  result  in  very 
' little  benefit. 

In  acute  eczema  or  in  cases  having  acute  exacer- 
. bations  one  will  usually  observe  scattered  areas 
I where  the  involvement  is  subacute  in  nature,  con- 

I sisting  of  erythema  with  little  or  no  edema  but 

j with  grouped  or  scattered  inflammatory  papules. 

I Such  areas  usually  do  not  require  treatment  with 

[ compresses  but  will  respond  to  the  frequent  appli- 

I cation  of  drying  lotions.  Calamine  or  zinc  lotion 
I are  satisfactory  but  may  require  the  addition  of 
I one  per  cent  phenol  to  relieve  the  pruritus. 

I If  the  eruption  tends  to  disappear  as  it  is  sub- 
j siding,  a mild  protective  paste  such  as  Lassar’s  zinc 

j paste  is  more  convenient  than  the  compresses  and 
will  hasten  the  final  stages  of  involution. 

I If  the  eruption  is  chronic  in  nature  or  if  treat- 
I ment  of  the  acute  stages  is  followed  by  chronic  in- 
flammation instead  of  involution,  the  application 
of  one  of  the  tars  or  related  products  is  indicated. 
The  base  selected  for  this  medication  will  depend 
on  the  degree  of  diffuse  edema,  using  a heavy  paste 
(Lassar’s)  when  the  skin  is  boggy  or  if  moist  fis- 
sures are  present.  If  the  thickening  is  dry  or  due  to 
cellular  infiltration  rather  than  to  edema,  or  if  dry 
I scaling  is  present,  an  ointment  or  cream  will  be 
more  satisfactory.  Preparations  of  the  following 
nature  may  then  be  used  as  the  base. 


Burow’s  solution 10.0 

Aquaphor  (or  lanolin) 20.0 

Zinc  oxide  7.5 

Talc  (or  starch) 7.5 

Petrolatum  qs  ad 60.0 


Zinc  oxide  6.0 

Talc  (or  starch) 6.0 

Petrolatum  qs  ad 60.0 


It  is  best  to  start  with  low  concentrations  of 
the  tars  and  gradually  to  increase  the  strength. 
The  following  percentages  are  suggested:  crude 
coal  tar,  one  to  ten  per  cent;  oil  of  cade,  three  to 
ten  per  cent;  oleum  rusci,  one  to  ten  per  cent; 
tumenol,  two  to  ten  per  cent;  naftalan,  five  to 
twenty  per  cent.  In  general,  crude  coal  tar  is  both 
safe  and  effective,  the  chief  objections  being  its 
odor  and  color. 

Ointments  and  pastes  should  be  applied  to  ecze- 
matous areas  at  least  twice  daily  and  are  most  ef- 
fective if  retained  with  muslin  dressings. 

Radiation  is  a valuable  adjuvant  in  the  therapy 


of  eczema.  Exposure  to  ultraviolet  rays  often  re- 
lieves the  acute  inflammatory  process  but  is  of 
little  value  after  lichenification  has  developed.  The 
chronic  thickened  areas  of  skin  respond  better  to  re- 
peated exposure  to  fractional  doses  of  roentgen  ra- 
diation. CONTACT  ECZEMA 

Eczema  caused  by  contact  with  external  irritants 
includes  a multitude  of  causes  and  a wide  variety 
of  clinical  phenomena.  The  term  dermatitis  or  con- 
• tact  eczema  is  generally  used  as  a temporary  desig- 
nation for  cases  in  which  the  cause  has  not  been 
determined;  when  possible,  the  exact  cause  is  in- 
cluded in  the  diagnosis.  Contact  dermatitis  is  less 
likely  to  be  chronic  and  extensive  than  is  atopic 
eczema;  this  is  due  to  the  more  limited  number  and 
extent  of  external  contacts.  In  contrast  with  atopic 
disease  the  site  of  hypersensitivity  is  the  epider- 
mis rather  than  the  vascular  structures  of  the  cutis. 
In  contrast  with  the  inherited  factor  in  atopy,  there 
is  here  the  need  for  one  or  more  preliminary  con- 
tacts with  the  causative  agent,  leading  to  the  de- 
velopment of  hypersensitivity.  Subsequent  applica- 
tion of  the  same  or  closely  related  substances  may 
then  result  in  dermatitis. 

The  most  familiar  example  of  contact  dermatitis 
is  that  caused  by  poison  ivy  which  serves  as  an  ex- 
ample of  the  acute  severe  eruptions.  This  eruption 
can  not  be  differentiated  from  those  caused  by  a 
closely  related  plant,  poison  oak,  but  ivy  derma- 
titis is  more  common  in  early  summer  while  oak  pro- 
duces more  reactions  in  the  fall.  Many  other  plants 
are  capable  of  evoking  similar  reactions  which  are 
usually  less  severe.  Of  the  common  house  plants, 
primrose  and  members  of  the  chrysanthemum  fam- 
ily are  most  often  at  fault.  The  eruption  in  such 
cases  is  more  likely  to  be  subacute  in  nature  with 
redness  and  edema  more  prominent  than  the  vesicu- 
lation. 

Cosmetics  are  occasional  causes  of  contact  der- 
matitis, the  more  acute  eruptions  resulting  from  ap- 
plications of  dyes,  tonics,  bleaches  and  freckle  re- 
movers, while  the  subacute  and  chronic  eruptions 
are  more  likely  to  result  from  sensitivity  to  pow- 
ders, creams  or  soaps. 

The  dyes  of  clothing  and  furs  are  frequent  causes 
of  both  acute  and  chronic  dermatitis,  usually  in 
women. 

There  are  in  industry  literally  thousands  of  con- 
tacts capable  of  producing  dermatitis  which  is  then 
spoken  of  as  occupational  dermatitis.  Excluding  in- 
dustrial accidents,  this  is  the  most  common  form 
of  occupational  disease. 

The  results  of  treatment  of  contact  dermatitis 
are  unsatisfactory  unless  the  cause  of  the  eruption 
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is  recognized  and  removed.  In  all  these  instances  of 
contact  dermatitis,  one  attempts  to  determine  the 
cause  by  a careful  history  of  the  patient’s  contacts. 
In  the  more  chronic  cases  experience,  thoroughness 
and  detective  ability  are  essential  for  success. 

Usually  a careful  history  will  identify  the  cause 
or  at  least  suggest  several  possibilities,  which  must 
fit  with  the  distribution  of  the  eruption.  Final  de- 
cision may  depend  on  removal  of  suspected  irri- 
tants, subsequent  improvement  of  the  eruption  and 
later  exposure  with  careful  observation. 

Patch  or  contact  tests  may  be  necessary  to  cor- 
roborate the  history  or  to  distinguish  between  a 
number  of  possibilities.  The  technic  of  the  test  de- 
pends on  the  suspected  material.  Clothing,  fur,  cos- 
metics, plants  and  most  solid  irritants  can  be  ap- 
plied directly  to  apparently  normal  areas  of  skin 
and  covered  with  a gauze  or  cellophane  dressing. 
Soluble  materials,  soaps  and  liquid  irritants  must 
be  applied  in  appropriate  concentrations,  if  the 
tests  are  to  be  of  any  significance.  Usually  a small 
piece  of  cotton  or  gauze  is  soaked  in  the  solution 
and  applied  under  air  tight  cellophane  or  a piece  of 
exposed  photographic  negative.  The  tests  must  be 
read  at  twenty-four  and  forty-eight  hours  and  in 
some  instances  later  readings  are  significant.  Inter- 
pretation of  the  results  of  patch  tests  depends  on 
experience  with  the  behavior  of  the  normal  skin 
under  such  experimental  conditions  as  well  as  a 
knowledge  of  the  irritant  materials  and  their  proper 
concentrations. 

Treatment  of  contact  dermatitis  is  similar  to  that 
of  atopic  eczema  and  offers  the  same  degree  of  hope 
for  relief  but  not  cure  unless  the  cause  has  been 
identified  and  removed.  Occasionally  one  can  pro- 
tect the  patient’s  skin  so  that  any  further  unavoid- 
able contact  will  not  produce  a dermatitis.  The  ap- 
plication of  protective  oils  or  cream  before  exposure 
may  allow  the  skin  to  withstand  such  exposure. 
Olive  or  mineral  oil  are  the  simplest  measures  but 
there  are  also  protective  creams  on  the  market  for 
this  purpose.  summary 

The  term  eczema  has  been  retained  in  reference 
to  two  types  of  dermatitis,  atopic  and  contact. 
There  are  essential  differences  between  these  and 
other  forms  of  dermatitis.  Although  both  atopic  and 
contact  eczema  depend  on  hypersensitivity  they  dif- 
fer in  their  pathogenesis.  Their  clinical  differentia- 
tion is  desirable  because  each  requires  its  own  type 
of  therapeutic  approach,  allergic  study  in  cases  of 
atopic  eczema  and  search  for  the  external  irritant 
in  contact  eczema.  The  eruptions  observed  in  these 
two  conditions  may  have  many  points  of  similarity 
and 'require  similar  methods  of  local  therapy. 
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THE  STREPTOCOCCUS  HEMOLYTICUS* 
Frank  R.  Maddison,  M.D. 

TACOMA,  WASH. 

No  invader  of  living  tissue  demands  more  genu- 
ine respect  of  the  medical  profession  than  the 
streptococcus  hemolyticus.  This  true  parasite  of 
such  bizarre  tendencies  challenges  the  entire  field 
of  medical  practice  through  its  widespread  preva- 
lence, insidious  nature  of  toxin  and  its  ability  to 
acquire  a sudden  and  unsuspected  virulence. 

It  has  been  quoted  by  Bedford  Brown  that  the 
blood  taken  from  the  hearts  of  cadavers  dead  of 
various  causes  showed  that  the  hemolytic  strep- 
tococcus was  present  in  about  one-third  of  the 
cases.  This  demonstrates  the  ability  of  these  or- 
ganisms to  invade  the  blood  shortly  before  death 
and  in  these  cases  perhaps  more  or  less  facilitates 
the  fatal  termination.  In  addition  their  conspicuous 
role  as  initiators  of  very  diverse  pathologic  con- 
ditions is  strongly  suspected.  They  are  more  often 
present  in  mixed  and  secondary  infections  than  any 
other  bacterium.  They  follow  in  the  wake  of  and 
act  as  accomplices  to  other  pathologic  organisms. 

This  is  particularly  true  of  infections  of  the 
throat,  sinuses  and  ears.  During  the  1917-18  in- 
fluenza epidemic  they  were  constantly  associated 
and  the  fatal  termination  in  a high  percentage  of 
cases  showed  pure  cultures  of  the  hemolytic  strep- 
tococcus. Their  toxins  were  the  probable  direct 
cause  of  the  fatal  termination  in  these  cases. 

The  past  two  winters  have  shown  outbreaks  bear- 
ing a marked  resemblance  to  the  clinical  features 
of  the  1917-18  influenza,  especially  as  to  pneumoni- 
tis. Three  day  fatal  pneumonias  are  not  common 
ordinarily;  the  last  two  years  they  have  been  quite 
common.  Pleurisy  with  effusion  of  a nontuberculous 
etiology  has  cropped  out  in  large  numbers  as  was 
manifest  in  the  pandemic.  Central  pneumonic  con- 
solidations with  few  signs  physically  and  roent- 
genologically,  but  with  marked  toxemia  and  long 
delayed  resolution  has  paralleled  descriptions  of 
1917-18.  The  otologists  have  been  overburdened 
with  mastoid  complications  from  hemolytic  strep- 
tococcic otitis  media. 

The  virulence  of  the  streptococcus  varies  widely 
with  different  variants  of  the  same  organism.  It 
also  appears  to  be  exalted  by  its  passage  through 
one  host  for  other  hosts  similarly  circumstanced. 
This  is  seen  in  all  streptococcal  diseases,  in  local- 
ized outbreaks  of  erysipelas  and  puerperal  fever,  in 
peritonitis  following  clean  operations.  This  exalted 
virulence  is  evidenced  by  a shortening  of  the  incu- 

*Read  before  the  Annual  Meeting  of  Tacoma  Internists’ 
Society,  Tacoma,  W'ash.,  May,  1937. 


STREPTOCOCCUS  HEMOLYTICUS MADDISON 


December,  1937 


STREPTOCOCCUS  HEMOLYTICUS MADDISON 


419 


bation  period,  rapid  invasion  of  tissues,  and  height- 
ened mortality. 

If  foreign  strains  of  streptococci  are  implanted 
on  the  throat,  they  meet  with  structures  with  an 
inherited  potential  immunity  to  react  to  them. 
If  they  are  implanted  on  a site  which  normally 
they  do  not  wander  to,  there  is  no  such  protection. 
Septic  metritis  of  the  delivered  uterus  is  much 
more  serious  than  tonsillitis,  and  pelvic  cellulitis 
than  cervical  adenitis,  although  pathologically  they 
are  essentially  the  same. 

WHAT  DETERMINES  VIRULENCE 

Vhrulence  of  the  streptococcus  has  been  attrib- 
uted to  the  exotoxin  it  produces.  This  may  enter 
as  an  accessory  factor,  but  the  recent  work  of  Ward 
and  Lyons^  and  of  Eagles  has  demonstrated  the 
virulence  to  bear  no  relationship  to  toxin  produc- 
tivity but  to  the  organism’s  ability  to  resist  phago- 
cytosis. This  same  fact  was  brought  forth  by  Bor- 
det nearly  forty  years  ago. 

VARIANTS  or  ORGANISMS 

Ward  and  Lyons  further  demonstrated  virulence 
through  a study  of  variants.  They  found  that  their 
F variant  isolated  from  the  blood  cultures  of  septi- 
cemias, from  the  throats  of  scarlet  fever  patients, 
from  nondescript  acute  sore  throats,  from  local- 
ized infections  and  many  times  from  normal  throats 
was  very  resistant  to  phagocytosis,  and  was  the 
most  virulent  form. 

Another  variant  M was  found  and  almost  as 
virulent.  This  one  could  only  be  isolated  from 
blood  cultures  during  the  winter  months,  the  so- 
called  streptococcal  season. 

The  F and  M variants  grew  capsules  in  undi- 
luted human  blood  serum  and  resisted  phagocy- 
tosis. The  F variant  was  considered  the  parent  form 
of  the  hemolytic  streptococcus  of  human  origin. 

OXYGEN  TENSION 

In  growing  cultures  from  serum  to  serum  the 
virulence  was  quickly  lost  unless  cysteine  was 
added.  This  strongly  suggests  a lowered  oxygen 
tension  in  the  tissues  as  an  important  factor  in 
the  rate  of  streptococcal  dissemination  through  the 
body.  Anemia  lowers  oxygen;  the  hemolytic  strep- 
tococcus produces  anemia;  thus  a vicious  circle  is 
produced  which  favors  the  multiplication  of  the 
organisms  in  the  blood  stream. 

The  accessory  factors  contributing  to  virulence 
are  of  distinct  importance.  First,  local  fixation, 
and,  second,  fibrinolysis.  ' 

1.  Ward,  H.  K.  and  Lyons,  C. : Studies  on  Hemolytic 
Streptococci  of  Human  Origin ; Observations  on  Virulent 
Attenuated,  and  Avirulent  Variants.  J.  Exper.  Med.,  61 :515- 
529,  April,  1935. 


FIXATION 

Menkin,-  Dennis-^  and  others  have  observed  that 
there  is  a delay  in  the  fixation  of  the  streptococcus 
in  the  zone  of  inflammation  in  contrast  to  the 
prompt  fixation  of  the  staphylococcus.  This  lack  of 
local  tissue  reaction  to  the  streptococcus  is  an  im- 
portant factor  contributing  to  the  dissemination  of 
the  organism  through  the  body.  This  in  itself  does 
not  determine  virulence,  since  it  is  a property  com- 
mon to  the  streptococcus  generally. 

FIBRINOLYSIS 

The  second  accessory  factor  lies  in  the  discovery 
of  Tillett,  Edwards  and  Garner^  of  a lytic  principle 
produced  by  the  beta  type  of  hemolytic  strepto- 
coccus which  has  the  power  to  cause  a rapid  dis- 
solution of  the  fibrin  clot  in  human  blood.  This 
has  aroused  considerable  interest  because  it  has 
been  demonstrated  that  seventy-five  per  cent  of 
the  patients  after  recovery  from  the  infection  due 
to  this  organism  showed  development  of  resis- 
tance of  their  plasma  to  fibrinolysis.  Furthermore, 
the  small  percentage  of  those  recovering  without 
this  protection  against  fibrinolysis  were  markedly 
subject  to  relapses  and  reinfections. 

The  serum  of  infants  contains  no  antifibrinolytic 
factor  or  opsonin,  while  the  serum  of  adults  may 
contain  considerable.  This  is  probably  one  explana- 
tion of  the  high  mortality  of  this  type  of  infection 
in  infants. 

VARIANCE  OF  SPECIFICITY 

The  monumental  work  of  George  and  Gladys 
Dick,  and  recent  appraisal  of  their  work  by  Hek- 
toen,  has  inclined  medical  opinion  to  draw  a hard 
and  fast  line  of  demarcation  between  those  strep- 
tococci known  to  cause  scarlet  fever  from  all  other 
types.  Besides  these  beta  strains  A and  B of  the 
streptococcus  hemolyticus  we  have  come  to  regard 
streptococcus  erysipelatis  as  specific  also.  The  im- 
munity reactions  of  these  two  diseases  have  been 
described  as  specific,  that  is,  each  is  said  to  produce 
is  specific  agglutinin,  precipitin  and  opsonin. 

Recent  clinical  investigation  by  Tillett®  and  Aber- 
nathy and  many  others  throws  serious  doubt  on 
this  immunity-specificity  type.  Agglutination  reac- 

2.  Menkin,  V. : Note  on  Mechanism  of  Fixation  in  Area 
of  Sterile  Inflammation.  Proc.  Soc.  Exper.  Biol.  & Med., 
30:1069-1076,  May,  1933. 

3.  Dennis,  E.  W.  and  Berberian,  D.  A. : Mechanism  of 
Invasiveness  in  Genus  Streptococcus.  Proc.  Soc.  Exper. 

Biol.  & Med.,  31:976-978,  May,  1934. 

4.  Tillett,  W.  S.,  Edwards,  L.  B.  and  Garner,  R.  L. : 
Fibrinolytic  Activity  of  Hemolytic  Streptococci.  Develop- 
ment of  Resistance  to  Fibrinolysis  Following  Acute  Hemo- 
lytic Streptococcus  Infections.  J.  Clin.  Investigation,  13: 

47-78,  .Ian.,  1934. 

5.  Tillett,  W.  S.  and  Garner,  R.  L. : Agglutination  of 
Hemolytic  Streptococci  by  Plasma  and  Fibrinogen  ; Com- 
parison of  Phenomenon  to  Serological  Reactions  with  Same 
Organisms.  Bull.  Johns  Hopkins  Hosp.,  54:145-156,  Mar., 
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tions  especially  show  little  tendency  to  type-speci- 
ficity. Ward  and  Lyons  could  not  control  any 
specific  type,  but  felt  that  there  was  a specific 
opsonic  reaction  at  least  within  their  F variant 
type.  But  this  variant  was  far  from  being  a type 
specific  organism  capable  of  the  production  of 
scarlet  fever  and  this  alone.  They  found  this  or- 
ganism in  septicemia,  puerperal  sepsis  and  in  many 
other  diseases. 

Gordon®  has  thrown  considerable  doubt  on  the 
ability  of  the  streptococcus  scarlatinae  to  produce 
clinical  scarlet  fever  in  more  than  a small  propor- 
tion of  contacts,  but  at  the  same  time  these  contacts 
do  in  a considerable  proportion  manifest -other  clini- 
cal symptoms  which  show  this  organism  to  be  highly 
productive  of  septic  sore  throat,  tonsillitis,  aden- 
itis and  otitis  media.  These  patients  are  usually 
Dick-negative  which  fact  prevents  the  erythema- 
tous eruption  from  occurring.  But  at  the  same  time 
this  immunity  does  not  exist  outside  the  skin  as 
evidenced  clinically  by  various  other  manifestations 
of  streptococcal  toxicity.  Streptococcal  tonsillitis  is 
liable  to  be  followed  by  complications  identical  with 
those  of  scarlet  fever  itself ; and  to  differentiate  this 
from  scarlet  fever  without  eruption  is  to  make  a 
distinction  without  a difference. 

A very  brief  outline  of  two  family  cases  may 
demonstrate  my  viewpoint: 

Family  case  1.  Mr.  L.  N.  consulted  me  last  winter  for  a 
sore  throat.  Examination  revealed  a septic  appearing  throat 
with  a beginning  peritonsillar  abscess  on  the  right.  His  tem- 
perature was  103°,  pulse  130  and  he  appeared  toxic.  I ad- 
vised his  going  to  the  hospital,  but  he  insisted  on  going  home 
to  his  wife  and  two  children.  I was  called  to  his  home  (an 
isolated  farm)  the  next  day;  his  condition  was  about  the 
same.  His  family  were  all  well. 

Three  days  later  the  older  daughter,  age  7,  broke  out  with 
an  erythematous  eruption  and  a charcteristic  angina.  It  was 
Christmas  vacation  and  she  had  not  been  in  association  with 
any  other  children  for  at  least  one  week.  Her  young  sister, 
age  3,  had  the  same  kind  of  a throat  with  no  rash  but  con- 
siderable cervical  adenitis.  She  certainly  had  not  been  in  con- 
tact with  anyone  outside  the  family.  The  next  day  the  older 
girl’s  rash  had  definitely  begun  to  fade  and  her  fever  was 
only  100.2° ; she  felt  fine. 

Her  young  sister  was  quite  toxic  with  large  bluish  bullous 
nodules  on  the  abdomen,  legs,  back,  arms  and  neck.  (Clini- 
cally these  had  the  appearance  of  giant  erythema  nodosum.) 
Her  heart  showed  signs  of  a pancarditis.  She  was  removed  to 
the  hospital  and  given  some  whole  blood  in  the  buttocks. 
The  next  day  she  died  of  an  acute  pericarditis.  The  day  fol- 
lowing this  her  mother  began  to  have  a sore  throat  which 
lasted  for  ten  days  and  then  subsided. 

Here  were  four  cases  due  to  the  same  organism 
and  only  one  developed  clinical  scarlet  fever.  This 
case  was  the  milder  infection  and  resulted  in  rather 
prompt  recovery  without  complications.  None  of 

6.  Gordon,  J.  E.,  Badger,  G.  F.,  Darling,  G.  B.  and  Schoo- 
ten,  S.  S. ; Reaction  of  Familial  Contacts  to  Scarlet  Fever 
Infection.  Am.  J.  Pub.  Health,  25:531-544,  May,  1935. 


the  Other  three  ever  exhibited  the  slightest  indica- 
tions of  a rash.  Here  was  a highly  virulent  organ- 
ism, productive  of  various  clinical  manifestations  of 
the  same  process.  The  mild  case  would  have  been 
excluded  from  the  hospital  because  she  exhibited  a 
rash,  the  other  three  would  have  been  readily  ad- 
mitted. 

Family  case  2.  Master  R.  aged  10,  had  not  been  out 
of  the  house  for  ten  days  because  of  a slight  but  persistent 
cold.  He  had  seen  no  children  during  this  time.  His  only 
contacts  were  with  his  aunt  who  was  always  at  home,  and  his 
mother  who  is  a clerk  in  a shoe  store.  His  mother  had  com- 
plained of  a sore  throat  for  about  three  days,  when  her  son 
suddenly  became  ill  and  showed  all  the  evidence  of  typical 
scarlet  fever,  double  otitis  media  lasting  three  weeks  and  then 
subsiding  completely.  Five  days  after  the  appearance  of  the 
boy’s  rash  his  aunt  began  with  polyarticular  rheumatic  fever 
and  was  in  bed  six  weeks. 

Either  we  will  have  to  change  radically  our  defi- 
nition of  scarlet  fever  as  being  always  accompanied 
by  angina  and  an  erythematous  eruption  or  else  we 
will  have  to  deny  the  specificity  of  the  organism 
which  more  often  than  not  exhibits  itself  without 
the  manifestation  of  a rash. 

Specificity  of  immunity  is  seriously  doubted, 
when  the  treatment  of  erysipelas  with  scarlet  fever 
serum  can  be  better  controlled  than  with  the  anti- 
erysipelatous  serum.  It  has  been  definitely  held  that 
the  neutralizing  effects  of  antiscarlatinal  serum  are 
far  superior  to  those  neutralizing  effects  found  in 
other  streptococcal  serums.  The  general  run  of  these 
are  utterly  devoid  of  opsonins  because  in  their  prep- 
aration dead  cultures  are  used  in  immunizing  the 
animals.  In  the  preparation  of  scarlet  fever  serum 
live  cultures  are  used  and  opsonins  are  present  in 
abundance.  The  Public  Health  Service  has  treated 
a great  number  of  cases  of  erysipelas  with  scarlet 
fever  serum  with  dramatic  results. 

The  use  of  this  serum  in  the  treatment  of  other 
hemolytic  streptococcal  infections  leads  me  to  con- 
clude that  the  immunity  factors  found  in  it  are  not 
specific  for  scarlet  fever  alone,  but  apply  to  all 
those  organisms  falling  within  the  definition  of 
Ward  and  Lyons  variants  F and  M.  This  serum 
ought  to  produce  dramatic  results  in  cases  of  acute 
streptococcus  tonsillitis,  and  other  like  infections 
where  a neutralization  of  a streptococcal  toxin  is 
indicated. 

The  epidernic  prevalence  of  scarlet  fever  is  usu- 
ally dominant  when  other  streptococcal  infections 
are  also  at  their  peak.  When  the  epidemic  ceases,  a 
period  of  comparative  freedom  from  streptococcal 
infections  in  general  follows.  In  spite  of  the  fact 
that  scarlet  fever  has  many  of  the  clinical  features 
of  a specific  infection  and  superficially  appears  to 
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have  their  epidemiologic  characteristics,  I believe 
it  is  a nonspecific  disease. 

I regard  scarlet  fever  as  one  of  the  clinical  mani- 
festations of  a hemolytic  streptococcus,  the  absence 
of  which  does  not  connote  any  less  infectivity  or 
virulence  than  had  the  erythematous  manifestation 
been  present.  I can  see  no  reason  for  treating  one 
of  these  virulent  infections  any  differently  because 
of  a rash  than  without  one.  Scarlet  fever  in  my 
limited  exp>erience  seems  to  carry  a better  prognosis 
than  the  other  manifestations  of  the  same  process 
without  the  appearance  of  rash,  and  I am  tempted 
to  draw  a conclusion  that  the  great  immunity-build- 
ing force  in  the  skin  is  the  reason  for  the  quicker 
recovery  of  these  cases.  Kahn  would  probably 
explain  it  by  saying  that  the  toxin  is  fixed  in  the 
skin. 

Does  an  attack  of  scarlet  fever  confer  any  im- 
munity against  other  streptococcal  infections?  Pre- 
sumably it  should  give  fairly  good  immunity  from 
future  assaults  of  the  type  of  streptococcus  which 
resulted  in  the  rash  in  the  primary  attack.  Those 
who  favor  the  existence  of  nonspecific  antibodies 
would  surely  expect  complete  immunity  from  one 
type  of  streptococcus  to  give  something  valuable 
in  the  resistance  to  other  types  nearly  akin.  The 
evidence  so  far  available  suggests  that  an  attack 
of  scarlet  fever  does  do  something  to  protect  against 
future  invasions  of  the  streptococcus. 

IMMUNIZATION  AND  TREATMENT 

Faced  with  a disease  that  is  not  only  common 
and  formidable,  but  which  appears  to  be  winning 
the  race  against  our  best  efforts  to  stem  it,  we 
naturally  look  about  for  some  new  remedy  or  im- 
proved means  of  attack. 

Immunity  to  the  streptococcus  is  of  a very  dif- 
ferent order  from  that  of  toxemiae,  virus  diseases, 
and  those  dependent  upon  bacillary  invasion.  It 
seems  that  immunity  to  the  streptococcus  is  largely 
local,  and  strains  innocuous  at  a site  where  the 
host  has  previously  reacted  may  be  dangerous  at 
a fresh  site. 

Streptococcal  antitoxin  may  well  control  the  tox- 
emia, but  does  not  prevent  those  formidable  com- 
plications of  bacterial  invasion  and  septicemia. 
For  the  prevention  of  such  complications  we  must 
resort  to  means  whereby  local  fixation  and  anti- 
fibrinolysis can  be  built.  As  was  stated  before,  the 
reason  for  recovery  is  probably  due  to  the  de- 
velopment of  these  factors  within  the  patient’s 
own  blood.  Until  the  patient  can  build  these  active 
immunity  factors,  does  it  not  seem  logical  to  supply 


him  the  same  elements  passively,  first,  to  combat 
the  toxemia  by  the  use  of  streptococcal  antitoxin, 
the  antiscarlet  fever  serum  being  the  best  available 
at  the  present  time;  second,  the  use  of  whole  blood 
for  the  prevention  of  invasion  of  the  organism 
itself.  Each  has  its  specific  purpose  and  both  should 
be  used. 

The  more  dramatic  responses  to  whole  blood 
transfusions  have  occurred  in  children  as  one  might 
expect.  Here  we  have  a low  antifibrinolytic  and  op- 
sonic index  with  a decided  shift  to  the  left  in  the 
Von  Shilling  differential  blood  counts.  Following 
transfusion  the  infection  has  often  ended  abruptly 
with  a distinct  crisis.  Two  such  cases  I treated  with 
recovery  and  positive  blood  cultures. 

It  is  entirely  too  early  for  me  to  draw  any  def- 
inite conclusions  from  the  limited  experience  I have 
had.  However,  the  reports  of  Gordon^  on  the  use 
of  immunotransfusions  in  scarlet  fever  are  very 
impressive.  The  work  of  Levinson*  with  the  use  of 
pooled  blood  serum  in  severe  streptococcal  infec- 
tions also  points  in  the  same  direction.  None  of 
these  observers,  however,  have  used  blood  or  pooled 
blood  serum  and  antistreptococcal  serum  as  well, 
with  the  specific  idea  that  each  has  a different  func- 
tion to  perform;  the  first,  blood,  to  localize  the 
infection  itself;  the  latter,  serum,  to  combat  the 
toxemia. 

There  is  a reason  for  using  antidiphtheritic  serum 
alone  for  a case  of  diphtheria,  since  the  organism 
itself  is  a saprophyte  and  does  not  invade  the 
blood  stream.  The  toxemia  is  the  whole  picture  and 
to  neutralize  this  is  to  stop  the  disease.  In  hemo- 
lytic streptococcal  infections  there  is  a far  more 
dangerous  element,  that  of  invasicwn  of  the  blood 
stream,  and  this  calls  for  transfusion,  and  not  after 
the  blood  culture  is  positive,  but  before. 

Many  seem  to  think  that  the  word  hemolytic  is 
a term  used  by  the  bacteriologist  to  describe  the 
changes  on  the  blood  plate  only.  That  word  is  a 
deadly  one;  it  indicates  the  power  of  the  organism 
to  hemolyse  red  blood  cells  and  this  is  carried  on 
at  a very  rapid  rate.  It  thus  facilitates  its  own  aim 
by  lowering  the  oxygen  tension.  Transfusion  thus 
serves  a dual  purpose;  it  not  only  gives  to  the 
patient  passively  that  much  needed  immunity, 
but  it  replaces  to  a great  extent  the  actual  blood 
loss  from  the  infection  itself. 

Attempts  to  kill  bacteria  in  the  blood  or  tissues 

7.  Gordon,  J.  E. : Immunotransfusion  in  Scarlet  Fever. 
J.  A.  M.  A.,  100:102-107,  Jan.  14,  19.33. 

8.  Hoyne,  A.  L.,  Levinson,  S.  O.  and  Thalhimer,  W. : 
Convalescent  Scarlet  Fever  Serum ; its  Prophylactic  and 
Therapeutic  Value;  a Review  of  2875  cases.  J.  A.  M.  A., 
105:783-789,  Sept.  7,  1935. 
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by  chemical  agents  in  the  past  have  been  hopeless. 
These  agents  have  either  been  lethal  to  living  tissue 
or  too  weak  to  have  much  effect  on  the  bacterium. 
With  the  introduction  of  sulfanilamide  a most 
promising  agent  against  the  invasion  of  the  strep- 
tococcus seems  to  have  been  found.  It  is  known 
to  be  relatively  toxic  and  some  patients  cannot 
tolerate  it  at  all. 

At  this  particular  time  it  may  seem  inappropriate 
to  bring  forth  evidence  in  support  of  other  forms 
of  treatment  for  hemolytic  streptococcal  infections 
when  the  whole  medical  literature  seems  to  revolve 
around  this  new  drug  therapy.  But  let  us  not  for- 
get that  this  chemical  agent  is  capable  of  destroy- 
ing the  host  as  well  as  the  disease  and  we  should 
realize  that  these  other  factors  I have  discussed  at 
length  are  still  of  paramount  importance  in  the 
treatment  of  hemolytic  streptococcal  infections. 

SUMMARY 

A.  The  pathogenicity  of  the  streptococcus  hemo- 
lyticus  is  stressed  as  needing  more  adequate  atten- 
tion by  the  medical  profession  as  a whole. 

B.  Factors  determining  virulence  are  pointed 
out  as: 

1.  That  the  virulence  and  toxigenicity  are  inde- 
pendent attributes  of  the  hemolytic  streptococcus. 

2.  That  virulence  is  in  direct  relation  to  the 
organism’s  power  to  resist  phagocytosis. 

3.  That  at  least  three  contributory  factors  in- 
fluence its  spread:  (a)  lack  of  fixation  in  the  zone 
of  inflammation,  (b)  the  fibrinolytic  activity  of  the 
organism,  (c)  lowered  oxygen  tension  in  the  tissues. 

C.  Streptococcus  variants  are  discussed  elaborat- 
ing on  the  recent  work  of  Ward  and  Lyons  in  their 
classification  of  the  F and  M variants. 

D.  Type  specificity  of  the  hemolytic  strepto- 
coccus is  doubted  both  as  to  the  production  of  any 
specific  clinical  picture  or  specific  type  immunity. 

E.  Treatment  of  all  virulent  hemolytic  strepto- 
coccal infections  with  antiscarletinal  serum  and 
blood  transfusions  seem  logical. 

740  St.  Helens  Ave. 


Primary  Malignant  Tumors  of  Urogenital  Tract  in 
Infants  and  Children.  Although  the  incidence  of  primary 
malignant  tumors  of  the  urogenital  tract  in  the  young  is 
comparatively  low,  the  extremely  high  mortality  induced 
by  these  lesions  makes  them  a problem  of  grave  clinical 
concern.  Meredith  F.  Campbell,  New  York,  {Journal  A.  M. 
A.,  Nov.  13,  1937),  believes  that  the  only  prospect  for  les- 
sening the  extremely  high  mortality  of  these  lesions  lies  in 
(1)  earlier  diagnosis  by  urography,  aspiration  biopsy  or  hor- 
mone tests  (Aschheim-Zondek),  as  indicated  in  a particular 
case,  together  with  (2)  intensive  preoperative  and  postopera- 
tive radiation  therapy  by  the  fractional  dose  method  (Cou- 
tard).  The  data  that  he  presents  are  based  on  the  clinical 
and/or  pathologic  study  in  seventy-seven  cases  of  primary 
malignant  urologic  disease  in  infants  and  children  between 
the  ages  of  3 days  and  9 years. 


THE  BLOODY  COMPLICATIONS  OF 
OBSTETRICS* * 

Norman  F.  Miller,  M.D. 

ANN  ARBOR,  MICH. 

While  many  complications  of  pregnancy  are  as- 
sociated with  excessive  bleeding,  for  purposes  of 
this  paper  we  shall  be  concerned  only  with  placenta 
previa  and  premature  separation  of  the  normally 
implanted  placenta.  Certainly  few  complications 
of  the  pregnant  state  are  more  stealthy  in  their 
development  or  so  tumultous  and  unexpected  in 
their  appearance  and  of  such  serious  augury.  Along 
with  sepsis  and  toxemia,  hemorrhage  continues  to 
be  a vicious  killer  of  both  mothers  and  babies. 
With  a minimum  of  warning  the  physician  is 
brought  face  to  face  with  an  emergency  so  serious 
as  to  test  to  the  utmost  both  his  skill  and  judg- 
ment. The  subtle  nature  of  these  complications  can- 
not be  altered  but  the  way  in  which  we  meet  these 
death  thrusts  can  be  and  it  is  this  practical  aspect 
which  I propose  to  discuss  at  this  time. 

To  this  end  a brief  review  of  certain  basic  points 
regarding  these  placental  abnormalities  should 
prove  helpful.  While  their  true  etiology  is  unknown 
and  probably  differs,  the  two  lesions  have  much  in 
common.  Both  are  placental  complications,  pro- 
ducing their  greatest  havoc  in  the  last  trimester 
and  by  means  of  hemorrhage.  Unlike  the  toxemias, 
neither  placenta  previa  nor  abruptio  is  responsive 
to  prenatal  care.  About  all  that  can  be  expected 
from  such  care  is  the  development  of  a symptom 
consciousness  on  part  of  the  patient  and  conse- 
quently early  notification  of  the  physician,  should 
trouble  occur. 

As  the  name  implies,  placenta  previa  means  low 
implantation.  Why  this  occurs  is  not  clearly  under- 
stood, but  whatever  the  cause,  it  appears  more 
often  in  parous  women.  Recurrence  in  the  same 
individual  at  a subsequent  pregnancy  is  uncom- 
mon but  does  occur.  Of  the  several  classifications 
suggested  only  one  is  practical,  namely,  division 
into  the  partial  and  complete  varieties.  The  differ- 
ence between  a marginal,  lateral  or  partial — terms 
often  used — is  generally  a matter  of  guess  work 
and  from  a practical  standpoint  makes  but  little 
difference.  It  is  important,  however,  that  we  know 
whether  the  entire  cervical  os  or  just  a portion  of 
it  is  covered  by  the  placenta. 

The  one  symptom  of  placenta  previa  is  bleeding. 
The  amount,  time  of  onset  and  duration  vary,  but 
generally  speaking  it  most  frequently  appears  dur- 

*From  the  Department  of  Obstetrics  and  Gynecology, 
University  of  Michigan,  Ann  Arbor,  Mich. 

*Read  before  the  Forty-eighth  Annual  Meeting  of  Wash- 
ington State  Medical  Association,  Seattle,  Wash.,  July  19- 
21,  1937. 


December,  1937 


BLOOD  IN  OBSTETRICS MILLER 


423 


ing  the  last  trimester  of  pregnancy  and  is  seldom 
serious  at  first.  The  later  in  pregnancy  (or  labor) 
the  bleeding  begins,  the  less  extensive  the  lesion  is 
likely  to  be.  The  initial  or  warning  hemorrhage  in 
placenta  previa  may  result  from  small  areas  of 
separation  along  the  placental  edge.  Late  in  preg- 
nancy and  particularly  during  labor  bleeding  re- 
sults from  separation  of  the  placenta  as  the  con- 
tractile muscular  uterine  wall  separates  from  the 
noncontractile  placental  surface.  Under  these  cir- 
cumstances bleeding  is  inevitable.  The  common 
tendency  to  procrastinate  in  the  face  of  such 
eventuality  is  difficult  to  understand.  Apparently 
the  mechanism  of  bleeding  is  not  generally  known 
or  else  it  has  been  forgotten.  Certainly  one  cannot 
reconcile  the  Fabian  policy  of  expectancy  and  will- 
ingness to  assume  responsibility  for  these  patients 
in  their  homes  on  any  other  basis. 

From  a practical  standpoint  a provisional  diag- 

Primipara 


the  treatment  of  placenta  previa  is  seldom  expect- 
ant. Hope  for  a more  mature  child  by  delaying 
treatment  means  taking  risks  which  seldom  prove 
justifiable.  While  procrastination  is  hazardous,  one 
cannot  be  dogmatic  regarding  treatment.  The  ac- 
cepted remedy  for  one  patient  may  prove  entirely 
inadequate  for  another. 

Generally  speaking,  treatment  is  dependent  on 
the  type  of  placenta  previa  and  upon  environment 
and  circumstances.  In  every  case  the  physician 
should  recognize  the  inevitable  nature  of  the  bleed- 
ing, the  desirability  of  hospitalization  and  properly 
qualified  assistance.  Given  these  things,  he  is  better 
able  to  select  appropriate  remedial  measures  for  his 
particular  case.  Remember  that  haste  and  accouche- 
ment force  are  never  advisable.  In  the  absence  of 
bleeding  there  exists  no  cause  for  unreasonable 
hurry  or  excessive  use  of  force.  In  the  presence 
of  bleeding  or  when  hemorrhage  has  been  exces- 
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Management  of  Placenta  Previa 


nosis  of  placenta  previa  rests  on  the  one  symptom, 
painless  uterine  bleeding,  occurring  late  in  preg- 
nancy and  sometimes  during  labor.  Only  when  the 
patient  has  been  removed  to  a properly  equipped 
hospital,  or  less  desirable,  adequate  facilities  for 


sive,  the  immediate  concern  should  be  control  of 
bleeding  and  the  replacement  of  blood  loss.  Once 
controlled,  time  should  be  taken  to  carefully  pon- 
der the  ways  and  means  for  final  disposition. 

In  general,  the  management  of  placenta  previa 


her  care  provided  in  the  home,  may  we  attempt  to 
verify  this  diagnosis  by  sterile  bimanual  examina- 
tion. To  prove  the  diagnosis  by  means  of  vaginal 
palpation  without  first  preparing  for  any  emer- 


is  about  as  outlined  in  table  1.  While  blood  trans- 
fusion is  not  always  necessary,  its  value  as  a life 
saving  measure  is  so  great  that  preparation  for  the 
administration  of  blood  should  be  an  integral  part 


gency  is  courting  danger  and  subjecting  the  patient  in  the  management  of  every  case.  Obviously,  cir- 
to  unnecessary  and  unjustifiable  risk.  With  the  pa-  cumstances  and  facilities  which  cannot  be  con- 


tient  in  a hospital  the  cervix  is  first  inspected  and, 
if  necessary,  explored  under  sterile  precautions  by 
digital  examination.  In  most  cases  the  diagnosis 
can  be  verified  by  this  means.  Under  no  circum- 
stances should  the  cervix  be  dilated  for  diagnostic 
purposes  alone.  Of  blotting  paper  consistency,  it  is 
likely  to  tear  extensively,  adding  to  a danger  al- 
ready great. 

Except  for  certain  patients  advanced  in  labor, 


trolled  may  alter  the  desirability  of  the  treatment 
outlined.  In  meeting  unusual  situations  there  can 
be  no  substitute  for  sound  judgment  based  upon 
the  knowledge  that  control  of  hemorrhage  and 
avoidance  of  force  are  fundamental  to  good  treat- 
ment. 

Like  placenta  previa,  the  true  etiology  of  pre- 
mature separation  of  the  normally  implanted  pla- 
centa is  unknown.  Predisposing  factors  are  thought 
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to  be  toxemia,  trauma,  short  cord,  etc.  This  con- 
dition is  classified  as  partial  when  only  a portion 
of  the  placenta  has  separated  and  complete  when 
the  entire  organ  has  loosened.  The  formation  of 
retroplacental  hematoma  is  associated  with  exter- 
nal bleeding  in  most  cases,  while  in  a few  the 
hemorrhage  remains  concealed.  The  amount  of 
blood  loss  whether  external  or  concealed  does  not 
always  indicate  the  severity  of  the  lesion  for  pa- 
tients with  severe  or  even  fatal  shock  may  show 
only  a moderate  sized  retroplacental  hematoma. 

Of  greatest  significance  in  the  diagnosis  of  pre- 
mature separation  is  the  abrupt  onset  of  abdominal 
pain,  localized  at  first  to  one  part  of  the  uterus  and 
soon  accompanied  by  a board-like  rigidity  of  the 
affected  area.  In  most  cases  this  symptom  is  asso- 
ciated with  some  external  bleeding  and  the  com- 
bined picture  practically  assures  the  existence  of 
an  abruptio  or  premature  separation  of  the  nor- 

Primipara 


placenta  previa  may  be  necessary,  if  complete  and 
absolute  differentiation  is  considered  essential.  Very 
severe  cases  of  abruptio  (premature  separation  of 
the  normally  implanted  placenta)  show  wide  ex- 
travasation of  blood  into  the  uterine  musculature 
and  into  the  surrounding  structures.  In  these  cases 
of  uterine  apoplexy  the  damage  may  be  so  great 
as  to  prevent  uterine  contractions  and  necessitate 
hysterectomy.  It  must  be  remembered,  however, 
that  moderate  uterine  apoplexy  is  not  incompatible 
with  contraction  and  judgment  must,  therefore,  be 
exercised  in  evaluating  these  cases  when  treated  by 
ce.sarean  section.  Abnormal  discoloration  of  the 
uterus  alone  is  insufficient  reason  for  hysterectomy. 

Recognizing  retroplacental  bleeding  as  a funda- 
mental process  in  abruptio,  our  thoughts  turn  at 
once  to  methods  for  limiting  this  process.  So  long 
as  the  uterus  remains  distended  with  its  fetal  con- 
tent there  exists  no  natural  mechanism  for  con- 
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Table  2. 

Management  of  Premature  Separation  of  the  Normally  Implanted  Placenta 


mally  implanted  placenta.  Generally  the  greater 
the  degree  of  placental  separation,  the  more  pro- 
nounced are  the  clinical  manifestations. 

In  addition  to  the  abrupt  onset  of  pain  and  asso- 
ciated board-like  consistency  of  the  uterus,  there 
is  progressive  development  of  other  signs  and  symp- 
toms depending  on  the  severity  of  the  lesion.  These 
are  increasing  pulse  rate,  pallor,  subnormal  tem- 
perature, restlessness,  thirst,  collapse  and  coma.  In 
severe  cases  with  extensive  placental  separation 
early  death  of  the  fetus  is  the  rule.  While  there 
may  at  times  be  a resemblance  between  the  clinical 
picture  of  premature  separation  and  placenta  pre- 
via, the  two  are  to  be  readily  differentiated  in  the 
vast  majority  of  cases,  on  the  basis  of  history  and 
abdominal  findings  alone. 

Vaginal  examination  under  sterile  precautions 
and  after  adequate  preparation  as  described  under 


trolling  the  hemorrhage.  This  suggests  immediate 
emptying  of  the  uterus  as  a logical  step  in  treat- 
ment. In  contemplating  prompt  delivery  we  must 
not  ignore  the  tremendous  hazard  associated  with 
hasty  and  forceful  delivery.  Doubtless  women  have 
actually  been  killed  as  a result  of  haste  and  faulty 
judgment  on  the  part  of  overzealous  attendants. 
There  is  little  to  be  gained,  if  in  rectifying  the  con- 
dition we  substitute  extensive  cervical  tears,  uterine 
rupture  or  other  perhaps  more  serious  injuries.  In 
general,  treatment  is  outlined  as  indicated  in 
table  2. 

Both  tables  1 and  2 represent  a summary  of 
contemporary  practice  regarding  the  management 
of  these  complications.  It  will  be  seen  that  con- 
servatism still  plays  a very  important  role  in  treat- 
ment and  generally  speaking  is  still  associated  with 
the  lowest  maternal  mortality. 
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FAULTY  ROTATION  OF  THE  INTESTINES* 
Millard  S.  Rosenblatt,  M.D. 

PORTLAND,  ORE. 

CASE  REPORT 

J.  B.,  white  male,  was  born  June  26,  1937,  approximately 
two  weeks  prematurely.  Aside  from  a fairly  severe  icterus, 
the  child  was  perfectly  well  the  first  three  days  of  his  life. 
On  the  third  day,  July  29,  he  began  to  vomit  after  every 
feeding.  The  vomitus  was  forceful,  almost  projectile  in  type. 
Bowel  movements  were  regular  until  July  30,  when  the 
last  one  occurred.  The  amount  of  weight  loss  was  not 
known. 

The  child  entered  Doernbecher  Hospital  July  1,  appearing 
slightly  cyanotic  and  moderately  dehydrated,  and  crying 
intermittently  as  if  in  pain.  Physical  examination  was 
otherwise  negative  except  for  an  omphalitis.  No  peristaltic 
waves  were  visible  in  the  abdomen.  A tentative  diagnosis 
was  made  of  (1)  pyloric  stenosis,  (2)  congenital  intestinal 
malformation. 

At  the  roentgen  ray  examination,  the  barium  was  not  ob- 
served beyond  the  pylorus.  The  fact  that  the  child’s  vomitus 


midgut. 

was  green  colored  led  to  the  belief  that  this  was  an  obstruc- 
tion below  the  entrance  of  the  common  duct. 

On  July  6 the  abdomen  was  opened,  with  the  patient 
under  ether  anesthesia  (fig.  1).  The  cecum  and  vermiform 
appendix  were  found  to  lie  in  the  left  upper  quadrant.  The 
entire  small  bowel  was  small  and  worm-like  in  appearance, 
and  of  a bluish,  cyanotic  hue,  and  twisted  on  the  mesentery 
(fig.  2).  When  the  large  bowel  was  freed  and  placed  in  its 
anatomic  position  and  the  mesentery  untangled,  the  intestine 
immediately  took  on  a pinkish  color,  and  peristalsis  became 
active  and  the  bowel  assumed  a normal  size.  The  wound 
was  closed  with  interrupted  through  and  through  double 
silkworm  sutures,  because  of  the  presence  of  the  omphalitis. 
The  child  was  apparently  in  good  condition  at  the  end  of 
the  operation. 

The  baby  had  a rather  normal  postoperative  course,  with 
normal  stools.  There  was,  however,  a saprophytic  infection 
of  the  wound,  but  this  rapidly  subsided  and  on  July  28 
the  child  was  discharged. 

Following  his  discharge,  the  baby  ate  well  and  gained 
weight.  His  initial  weight  was  2930,  and  his  weight  on  dis- 

*Prom Doernbecher  Hospital  and  University  of  Oregon 
Medical  School,  Portland,  Ore. 


charge  was  3245  grams.  On  Aug.  22  the  baby  began  to 
vomit  again.  This  occurred  following  meals,  but  soon  be- 
came more  frequent.  He  was  readmitted  to  Doernbecher 
Hospital  on  .Aug.  25  and  at  this  time  his  weight  was  3935 
grams. 

Physical  examination  at  admission  was  essentially  nega- 
tive, except  that  the  child  again  appeared  to  be  in  pain.  A 


Fig.  2.  Appearance  of  abdomen  after  incision  was  made. 


Fig.  3.  Roentgenogram  of  barium^  enema  before  second 
operation,  showing  cecum  misplaced, 

barium  enema  on  Aug,  26  showed  “the  colon  filled  readily 
without  evidence  of  defect  or  obstruction  as  far  as  the 
cecum.  The  cecum  was  turned  toward  the  midline  and  was 
situated  above  the  transverse  colon  in  the  position  nor- 
mally occupied  by  the  transverse  colon.  The  cecum  seemed 
to  fill  quite  well,  but  no  barium  could  be  forced  into  the 
terminal  ileum”  (signed,  Hartzell)  (fig.  3). 
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Pig'.  4.  Second  operation.  Recurrence  of  volvulus.  Small 
bowel,  although  collapsed,  was  not  as  “worm-like"  as  at 
first  operation. 

On  .'\ug.  28  the  abdomen  was  opened  again  and  it  was 
found  that  the  same  condition  for  which  the  child  was  pre- 
viously operated  upon  had  recurred.  The  cecum  and  appen- 
dix had  wrapped  themselves  around  the  pedicle-like  attach- 
ment of  mesentery  of  the  small  bowel,  causing  a rotation 
and  obstruction  of  it.  The  appendix  was  densely  adherent 
underneath  this  pedicle,  being  attached  to  the  retroperi- 
toneum  and  almost  in  the  left  upper  quadrant  (fig.  4).  It 
was  necessary  to  remove  the  appendix  in  order  to  permit 
replacement  of  the  cecum  to  its  anatomic  position,  where  it 
was  attached  by  sutures  to  the  retroperitoneum  of  the  right 
lower  quadrant.  The  abdomen  was  closed  in  layers  without 
drainage. 

The  child  proceeded  to  have  a perfectly  normal  post- 
operative course  with  the  usual  slight  elevation  of  tem- 
perature postoperatively,  the  peak  of  which  was  101.4°. 
On  the  third  postoperative  day  the  patient’s  temperature 
was  normal  and  remained  so  the  rest  of  his  stay  in  the 
hospital. 

Feedings  were  held  well  and  normal  stools  occurred.  The 
baby  was  seen  on  Sept.  8 by  the  medical  and  surgical  staff, 
his  hospital  discharge  was  signed,  and  he  was  awaiting  the 
arrival  of  his  parents  to  take  him  home.  .\t  6:15  p.m.  the 
resident  was  called  to  see  the  baby,  and  he  found  it  to  be 
cyanotic,  still  warm  but  not  breathing,  nor  was  the  heart 
beating.  The  child’s  bed  clothes  were  below  its  chin,  it  lay 
on  its  back  and  there  was  no  evidence  of  vomitus,  blood 
or  froth  about  the  mouth.  An  ampoule  of  coramine  was 
given  immediately  and  artificial  respiration  attempted,  but 
these  measures  were  in  vain.  The  child  was  pronounced 
dead. 

A postmortem  was  obtained,  and  the  following  is  the 
report,  in  part  by  W.  C.  Hunter:  “On  opening  the  abdomen 
with  the  usual  Y-shaped  incision,  the  subcutaneous  fat  at 
the  level  of  the  umbilicus  is  normal  in  appearance  and 
amount.  The  abdominal  musculature  is  healthy  and  shows 
no  changes.  Several  coils  of  small  bowel  are  adherent  to  the 
parietal  peritoneum  in  the  region  of  the  most  recent  surgical 
scar.  The  adhesions  are  of  thin,  fibrinous  type  and  are 
easily  separated.  The  peritoneum  of  the  abdominal  cavity 
is  smooth,  moist  and  glistening.  The  small  bowel  is  for  the 


most  part  empty  and  contracted  as  is  the  colon.  There  is 
no  evidence  of  obstruction  or  perforation.  The  cecum  is 
bound  to  the  parietal  peritoneum  and  the  abdominal  wall 
in  the  right  lower  quadrant  by  sutures  to  hold  the  cecum 
in  place.  The  appendix  has  been  previously  removed.  The 
stump  has  been  inverted  and  at  this  site  the  cecum  is  bound 
to  a loop  of  ileum  by  recently  formed  adhesions  and  upon 
breaking  these  there  is  noted  a small  amount  of  purulent 
material.  The  great  omentum  is  not  seen.  The  major  part 
of  the  general  abdominal  cavity  is  occupied  by  coils  of 
small  bowel. 

“On  tracing  the  mesentery  of  the  small  intestine  it  is  noted 
that  the  normal  line  of  attachment  along  the  posterior 
abdominal  wall  is  not  present.  Instead  it  is  seen  that  the 
only  means  of  attachment  afforded  the  mesentery  of  the 
small  intestine  is  a thickened  band  of  mesentery  which  con- 
tains the  superior  mesenteric  artery  which  is  attached  to 
the  posterior  abdominal  wall  at  a point  just  to  the  left  and 
superior  to  the  site  of  juncture  of  the  left  renal  vein  and 
inferior  vena  cava  (fig.  5).  It  is  just  beneath  the  first  part  of 
the  duodenum  at  this  point.  This  band  of  attachment  is  only 


Fig.  5.  Postmortem  examination  showing  the  abnormal 
pedicle-like  attachment  of  small  bowel. 

1 cm.  in  thickness  and  is  fibrous-like  in  consistency.  It  is 
a'so  noted  that  the  mesentery  of  the  cecum  does  not  hold 
the  cecum  in  place  by  binding  it  to  the  abdominal  gutter 
and  instead  the  cecum  is  seen  to  be  freely  movable  together 
with  a portion  of  the  transverse  mesacolon  and  hepatic 
flexure.  The  inferior  mesenteric  artery  shows  no  changes. 
The  stomach  is  moderately  dilated  with  gas.’’ 

The  diagnosis,  based  on  the  necropsy,  was:  asphyxia 
from  intrapulmonary  hemorrhage  of  unknown  origin ; hy- 
peremia, edema  and  patchy  atalectasis  of  the  lungs ; con- 
genital malformation  of  the  mesenteric  attachment  of  the 
small  bowel ; abnormally  mobile  transverse  colon,  splenic 
flexure,  descending  colon  and  cecum ; surgical  fixation  by 
ligature  of  cecum  to  anterolateral  abdominal  wall  (recent)  ; 
multiple  focal  areas  of  early  serofibrinous  peritonitis  with 
easily  separable  adhesions  between  several  loops  of  small 
bowel ; recent  appendectomy  with  focal  suppuration  in  re- 
gion of  appendical  stump ; two  abdominal  scars,  one  old 
and  well  healed,  the  other  recent  and  only  partially  healed 
with  silkworm  retention  sutures  yet  in  place. 

Mall,  in  1898,  demonstrated  that  the  rotation 
of  the  midgut  was  due  to  the  growth  of  the  small 
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intestine  with  descent  of  the  viscera  and  not  to 
a shoving  of  the  large  intestine  over  the  small. 

In  the  embryo,  early  growth  of  the  liver  and 
the  midgut  soon  fills  the  intraabdominal  space  and 
the  latter  is  forced  into  the  root  of  the  cord  as  a 
temporary  developmental  umbilical  hernia. 

The  second  stage  of  rotation  is  the  important 
one  and  is  completed  by  the  tenth  to  the  eleventh 
week  as  the  midgut  loop  is  returned  to  the  ab- 
dominal cavity.  Dott^  and  Frazier  and  Robbins^ 
explain  the  return  of  the  contents  of  the  cord  to 
the  abdominal  cavity  by  the  relatively  decreased 
rate  of  growth  of  the  liver  which  makes  room  for 
the  midgut  in  the  abdomen.  Normally,  due  to  the 
overgrowth  of  the  prearterial  segment,  the  proximal 
coils  of  the  small  intestine  are  reduced,  first,  behind 
the  superior  mesenteric  artery  while  the  cecum  re- 
turns last.  As  a result  there  occurs  a 270  degree 
counter  clockwise  rotation  about  the  axis  of  the 
artery  which  places  the  duodenum  behind  and  the 
transverse  colon  in  front  of  the  mesenteric  vessels. 

Ladd^  has  found  quite  a variety  of  abnormalities 
of  this  nature  and  describes  it  thus:  as  the  post- 
arterial  segment  of  the  midgut  returns  from  the 
base  of  the  umbilical  cord  to  the  abdominal  cavity, 
going  first  to  the  left  of  the  duodenum,  the  cecum 
may  become  attached  to  the  posterior  abdominal 
wall  so  as  to  constrict  the  duodenum  where  it 
crosses  it.  This,  of  course,  gives  the  symptoms  of 
high  intestinal  obstruction.  The  whole  midgut  may 
remain  unattached  to  the  posterior  abdominal  wall, 
except  at  the  point  of  origin  of  the  superior  mesen- 
teric artery. 

This  is  what  happened  in  the  case  reported  here- 
in and  volvulus  resulted. 

It  is  somewhat  difficult  to  get  an  idea  of  the  rare- 
ness of  derangement  of  intestinal  rotation  from  the 
literature.  Up  to  1936  there  were  approximately 
114  reported  cases  in  the  literature.  Dott^  collected 
48,  Hecker,  Gronwald  and  Kuehlmann®  27,  and 
Raymond  and  DragstedU  33  of  this  condition. 

Six  additional  cases  have  been  found  in  the  lit- 
erature. Only  fifteen  operative  recoveries  occurred. 

1.  Dott,  N.  M. : Anomalies  of  Intestinal  Rotation:  Their 
Embryology  and  Surgical  Aspects.  Brit.  J.  Surg.,  11:251- 
286,  Oct.,  1923. 

2.  Frazier,  J.  E.  and  Robbins,  R.  H. : Factors  Concerned 
in  Causing  Rotation  of  Intestine  in  Man.  J.  Anat.  & 
Physiol.,  1 :75-110,  1915. 

3.  Ladd,  W.  E. : Surgical  Diseases  of  Alimentary  Tract 
in  Infants.  New  England  J.  M.,  215:705-708,  Oct.  15,  1936. 

4.  Dott,  N.  M. : Volvulus  Neonatorum.  Brit.  M.  J.,  1:230- 
231,  Feb.  5,  1927. 

5.  Hecker,  P.,  Gronwald,  E.  and  Kuehlmann,  J. : Les 
anomalies  congenitales  de  forme  et  de  position  du  gros  in- 
testin  et  leur  importance  chirurgicale.  Rev.  de  Chir.,  Paris, 
64:661-727,  1926. 

6.  Haymond,  H.  E.  and  Dragstedt,  L.  R. : Anomalies  of 
Intestinal  Rotation.  Surg.,  Gynec.  & Obst.,  53:316-329, 
Sept,  1931. 


In  1936,  Ladd  reported  twenty-nine  cases  of  this 
condition  from  the  Children’s  Hospital  in  Boston. 
This  would  indicate  to  me  that,  although  the  con- 
dition was  quite  unusual,  its  rareness  is  not  quite 
as  great  as  the  paucity  of  reports  in  the  literature 
would  indicate. 

The  theory  of  cause  of  this  anomaly  of  rotation 
has  been  variously  suggested  as,  first,  being  due  to 
the  return  of  the  intestine  from  the  physiologic  em- 
bryologic  hernia  in  an  abnormal  manner,  due  per- 
haps to  the  cecum  being  allowed  to  return  before 
the  small  bowel;  and,  second,  it  has  been  suggested 
that  the  adherence  of  the  bowel  to  some  other  por- 
tion of  the  parietes  while  rotating  may  be  the 
cause.  In  our  case,  there  was  definite  evidence  of 
adherence  of  the  cecum  and  appendix  to  the  pos- 
terior abdominal  wall  in  an  abnormal  position  at 
both  operations.  I feel  that  this  adherence  caused 
the  anomaly  in  rotation  by  preventing  the  mesen- 
tery of  the  small  bowel  and  the  attachments  of  the 
large  bowel  from  progressing  to  their  usual  areas  of 
attachment. 

As  regards  the  operative  technic,  in  this  case,  and 
from  the  literature,  it  was  and  is  necessary  to  de- 
liver the  entire  small  bowel  from  the  wound  in 
order  to  unravel  the  volvulus.  The  matter  of  sewing 
the  colon  or  cecum,  in  lieu  of  its  normal  attach- 
ments to  the  posterior  parietal  peritoneum,  is  an 
important  one.  At  the  first  operation,  this  was  not 
done,  and  in  the  reported  surviving  case  of  Dott  it 
was  not  done.  As  evidenced  by  the  recurrence  of 
our  case,  however,  I feel  that  the  cecum  or  colon 
should  be  so  attached. 

In  case  of  obstruction  of  the  duo^Ienum  by  the 
large  bowel  and  in  which  the  large  bowel  is  at- 
tached to  the  right  of  the  duodenum  Ladd  has 
recommended  cutting  the  posterior  parietal  peri- 
toneum and  changing  this  attachment  of  the  large 
bowel  and  its  blood  supply  to  the  left  of  the  duo- 
denum. 

SUMMARY 

We  have  reported  a case  of  volvulus  neonatorum 
which  was  relieved  by  operation  for  a period  of  a 
month,  recurred,  was  reoperated  upon  and  suc- 
cumbed on  the  twelfth  day  postoperatively.  Post- 
mortem examination  showed  no  recurrence  of  the 
bowel  condition. 
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DRAINAGE  OF  ABDOMINAL  CAVITY* 
Martin  A.  Howard,  M.D. 

PORTLAND,  ORE. 

The  subject  of  abdominal  drainage  is  almost 
as  old  as  abdominal  surgery  itself.  However,  certain 
definite  problems  are  presented  in  drainage  of  the 
abdominal  cavity.  Perhaps  the  biggest  problem  is 
whether  to  drain  or  close  without  drainage.  In 
many  cases  there  is  no  reason  to  drain,  while  in 
others  there  are  clean-cut  reasons  for  drainage. 
There  are  certain  “border-line”  cases,  when  one  is 
in  doubt  whether  to  use  a drain  or  close  the  abdo- 
men without  a drain. 

In  the  past  few  }'ears  there  has  been  a great 
deal  in  the  literature  about  closing  the  abdomen 
without  drainage.  There  has  been  much  discussion 
that  drainage  is  a thing  of  the  past.  Much  of  this 
work  has  come  out  of  the  Department  of  Surgery 
at  Northwestern  University  and  various  other  ex- 
perimental departments.  Buchbinder  and  Heilman^ 
have  written  several  articles  on  their  experimental 
work  on  dogs,  coming  to  the  conclusion  that  drain- 
age produces  a higher  mortality  than  closure  of 
the  abdomen  does  without  drainage.  Nevertheless, 
one  should  remember  that  the  peritoneal  cavity  in 
the  dog  is  more  resistant  to  infection,  and  it  is 
more  difficult  to  apply  this  work  to  the  human. 

It  is  not  our  contention  that  one  should  use 
drains  routinely,  but  that  drains  have  a definite 
and  proven  place  in  abdominal  surgery.  It  is  our 
feeling  that  each  case  presents  itself  as  an  indi- 
vidual problem,  and  the  question  of  drainage  should 
be  decided  upon  only  after  due  thought  and  con- 
sideration. 

There  are  definite  principles  which  may  be  laid 
down  to  guide  us  in  our  work. 

PRINCIPLES  INVOLVED 

First,  the  reasons  for  drainage  are:  (1)  to  pro- 
duce walling  off  adhesions,  (2)  to  establish  a sinus 
down  to  a locally  infected  area,  (3)  to  control 
oozing,  (4)  to  establish  a tract  to  an  area  which, 
perhaps,  may  later  become  infected,  (5)  to  drain 
hollow  viscera  without  contamination  of  the  en- 
tire peritoneal  cavity. 

Second,  as  to  the  different  t}q)es  of  drains  com- 
monly used:  (1)  gauze,  (2)  the  cigaret,  (3)  rubber 
tubing,  (4)  rubber  tissue,  (5)  glass  tubing. 

Gauze  is  the  best  temporarily,  as  it  produces  the 
quickest  walling  off  and  the  greatest  outpouring 

‘Read  before  the  Sixty-third  Annual  Meeting  of  Oregon 
State  Medical  Society,  Salem,  Ore.,  Oct.  21-23,  1937. 

1.  Buchbinder,  J.  R.,  Droegemueller,  W.  A.  and  Heilman, 
F.  R.  : Experimental  Peritonitis ; Effect  of  Drainage  on 
Experimental  Diffuse  Peritonitis.  Surg.,  Gynec.  & Obst., 
53:726-729,  Dec.,  1931. 


of  fluid.  However,  fibrin  soon  plugs  its  meshes, 
thus  cutting  down  its  efficiency.  It  is  also  the  most 
difficult  to  remove,  as  the  gauze  becomes  firmly  at- 
tached to  all  surrounding  structures. 

The  cigaret  drain  accomplishes  the  same  thing, 
and  it  is  much  more  easily  removed.  Then,  too, 
fibrin  does  not  so  readily  plug  its  meshes,  as  the 
gauze  is  protected  by  the  gutta  percha  tissue  which 
surrounds  the  gauze. 

Rubber  tubing  will  drain  the  entire  peritoneal 
cavity,  perhaps  longer  than  any  other  material, 
that  is,  about  seventy-two  hours.  But  the  tubing, 
in  order  to  drain  properly,  must  have  holes  cut 
in  the  sides.  Thus,  the  intestine  may  become  at- 
tached and  sucked  against  the  hole  in  the  tubing, 
with  the  possibility  of  a pressure  necrosis  develop- 
ing. This  has  happened  too  frequently  in  the  past. 

Gla.ss  tubing  is  too  fragile  and  unwielding  in  the 
majority  of  hands.  One  can  see  no  advantage  in 
its  use.  Also  it  has  the  disadvantage  of  being  very 
delicate  to  handle  and  it  will  not  adapt  itself  as 
to  position  as  will  the  other  materials. 

Murphy’s^  excellent  experimental  work  on  ab- 
dominal drainage  bears  out  the  above  statements. 
Yates®  carried  out  similar  experiments  and  reached 
practically  the  same  conclusion.  Murphy  very  care- 
fully used  different  types  of  drains  in  dogs. 

To  quote:  “the  purpose  of  the  experiments  was 
to  determine  the  time  which  elapsed  between  the 
introduction  of  a drain  and  the  formation  of 
walling  off  adhesions  sufficiently  strong  to  prevent 
the  drainage  of  the  peritoneal  surfaces  not  in  direct 
approximation  to  the  drain. 

“Roughly  summarized,  gauze  and  cigaret  drains 
were  walled  off  and  failed  to  drain  the  general 
cavity  after  eighteen  hours,  and  rubber  dam  and 
glass  tubes  after  about  the  third  twenty-four  hours. 

“In  theory,  drainage  would  seem  to  be  of  great 
value  in  those  cases  in  which  it  is  desirable  to  make 
a limited  septic  area  extraperitoneal.  The  value  of 
a drain  as  a drain  of  the  general  septic  cavity  after 
about  seventy-two  hours  could  not  be  demon- 
strated.” 

Due  to  the  above  facts,  most  surgeons  agree 
for  general  purposes  the  cigaret  drain  is  the  one  to 
be  preferred.  At  Multnomah  County  Hospital,  from 
time  to  time  different  drains  have  been  used.  At 
the  present  time,  the  only  one  used  is  the  cigaret 
drain,  with  one  or  two  exceptions.  For  example,  in 

2.  Murphy,  F.  T. : Observations  on  Experimental  Drain- 
age of  Peritoneal  Cavity  of  Cats.  Boston  M.  & S.  J.,  152: 
34-36,  Jan.  12,  1905. 

3.  Yates,  J.  L. : Experimental  Study  of  Local  Effect  of 
Peritoneal  Drainage.  Surg.,  Gynec.  & Obst.,  1:473-492, 
Dec.,  1905. 
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cholecystectomy,  routinely  a Penrose  drain  is  used 
for  forty-eight  hours  to  seventy-two  hours,  merely 
as  a safeguard  from  the  leakage  of  bile  from  the 
undersurface  of  the  liver  or  from  the  tie  slipping  off 
the  cystic  duct.  The  Penrose  drain  is  also  used 
in  the  region  of  the  cecum  following  appendectomy, 
where  one  feels  a localized  abscess  may  result  and 
a safeguard  is  needed  for  two  or  three  days.  Other- 
wise, the  cigaret  drain  is  employed  routinely. 

ABSORPTION 

The  peritoneal  cavity  has  commonly  been 
thought  to  be  an  enormous  lymph  space,  capable 
under  altered  physiologic  conditions  to  be  able  to 
pour  out  considerable  fluid,  made  up  largely  of 
serum  and  lymph  rich  in  phagocytic  cells.  It  fre- 
quently has  been  thought  of  as  an  absorbing  mem- 
brane. However,  the  work  of  Poynter^  has  fur- 
nished a definite  knowledge  of  peritoneal  absorp- 
tion. His  work  shows  that  the  normal  peritoneum, 
as  a whole,  usually  does  not  absorb,  although  ab- 
sorption does  take  place  through  a limited  area 
only,  ( 1 ) the  peritoneum  covering  the  diaphragm, 
(2)  through  the  great  omentum  which  has  practi- 
cally no  peritoneal  covering. 

He  shows  that  toxins,  bacteria,  etc.  are  taken 
up  with  equal  facility  through  these  two  channels 
and  only  through  these  two.  Within  eight  minutes 
after  the  intraperitoneal  injection  of  broth  cultures 
bacteria  can  be  grown  from  the  blood  of  the  tail  of 
an  animal.  Thus,  one  can  readily  see  that  bacteria 
have  contaminated  the  circulation  long  before 
drainage  can  be  instituted.  Furthermore,  an  in- 
flamed peritoneum  did  not  alter  the  routes  nor  in- 
crease or  decrease  the  time  element. 

VALUE  OF  DRAINAGE 

If  one  is  questioning  the  value  of  drainage,  I 
should  like  to  recall  to  mind  the  effect  of  a gauze 
sponge,  left  accidentally  in  the  abdominal  cavity. 
It  causes  much  trouble,  due  to  the  inflammatory 
reaction  in  the  attempt  to  eliminate  it.  A gauze 
cigaret  drain  does  not  have  any  different  effect 
because  it  protrudes  from  the  wound.  It  causes  a 
reversal  of  the  lymph  flow,  and  so  much  is  poured 
out  from  the  lymphatics  that  there  is  a continuous 
irrigation  along  the  drainage  tract. 

Revived  interest  in  the  Oschner,  or  delayed  treat- 
ment in  ruptured  appendicitis,  has  made  us  realize 
how  valuable  drainage  is,  especially  when  employed 
in  localized  abscess  cases.  In  general  peritonitis 
the  sucker  is  used  first  to  remove  all  of  the  material 
possible  before  the  drains  are  placed.  This  material, 

4.  Poynter,  C.  W.  M. ; Peritoneal  Absorption.  Nebraska 
M.  J.,  14:362-364,  Sept.,  1929. 


as  we  all  know,  can  best  be  removed  by  the  sucker 
and  not  so  well  by  the  drains. 

Brunkow,^  in  his  paper,  again  offers  the  proof 
of  the  value  of  drainage.  In  twenty-nine  border- 
line cases,  thirteen  were  closed  without  drainage, 
and  eighteen  were  drained.  Over  half,  53.7  per 
cent,  of  those  not  drained,  had  a very  stormy  re- 
covery. Of  those  drained,  only  12.3  per  cent  had 
a poor  recov^ery.  In  other  words,  less  than  one- 
fourth  of  those  drained  had  a poor  recovery,  as 
compared  with  those  not  drained.  I am  positive, 
if  this  were  multiplied  many  times  the  percentage 
would  remain  nearly  the  same. 

FACTORS  INFLUENCING  DRAINAGE 

1.  The  type  of  drain.  I have  already  spoken 
about  the  cigaret  drain,  next  to  gauze,  as  produc- 
ing the  greatest  outpouring  of  fluid. 

2.  The  position  of  the  drain  definitely  influences 
the  amount.  That  is,  the  drain  should  be  at  the 
most  dependent  portion  of  the  part  that  one  de- 
sires to  drain. 

3.  The  position  of  the  patient  should  be  such 
as  to  facilitate  drainage. 

4.  Lastly,  large  amounts  of  fluids  undoubtedly 
increase  the  drainage  output. 

Coller'*  has  shown  that  postoperatively  the  aver- 
age patient  needs  5000  to  8000  cc.  of  fluid  daily. 
Most  of  us  are  apt  to  give  only  from  500  to  1500 
cc.  daily.  This  fluid,  as  we  all  know,  can  be  sup- 
plied intravenously,  subcutaneously,  rectally  and 
by  mouth,  when  the  condition  of  the  patient  war- 
rants it  in  this  manner.  As  Seabrook"  has  men- 
tioned, 5 to  10  per  cent  glucose  in_,  normal  saline 
is  quite  suitable  intravenously  up  to  1500  to  2000 
cc.  daily,  while  normal  saline  subcutaneously  may 
be  used  to  make  up  the  balance  not  supplied  by 
rectum. 

LENGTH  OF  TIME  FOR  DRAIN 

Drains  should  be  left  in  until  a firm  tract  is 
formed.  Most  surgeons  agree  that  four  to  six  days 
is  about  the  correct  time.  After  the  second  or  third 
day,  the  drains  can  be  shortened  gradually.  At  the 
county  hospital  we  use  a Penrose  drain  routinely 
following  gallbladder  removal,  and  remove  it  in 
forty-eight  hours. 

POSITION  OF  DRAINS 

Drains  should  be  placed  where  the  least  amount 
of  trouble  will  result.  In  the  gallbladder  region, 
a Penrose  drain  should  be  placed  over  the  sewed 

5.  Brunkow,  C.  W. : Appendicitis  in  Children.  October. 
1937. 

6.  Coller,  F.  A.,  Dick,  V.  S.  and  Maddock,  W.  G.:  Main- 
tenance of  .Vormal  Water  Exchange  with  Intravenous 
Fluids.  .1.  A.  M.  A..  107:1522-1527,  Nov.  7,  1936. 

7.  Seabrook,  D.  B. : Management  of  Acute  Appendicitis, 
October,  1937. 
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gallbladder  bed,  then  the  omentum  placed  between 
it  and  the  viscera. 

In  the  cecal  region,  one  drain  should  be  lateral 
to  the  cecum  and  never  medial  in  the  position 
where  the  ileum  joins  it.  It  is  here  that  postopera- 
tive obstruction  may  occur  from  adhesions  kinking 
the  ileum. 

On  the  left  side  pelvic  drainage  can  be  estab- 
lished almost  extraperitoneal  (along  the  lateral 
edge  of  the  sigmoid),  as  far  as  the  small  bowel  is 
concerned.  On  the  right  side  this  is  impossible. 
Thus,  the  omentum  should  be  drawn  down  and 
placed  over  the  intestines  so  that  the  ileum  may 
not  become  attached.  A drain  never  should  be 
placed  directly  into  the  loops  of  the  ileum. 

A word  about  drainage  in  perforated  ulcer  of  the 
duodenum  and  stomach.  In  view  of  the  fact  that 
experimental  evidence  shows  us  that  the  peritoneal 
exudate  is  septic  in  74  per  cent  of  cases  in  from 
six  to  twelve  hours,  and  after  twelve  hours  in  93 
per  cent  of  cases,  it  would  seem  definitely  indicated 
to  use  drainage,  especially  after  six  hours,  depend- 
ing on  the  amount  of  fluid  in  the  abdomen  and  the 
relation  of  the  time  element  to  meals.  Since  most 
of  the  fluid  drains  down  along  the  lateral  gutter 
into  the  pelvis,  a suprapubic  stab  wound  is  no 
doubt  the  best,  unless  there  is  a localized  area  else- 
where. 

Williams,®  in  several  perforated  ulcer  cases,  in- 
serted a drain  in  the  pelvis,  bringing  it  out  through 
a stab  wound.  He  then  deposited  2 cc.  of  brilliant 
green  alongside  the  duodenum  and  closed  the  ab- 
domen. He  found  that  the  dye  appeared  on  the 
dressings  almost  immediately  and  it  continued  to 
show  for  thirty-six  to  forty-eight  hours.  I offer 
this  as  final  proof  of  the  value  of  drainage  in  per- 
forated ulcer. 

CONCLUSIONS 

1.  It  is  possible  to  drain  the  general  peritoneal 
cavity  only  from  twenty-four  to  seventy-two  hours. 

2.  The  drainage  material  produces  walling  off 
adhesions  about  an  infected  area  as  soon  as  pos- 
sible, and  establishes  a sinus. 

3.  The  cigaret  drain  is  the  best  for  all-round  use. 

4.  Drains  should  be  allowed  to  remain  long 
enough  so  that  the  sinus  tract  is  well  formed. 

8.  Williams,  H.  and  Walsh,  C.  H. : Treatment  of  Per- 
forated Peptic  Ulcer.  Lancet,  1:9-12,  January  4,  1930. 


SURGICAL  LESIONS  OF  THE  KIDNEY 
REQUIRING  NEPHRECTOMY* 

John  R.  Hand,  M.D. 

PORTLAND,  ORE. 

I wish  to  present  an  analysis  of  the  various  surgi- 
cal lesions  of  the  kidney  requiring  nephrectomy 
that  were  observed  at  the  Portland  Clinic  over  a 
five-year  period.  Of  the  fifty-two  patients  sub- 
jected to  nephrectomy,  five  or  9.6  per  cent  were  for 
lithiasis;  twenty-four  or  46.1  per  cent  were  for 
renal  infections,  including  surgical  pyelonephritis, 
multiple  cortical  abscesses,  and  hydronephrosis  with 
varying  degrees  of  infection;  fourteen  or  26.9  per 
cent  were  for  tuberculosis;  and  nine  or  17.3  per 
cent  were  for  renal  carcinoma.  Hunt  reported  an 
analysis  of  1119  nephrectomies,  of  which  30  per 
cent  of  the  cases  were  for  lithiasis,  30  per  cent  for 
the  group  of  renal  infections,  26  per  cent  for  tuber- 
culosis and  14  per  cent  for  renal  carcinoma. 

The  latter  study,  because  of  the  larger  number 
of  cases  presented,  represents  a more  accurate  in- 
dex of  the  incidence  of  these  various  surgical  lesions 
of  the  kidney  requiring  nephrectomy.  However, 
both  statistics  deserve  consideration  when  it  is 


Per  Cent 


Lithiasis  9.6 

Infections  46.1 

Pyelonephritis 

Hydronephrosis 

Pyonephrosis 

Tuberculosis  26.9 

Carcinoma  17.3 


Table  1.  Incidence  of  surgical  renal  lesions. 


Plain  Gross  Microscopic  Lowered 
X-ray  Blood  Blood  Pyuria  P.S.P.  Anemia 

Lithiasis  5 5 5 5 5 1 

Infection  12  5 6 12  7 2 

Tuberculosis  13  3 9 14  6 1 

Carcinoma  ....  8 3 4 7 4 4 

Total 38  16  24  38  22  8 

Table  2.  Laboratory  findings  in  surgical  renal  lesions. 


realized  that  in  55.7  per  cent  of  ours  and  in  60 
per  cent  of  Hunt’s  patients,  nephrectomy  was  neces- 
sary for  lithiasis  and  the  group  of  renal  infections, 
including  hydronephrosis  with  varying  degrees  of 
obstruction  and  infection,  conditions  that,  if  ob- 
served earlier  for  diagnosis,  would  have  been  amen- 
able in  many  instances  to  conservative  surgical 
procedure. 

If  these  statistics  are  to  be  improved,  surgical 
lesions  of  the  kidney  must  be  recognized  earlier. 
To  accomplish  this  we  must  adopt  a systematic 
routine  in  studying  not  only  those  patients  coming 
to  us  with  symptoms  or  signs  referable  to  the 
urinary  tract,  but  also  that  large  group  of  patients 
with  indefinite  abdominal  complaints.  The  impor- 
tance of  this  is  realized  when  one  considers  that 


*From  Portland  Clinic. 

♦Read  before  the  Sixty-third  Annual  Meeting  of  Oregon 
State  Medical  Society,  Salem,  Ore.,  Oct.  21-23,  1937. 
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20  per  cent  of  the  patients  in  this  report  did  not 
complain  of  symptoms  directly  referable  to  the 
urinary  tract  (tables  1 and  2). 

Our  routine  should  include  a careful  history, 
physical  examination,  urinalysis,  blood  count,  phe- 
nolsulphonphthalein  renal  function  test,  and  last 
but  not  least  roentgenogram  of  the  renal,  ureteral 
and  bladder  areas.  In  doing  the  kidney  function 
test,  exactly  1 cc.  of  phenolsulphonphthalein  is 
given  intravenously.  Specimens  should  be  collected 
every  fifteen  minutes  for  the  first  hour  and  at  two 
one-half  hour  intervals  thereafter.  Particular  at- 
tention is  paid  to  the  first  fifteen  minute  specimen, 
in  which  one  may  practically  always  expect  a 30 
per  cent  return  of  the  dye.  A report  of  phthalein 
excretion  below  30  per  cent  in  the  first  specimen  is 
held  indicative  of  improper  drainage  in  the  urinary 
pathway  until  proven  otherwise.  This  routine  has 
resulted  in  the  detection  of  many  instances  of 
hydronephrosis,  since  in  all  of  our  patients  with 
this  condition,  where  function  still  existed  in  the 
kidney  and  a conservative  operation  was  subse- 
quently carried  out,  there  was  a diminution  of  the 
return  of  phthalein  in  the  first  specimen  to  values 
between  18  and  25  per  cent.  In  those  cases  of 
hydronephrosis,  where  the  remaining  kidney  had 
already  taken  over  the  entire  renal  function,  a nor- 
mal return  of  the  dye  (30  per  cent)  was  observed 
in  fifteen  minutes. 

In  our  five  patients  with  renal  lithiasis  pain  was 
the  cardinal  symptom  in  each  instance.  Gross  hema- 
turia occurred  in  one  patient,  pyuria  and  micro- 
scopic hematuria  in  five;  the  phenolsulphonphtha- 
lein test  showed  a return  of  less  than  30  per  cent  in 
all  patients,  an  anemia  (hemoglobin  below  80  per 
cent)  was  present  in  one,  and  a roentgenogram 
of  the  kidney  area  showed  the  stones  in  each  in- 
stance. Of  the  twenty  cases  of  lithiasis  observed 
during  this  period,  in  eight  the  stones  were  bi- 
lateral, in  eight  single  and  in  four  multiple.  The 
large  percentage  of  bilateral  stones  emphasizes 
the  need  for  a familiarity  with  those  factors  con- 
sidered important  in  the  medical  management  of 
renal  lithiasis,  as  well  as  the  need  for  conservative 
renal  surgery. 

In  the  second  group  of  patients,  where  the  prob- 
lem is  one  of  intermittent  hydronephrosis  in  the 
upper  urinary  tract,  the  history  may  be  traced 
back  to  early  childhood  or  adolescence.  The  story  is 
one  of  repeated  attacks  of  lumbar  or  lateral  ab- 
dominal pain.  The  onset  of  the  attacks  is  usually 
associated  with  exertion.  The  attacks  increase  in 
severity  and  frequency  as  time  goes  on.  Finally, 


the  pelvis  becomes  dilated  and  decompensated  so 
that  the  distress  may  become  more  or  less  of  a dull 
ache.  Intervening  infection  or  the  formation  of 
stones  are  usually  associated  with  periodic  spells 
of  frequency. 

Of  our  twenty-four  patients  in  this  group  four- 
teen complained  of  renal  symptoms.  In  twelve  of 
the  patients  physical  examination  revealed  an  en- 
larged kidney  or  kidney  tenderness.  Hematuria 
occurred  in  five,  microscopic  blood  in  six,  pyuria  in 
twelve;  the  phenolphthalein  test  was  reduced  in 
seven,  an  anemia  was  present  in  two,  and  the  roent- 
genogram showed  a suggestively  large  shadow  in 
twelve  of  the  patients.  On  pyelography  the  de- 
marcation at  the  ureteropelvic  juncture,  due  to  com- 
pression by  the  anomalous  vessel,  may  be  readily 
demonstrated.  Slides  are  shown  to  demonstrate 
hydronephrosis  secondary  to  anomalous  blood  ves- 
sels, and  incompetent  neuromuscular  mechanisms 
at  the  ureteropelvic  juncture,  lower  ureteral  ob- 
struction and  extrarenal  inflammatory  reactions 
producing  ureteral  obstruction. 

In  renal  tuberculosis  the  early  history  is  usually 
one  of  frequency.  Often  the  history  is  that  of  a 
young  individual  complaining  of  passing  frequent 
amounts  of  clear,  sparkling  urine.  Later  on  the 
urine  becomes  cloudy.  It  is  characteristic  that  this 
urine  is  of  low  specific  gravity  and  acid  in  reaction. 
Staining  of  the  sediment  may  reveal  many  lympho- 
cytes, acid-fast  organisms  and  an  absence  of  other 
bacteria. 

Of  our  fourteen  patients  with  renal  tuberculo- 
sis twelve  complained  of  symptom/  referable  to 
the  urinary  tract.  Gross  hematuria  occurred  in 
three,  microscopic  blood  in  nine,  pyuria  in  all  (four- 
teen). The  phenolsulphonpthalein  test  was  lowered 
in  six  and  an  anemia  was  present  in  one.  In  six  of 
the  patients  the  acid-fast  organisms  were  recovered 
from  the  urine  and  in  eleven  of  the  patients  guinea 
pig  inoculation  was  positive.  Pyelography  was  diag- 
nostic in  twelve  of  the  patients.  A preexisting  tuber- 
culous epididymitis  was  present  on  the  same  side 
as  the  involved  kidney  in  one  patient.  The  roent- 
genograms in  thirteen  of  the  patients  were  sugges- 
tive of  renal  pathology.  Calcification  in  the  renal 
area  occurred  in  nine,  a large  kidney  shadow  in 
two,  a deformed  kidney  shadow  occurred  in  one, 
and  a compensatory  hypertrophy  of  the  opposite 
kidney  was  noted  in  one  patient. 

In  renal  carcinoma  the  diagnostic  triad  is  pain, 
hematuria  and  a palpable  tumor.  Of  our  nine  pa- 
tients with  renal  carcinoma,  seven  complained  of 
symptoms  referable  to  the  kidney.  Physical  exam- 
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ination  revealed  a palpable  tumor  in  all  cases.  Gross 
hematuria  occurred  in  three,  microscopic  blood  in 
four,  pyuria  in  seven,  a lowered  phenolsulphonptha- 
lein  test  occurred  in  four,  and  an  anemia  was  pres- 
ent in  four  patients. 

SUMMARY 

Of  the  fifty-two  cases  subjected  to  nephrectomy 
for  surgical  lesions  of  the  kidney  55.7  per  cent  were 
for  lithiasis  and  infections  of  the  kidney,  including 
hydronephrosis  with  varying  degrees  of  obstruction, 
conditions  that,  if  observed  earlier,  might  have  been 
amenable  to  conservative  surgical  procedure.  Dur- 
ing this  period  a conservative  procedure  (pelvio- 
lithotomy)  was  carried  out  on  fifteen  patients  (75 
per  cent  of  our  cases  of  renal  lithiasis)  and  a con- 
servative procedure  carried  out  for  hydronephrosis 
in  fourteen  patients.  In  each  instance  anomalous 
blood  vessels  were  found  to  be  obstructing  the 
ureteropelvic  juncture.  These  vessels  were  divided 
and  ligated. 

In  thirty-eight  or  73  per  cent  of  the  cases  the 
preliminary  roentgenogram  of  the  renal  area  was 
suggestive  of  renal  pathology.  In  twenty-two  or  42 
per  cent  the  phenolsulphonpthalein  test  showed  a 
lowered  return  in  the  first  fifteen  minute  specimen. 
In  twelve  or  23  per  cent  of  the  patients  gross  hema- 
turia was  noted.  In  twenty-four  or  46  per  cent 
microscopic  hematuria  was  noted. 

In  eight  or  15  per  cent  of  the  cases  an  anemia 
was  associated.  Half  of  these  occurred  in  patients 
with  renal  carcinoma.  In  20  per  cent  of  the  cases 
the  complaint  of  the  patient  was  not  directly  re- 
ferable to  the  urinary  tract. 

CONCLUSIONS 

A further  reduction  in  the  incidence  of  lithiasis 
and  infections  of  the  kidney  including  hydroneph- 
rosis for  which  nephrectomy  is  necessary  is  desir- 
able and  possible.  Better  end-results  in  patients 
operated  upon  for  tuberculosis  and  carcinoma  of 
the  kidney  are  likewise  desirable  and  possible.  The 
accomplishment  of  this  ideal  is  dependent  on  the 
recognition  and  correlation  of  the  early  signs  and 
symptoms  of  surgical  renal  lesions,  and  is  a respon- 
sibility that  must  be  shared  equally  by  the  patient 
and  his  physician. 


Value  of  Nephrostomy  and  Decapsui^ation  in  Anuria. 
In  May,  1933,  George  R.  Livermore,  Memphis,  Tenn.  {Jour- 
nal A.  M.  A.,  Nov.  6,  1937),  stressed  the  value  of  nephros- 
tomy in  anuria  and  reported  four  cases  in  which  he  was  suc- 
cessful both  in  establishing  diuresis  and  in  saving  life.  He  also 
reported  a case  of  anuria  due  to  poisoning  with  mercury  bi- 
chloride in  which  the  treatment  had  the  same  happy  result. 
He  presents  another  successful  result,  in  a case  of  anuria 
due  to  poisoning  with  saponated  solution  of  cresol. 
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PUBLIC  HEALTH  ASPECTS  OE  RABIES 
CONTROL* 

Adolph  Weinzirl,  M.D. 

PORTLAND,  ORE. 

Rabies  has  been  unusually  prevalent  in  the  ani- 
mal population  on  the  Pacific  Coast  during  recent 
years,  and  at  present  there  would  seem  to  be  no 
reason  to  expect  it  to  disappear.  The  foci  of  in- 
fection are  numerous  and  widely  distributed.  A 
community  free  from  the  disease  for  the  time  being 
is  subject  to  the  possibility  of  rather  abrupt  infec- 
tion by  animals  brought  from  considerable  dis- 
tances by  automobile  or  other  means  of  travel. 
The  Portland  area  has  been  threatened  with  out- 
breaks on  two  recent  occasions,  first  in  1935  and 
again  during  the  first  half  of  1937. 

The  seriousness  of  rabies  as  it  may  affect  human 
beings  does  not  lie  so  much  in  the  number  of  per- 
sons who  may  contract  it,  for  the  total  is,  after 
all,  quite  certain  to  be  relatively  small.  Moreover, 
the  proportion  that  develops  the  disease  after  hav- 
ing been  bitten  by  proven  rabid  animals  has  fre- 
quently been  found  to  be  much  less  than  fifty  per 
cent.  The  gravity  of  the  disease  lies  in  the  fact 
that,  once  it  develops,  the  stricken  individual  is 
doomed,  and  in  the  fact  that  the  disease  is  pre- 
ventable and  deaths  need  not  occur.  Where  dogs 
are  adequately  safeguarded,  as  in  England,  for  ex- 
ample, the  disease  does  not  exist. 

It  is  perhaps  too  much  to  expect  under  present 
conditions  that  the  dogs  of  any  community  might 
be  safeguarded  through  such  well-known  and  ef- 
fective measures  as  muzzling,  restraint  and  quar- 
antine. The  official  who  attempted  such  a program, 
in  the  absence  of  a serious  outbreak,  would  prob- 
ably be  inviting  outspoken  disapproval  and  de- 
fiance. The  health  official  must  under  present  con- 
ditions limit  his  efforts  to  keeping  alert  to  the 
possibility  of  danger  when  rabies  is  not  known  to 
be  present,  and  to  focusing  on  essential  control 
activities  with  all  possible  intensity  when  the  dis- 
ease has  been  discovered  to  be  present  in  the  ani- 
mal population. 

The  major  control  activities  may  be  listed  as 
follows:  (1)  elimination  of  stray  dogs,  (2)  pub- 
licity and  education,  (3)  prompt  investigation  of 
suspected  cases,  (4)  Pasteur  treatments,  and  (5) 
voluntary  or  compulsory  restraint,  muzzling  or 
quarantine. 

ELIMINATION  OF  STRAY  DOGS 

It  is  the  stray  or  masterless  dog,  homeless,  un- 

*Read  before  the  Sixty-third  Annual  Meeting  of  Oregon 
State  Medical  Society,  Salem,  Ore.,  Oct.  21-23,  1937. 
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cared  for  and  unprotected,  frequently  hungry,  and 
running  at  large,  that  is  subject  to  the  greatest 
risk  of  attack  by  rabies  and  that  is  primarily  re- 
sponsible for  spreading  the  disease.  In  contrast,  the 
valued  pet,  kept  at  home  and  protected,  is  far  less 
likely  to  come  in  contact  with  possible  sources  of 
infection.  An  effective  drive  to  eliminate  master- 
less dogs  from  a community  when  rabies  threat- 
ens will  usually  reveal  the  presence  of  larger  num- 
bers of  such  animals  than  may  have  been  sus- 
pected, and  is  apt  to  prove  the  most  effective  means 
of  checking  the  spread  of  infection.  Such  a drive 
is  especially  practical  because  it  does  not  meet 
with  public  opposition. 

PUBLICITY  AND  EDUCATION 

Every  effort  should  be  made  to  inform  the  pub- 
lic regarding  the  presence  of  the  disease  when  it 
makes  its  appearance  and  to  outline  precautions, 
particularly  prompt  reporting  of  suspected  cases. 
In  this  manner  rabid  animals  may  be  discovered 
and  taken  into  custody  often  before  they  have  had 
much  chance  to  spread  the  infection,  or,  if  other 
animals  have  been  bitten,  the  latter  may  often  be 
located  and  placed  under  observation  or  destroyed. 
Persons  who  have  been  bitten  may  be  started  im- 
mediately on  the  Pasteur  treatment,  and  persons 
living  in  the  neighborhood  may  be  warned  to  safe- 
guard valued  pets. 

INVESTIGATION  OF  SUSPECTED  CASES 

It  goes  without  saying  that,  when  a dog  is  re- 
ported ill  or  behaving  queerly,  an  investigation 
should  be  made  immediately  by  someone  thorough- 
ly familiar  with  rabies  in  its  several  forms.  The 
investigation  should  include  not  only  a diagnosis 
but  a painstaking  inquiry  in  the  neighborhood  to 
determine  whether  other  dogs  have  been  exposed 
and  whether  human  beings  have  been  bitten. 

PASTEUR  TREATMENTS 

It  cannot  be  stated  with  scientific  precision  wheth- 
er or  not  Pasteur  treatments  administered  on  an 
extensive  scale  to  the  dogs  of  a community  threat- 
ened by  rabies  is  an  effective  means  of  checking 
the  disease.  There  are  many  veterinarians  who 
believe  that  the  procedure  is  of  practical  value. 
Some  health  officers  have  attempted  to  place  either 
this  procedure  or  restraint  on  a compulsory  basis. 
When  made  compulsory,  it  has  the  disadvantage 
of  meeting  with  considerable  popular  disapproval. 

Pasteur  treatments  should  always  be  adminis- 
tered to  human  beings  known  to  have  been  bitten 
by  rabid  animals.  If  the  bite  was  on  the  face,  it  is 
especially  important  to  start  promptly,  as  the  in- 
cubation period  may  be  short  under  such  circum- 


stances. If  a dog  had  no  symptoms  at  the  time  of 
the  accident  and  the  injury  was  not  on  the  face 
or  head,  it  is  ordinarily  safe  to  wait  for  ten 
days  while  the  dog  remains  under  observation.  If 
the  animal  remains  well,  the  Pasteur  treatments 
need  not  be  given. 

RESTRAINT  AND  MUZZLING 

Restraint  and  muzzling  of  dogs  during  a rabies 
outbreak  is  most  desirable  but  is  exceedingly  diffi- 
cult to  enforce  because  of  a misguided  sense  of  sym- 
pathy for  the  dog.  Anyone  who  has  seen  the  suffer- 
ing and  misery  of  a dog  with  rabies  would  be  con- 
vinced that  restraint  is  humane  in  comparison. 
Fortunately,  however,  if  the  precautions  already 
outlined  have  been  thoroughly  applied,  the  health 
officer  may  not  need  to  risk  incurring  the  intense 
opposition  such  a measure  tends  to  arouse. 

Observations  on  the  Mode  of  Action  of  Sulfanila- 
mide. Eleanor  A.  Bliss  and  Perrin  H.  Long,  Baltimore  {Jour- 
nal A.  M.  A.,  Nov.  6,  1937),  present  their  experimental  ob- 
servations on  the  mode  of  action  of  sulfanilamide  in  hemolytic 
streptococcic  and  other  experimental  infections  and,  in  view 
of  new  data,  they  reinterpret  their  former  observations  con- 
cerning the  role  of  phagocytosis  in  experimental  infections 
that  were  treated  with  sulfanilamide.  Sulfanilamide  inhibited 
the  growth  of  susceptible  organisms  in  vitro  and  in  vivo  it 
brought  about  a change  in  the  micro-organisms  which  per- 
mitted them  to  be  phagocytozed  by  the  white  blood  cells. 
Further  experiments  do  not  support  the  belief  that  sulfanila- 
mide has  a bactericidal  (antiseptic)  effect  in  vitro.  Its  effect 
in  the  treatment  of  experimental  streptococcic  infections  in 
mice  leads  the  authors  to  believe  that  its  action  is  primarily 
one  of  slowing  down  the  rate  of  multiplication  of  the  strep- 
tococci, thus  permitting  the  phagocytes  to  dispose  of  them  be- 
fore they  exert  a lethal  effect  on  the  mouse.  They  could  not 
demonstrate  that  the  hemolytic  streptococci  isolated  from 
the  peritoneal  exudates  of  treated  infected  mice  were  altered 
in  such  characteristics  as  the  type  of  coloniakformation,  their 
virulence  for  mice  or  the  presence  of  capsular  material.  In 
these  reports  they  were  identical  with  those  streptococci  iso- 
lated from  untreated  control  mice.  There  seemed  to  be  little 
evidence  that,  in  vivo,  the  chemical  exerted  a bactericidal 
effect.  Thus,  while  it  is  their  belief  that  the  decrease  in  the 
number  of  free  hemolytic  streptococci  in  the  exudates  repre- 
sented a bacteroistatic  and  phagocytic  effect,  it  could  be  ar- 
gued that  sulfanilamide  either  protects  the  phagocytes  from 
the  noxious  effects  of  the  streptococcic  infection  or  actually 
stimulates  them  to  increased  phagocytosis.  The  latter  possi- 
bility could  not  be  ruled  out  on  the  basis  of  the  facts  ob- 
served in  mice  infected  with  hemolytic  streptococci.  In  experi- 
mental Welch  bacillus  peritonitis  in  mice,  death  quickly 
occurs  in  untreated  mice  from  an  overwhelming  toxemia.  The 
organism  itself  is  not  resistant  to  phagocytosis,  and  from  the 
beginning  of  the  infection  the  phagocytes  are  filled  with  in- 
gested bacteria.  There  is  no  evidence  up  to  the  time  of  death 
that  phagocytosis  is  either  absolutely  or  relatively  decreased 
in  the  untreated  mice.  Treatment  with  sulfanilamide  defi- 
nitely altered  this  sequence  of  events.  From  the  beginning  of 
treatment  a decrease  in  the  bacilli  free  in  the  peritoneal  exu- 
date was  noted.  Phagocytosis  was  marked,  but  the  total 
number  of  ingested  bacteria  in  the  treated  mice  was  less  than 
in  the  control  mice.  Successive  observations  over  a period  of 
a few  hours  showed  a progressive  decrease  in  the  number 
of  free  and  ingested  bacteria  in  the  peritoneal  exudates.  The 
only  interpretation  that  can  be  placed  on  the  observed  facts 
is  that  sulfanilamide  inhibited  the  growth  of  the  bacteria  in 
vivo.  It  was  previously  shown  that  sulfanilamide  has  a bac- 
teriostatic effect  on  Clostridium  welchii  in  vitro  and  now  its 
bacteriostatic  effect  in  vivo  has  been  observed. 
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THREAT  OF  STATE  MEDICINE 

Following  the  wide  circulation  of  a questionnaire 
among  physicians  of  the  country  by  the  American 
Foundation  Studies  of  Government  about  a year 
ago,  and  the  subsequent  publication  of  its  report, 
a set  of  principles  and  proposals  from  New  York 
State  iMedical  Society  was  presented  to  the  House 
of  Delegates  of  the  American  Medical  Association 
at  its  Atlantic  City  meeting  with  the  request  that 
these  be  endorsed.  The  fact  that  the  House  of  Dele- 
gates rejected  this  endorsement  was  a consistent 
procedure,  since  the  American  Medical  Association 
has  constantly  opposed  all  plans  leading  to  the 
adoption  of  any  form  of  socialized  medicine  and 
regimentation  of  the  profession,  the  objectives 
which  these  resolutions  appeared  to  imply. 

Immediately  following  this  rejection  a “self-ap- 
pointed group  of  physicians”  prepared  a set  of 
principles  and  proposals,  embodying  in  substance 
those  that  had  been  previously  rejected,  which  were 
circulated  among  leading  physicians  in  all  parts  of 
the  country,  partly  through  correspondence  and  in 
part  by  selected  personal  solicitations,  resulting 
in  obtaining  430  signatures.  Early  in  November 
these  principles  and  proposals  were  published  in 
the  eastern  lay  press  with  the  names  of  all  these 
signers,  exploited  under  the  caption  “revolt  to  aid 
state  medicine,”  clearly  indicating  that  in  the  mind 
of  laymen  this  was  the  underlying  principle  of  this 
movement.  This  announcement  was  received  with 
enthusiasm  by  all  classes  of  individuals  who  have 
been  habitually  hostile  to  the  regular  medical  pro- 
fession, and  was  greeted  with  glee  by  the  proponents 
of  socialized  medicine  who  seemed  to  think  that  the 
long  hoped  for  rupture  in  organized  medicine  was 
in  evidence  and  would  soon  be  a reality. 

The  wide  publicity  accorded  these  announce- 
ments caused  many  of  the  signers  to  realize  that 
they  had  hastily  and  indiscreetly  accorded  their 
support  to  this  measure.  It  is  stated  that  approxi- 
mately one  hundred  of  the  signers  have  announced 
the  withdrawal  of  their  signatures,  some  stating 
that  hasty  reading  of  the  proposals  had  not  dis- 


closed to  them  their  real  purpose,  others  claiming 
that  their  support  ensued  after  observing  the  names 
of  medical  leaders  known  to  them,  whose  example 
they  thoughtlessly  followed  without  consideration. 
The  list  of  signers  included  eight  from  Oregon, 
thirteen  from  California  and  one  from  Washington, 
approximately  all  of  whom  have  declared  their  hos- 
tility to  the  principles  of  state  medicine,  that  they 
had  no  intention  of  supporting  such  measures  and 
did  not  wish  to  be  identified  with  them.  All  physi- 
cians who  have  studied  the  demonstrations  of  state 
medicine  in  other  countries  are  well  aware  of  their 
failure  to  accomplish  what  was  expected  of  them 
and  their  deplorable  effects  on  patients  and  doctors. 

The  most  lamentable  feature  of  this  controversy 
is  the  assertion  industriously  announced  and  propa- 
gated that  there  exists  a revolt  against  the  leader- 
ship of  the  American  Medical  Association  which  is 
not  supported  by  substantial  evidence.  The  Ameri- 
can Medical  Association  is  a typical,  democratic, 
representative  organization,  whose  proceedings  are 
carried  out  by  delegates  from  every  state  medical 
association,  before  whom  any  member  has  the  right 
of  appearance.  The  fact  that  certain  members  dis- 
approve of  decisions  reached  by  the  representative 
House  of  Delegates  does  not  indicate  the  rupture  or 
dissolution  of  the  organization,  and  there  is  no 
justification  for  the  assertion  of  such  a state- 
ment. 

Every  physician  having  at  heart  the  best  inter- 
ests of  the  profession  should  carefully  read  the 
editorials  bearing  on  this  controversy  which  are 
published  in  the  weekly  issues  of  The  Journal  of 
the  American  Medical  Association.  One  cannot  fail 
to  be  convinced  that  the  welfare  of  medical  prac- 
tice in  this  country  is  being  conserved  by  our  na- 
tional organization.  That  certain  interests  should 
disapprove  of  some  of  its  decisions  and  use  their 
best  efforts  to  oppose  them  is  inevitable.  In  spite  of 
all  these  facts,  the  medical  profession  will  act  wise- 
ly, if  it  retains  confidence  in  the  deliberations  and 
decisions  of  its  chosen  representatives  in  dealing 
with  the  problems  presented  concerning  socialized 
medicine  and  their  relations  to  the  problems  of 
public  health  and  public  welfare. 


TUBERCULOSIS  CHRISTMAS  SEALS 
The  sale  of  Christmas  seals  for  promotion  of 
state  and  national  campaigns  against  tuberculosis 
has  become  an  annually  established  procedure  which 
is  universally  recognized  by  the  medical  profes- 
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sion.  The  persistent  solicitations  for  support  which 
prevailed  in  former  years  has  been  supplanted  by 
this  one  wide-spread  campaign  of  selling  seals,  the 
income  from  which  meets  the  financial  obligations 
for  the  ensuing  year  for  both  national  and  local 
expenditures.  This  is  a measure  which  merits  the 
endorsement  and  support  of  the  medical  profession, 
and  they  are  justified  in  promoting  the  sale  of 
seals  as  they  have  opportunity  to  do  so. 


MEDICAL  NOTES 


The  American  Board  of  Internal  Medicine  will  hold 
its  next  written  examination  on  Monday,  February  14, 
1938,  in  various  centers  of  the  United  States  and  Canada. 
The  examination  will  consist  of  two  sessions  of  three  hours 
each  with  the  morning  session  held  at  9:00  a.m.  and  the 
afternoon  session  held  at  2:00  p.m.  The  candidates  who  are 
successful  in  this  written  examination  will  be  eligible  to 
take  the  practical  examination  which  will  be  held  in  San 
Francisco  the  Friday  and  Saturday  prior  to  the  opening 
of  the  Annual  Session  of  the  American  Medical  .Association 
in  June,  1938.  The  final  date  for  filing  applications  for  this 
written  examination  is  January  IS,  1938,  and  all  applica- 
tions should  be  in  the  office  of  the  chairman  before  that 
date.  For  further  particulars  and  application  blanks  address 
Dr.  Walter  L.  Bierring,  M.D.,  Chairman,  American  Board 
of  Internal  Medicine,  Suite  1210,  406  Sixth  .Avenue,  Des 
Moines,  Iowa. 

OREGON 

Hospital  Building  Group  Planned.  The  Sisters  of  St. 
Francis  have  approved  plans  and  let  contract  for  a group 
of  buildings,  including  a four-story  hospital  building  at  La 
Grande.  The  hospital,  to  be  known  as  St.  Joseph’s,  will 
cost  approximately  $180,000. 

Hospital  Sold.  The  Lutheran  Hospital  Association  has 
purchased  the  Protestant  hospital  at  Baker  and  will  remodel 
the  plant,  adding  a new  unit.  It  is  expected  that  the  hospital 
will  be  reopened  early  in  December. 

Nurses’  Home  Occupied.  November  13  was  moving  day 
for  nurses  at  Good  Samaritan  hospital,  Portland.  The  $100,- 
000  home  was  on  that  day  opened  for  occupancy. 

Hospital  Opened.  The  new  Belle  Knife  hospital  at  Co- 
quille  held  open  house  November  6.  Much  new  equipment 
has  been  purchased  for  this  twenty-four-bed  institution. 

Contract  Let.  Contract  has  been  let  for  construction  of 
the  new  tuberculosis  hospital  at  The  Dalles.  A Portland  firm 
was  low  bidder  with  $158,800.  The  project  includes  plans 
for  heating  plant,  laundry,  and  physicians’  cottage. 

Hospital  Staff  Elects.  Arthur  Van  Dusen  was  recently 
elected  president  of  the  staff  of  St.  Mary’s  Hospital,  Astoria. 
E.  J.  Jasper  was  elected  secretary. 

Change  in  Health  Service.  Adolph  Weinzirl,  city  health 
officer  for  Portland,  has  proposed  that  city  health  work  and 
emergency  hospital  work  be  handled  by  full-time  medical 
men  who  would  not  be  allowed  private  practice.  Jacob  J. 
Enkelis  was  named  quarantine  officer  at  Portland,  to  suc- 
ceed W.  C.  Reiner. 


Secretaries  Meeting.  Charles  E.  Hunt  of  Eugene,  Coun- 
cilor for  the  Third  District,  was  selected  by  the  Council  to 
attend  the  Annual  Conference  of  Secretaries  of  Constituent 
State  Medical  Associations.  The  meeting  was  held  in  Chi- 
cago, November  19  and  20. 

Life  Membership.  H.  R.  Biersdorf,  Harvey  G.  Parker, 
and  E.  Dewitt  Connell,  all  of  Portland,  have  recently  been 
elected  to  life  membership  in  the  Oregon  State  Medical 
Society. 

L.  A.  Maulding,  formerly  of  Gresham,  has  moved  to 
Nyssa.  He  is  a graduate  of  University  of  Oregon  Medical 
School  and  has  spent  several  years  in  hospital  training  in 
Portland  and  Seattle. 

Malpractice  Suit  Favors  Defendants.  W.  G.  Bishop 
and  Community  hospital,  Medford,  have  successfully  de- 
fended a malpractice  suit,  growing  out  of  care  rendered  vic- 
tims of  an  automobile  accident  two  years  ago. 

Emblem.  An  official  emblem  for  display  on  office  doors 
of  members  of  the  Oregon  State  Medical  Society  has  re- 
cently been  adopted. 


WASHINGTON 

New  Building  at  Steilacoom.  Auditorium  and  assembly 
hall  building  at  Western  State  Hospital,  Steilacoom,  was 
opened  November  11,  with  showing  of  motion  pictures.  The 
auditorium  has  eight  hundred  steel  chairs  and  about  six 
hundred  wicker  chairs  which  have  been  made  by  patients. 

New  County  Hospital.  Alterations  have  provided  a 
county  hospital  on  the  site  of  the  Stevens  County  poor  farm 
at  Colville.  State  Department  of  Social  Security  provided  the 
$20,000  necessary  for  construction. 

Hospital  Projects.  A number  of  new  hospitals  are  under 
consideration  in  various  sections  of  the  state.  Most  of  them 
to  be  located  and  built  according  to  suggestion  by  the  state 
health  department.  Twenty-five  thousand  dollars  will  be  ex- 
pended on  addition  to  Clark  County  hospital  at  Vancouver. 
In  some  sections  of  the  state,  counties  will  be  expected  to 
combine  in  construction  of  tuberculosis  sanatoria.  Columbia, 
Franklin  and  Walla  Walla  Counties  are  negotiating  for  such 
structures.  Similar  cooperation  is  under  consideration  by 
Benton,  Kittitas,  Klickitat  and  Yakima  Counties.  A Yakima 
architect  has  been  retained. 

Hospital  Loses  Suit.  Retrial  of  the  case  involving  burns 
incurred  by  an  infant  at  St.  Joseph’s  Hospital,  Tacoma,  five 
years  ago,  resulted  in  verdict  for  the  plaintiff  with  judgment 
for  $20,000. 

Hospital  Staff  Elects.  St.  Helen’s  Hospital  at  Chehalis 
held  election  of  officers  November  16.  W.  D.  Turner  was 
elected  president,  and  J.  P.  McDermott,  secretary. 

Prosecutor  Studies  Moral  Cases.  Prosecutor  B.  Gray 
Warner  of  King  County  is  planning  radical  improvements 
in  the  handling  of  moral  degenerates.  Full  cooperation  with 
King  County  Medical  Society  will  be  obtained. 

Broadacres  Physician  Resigns.  C.  A.  Moad,  physician 
at  the  Spokane  County  Infirmary,  Broadacres,  for  the  past 
twenty  years,  resigned  in  November  and  P.  S.  Johnson  has 
been  named  to  succeed  him,  temporarily. 

New  Health  Officer  for  Pierce  County.  N.  E.  Mag- 
nussen,  formerly  with  the  Seattle  city  health  department, 
has  been  appointed  health  officer  for  Pierce  County. 
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New  Locations.  Lawrence  M.  Wilson,  a graduate  of  the 
Washington  University  School  of  Medicine,  has  opened  an 
office  in  Olympia. 

Richard  Reekie  has  located  in  Spokane.  He  was  born  and 
raised  in  Seattle  and  after  graduation  from  the  University 
of  Michigan  Medical  School,  spent  four  years  in  the  depart- 
ment of  obstetrics  and  gynecology  there. 

Lois  F.  Ling  of  Ft.  George  Wright  has  taken  over  the  prac- 
tice of  W.  J.  Kress,  who  has  practiced  for  the  last  seventeen 
years  at  Deer  Park. 

Homer  B.  Frank,  who  graduated  from  the  University  of 
Iowa  and  interned  at  King  County  hospital,  Seattle,  has 
located  at  Ritzville. 

William  M.  Myhre  has  joined  John  Bird  for  the  practice 
of  internal  medicine  at  Spokane.  Dr.  Myhre  graduated  from 
St.  Louis  University  and  has  spent  the  past  four  years  train- 
ing at  Peter  Bent  Brigham  Hospital  at  Boston. 

J.  Colin  Lind.say,  native  of  Spokane,  has  recently  opened 
an  office  in  the  Paulsen  Medical  and  Dental  Building.  A grad- 
uate of  Creighton  University,  he  has  had  hospital  training  in 
Council  Bluffs,  Iowa,  and  Seattle. 

Tate  Mason’s  Widow  Dies.  Laura  Whittlesey  Mason, 
widow  of  the  late  J.  Tate  Mason,  Seattle,  died  suddenly 
while  visiting  in  Portland,  November  2,  from  a heart  at- 
tack. 

Injured.  John  T.  .Abraham  of  Wenatchee  was  in  the 
hospital  for  a few  days  following  an  automobile  crash  Octo- 
ber 14. 

A..  C.  McPhaden  of  Concrete  is  in  the  Rowley  General 
Hospital  at  Mt.  Vernon  with  fractured  pelvis,  the  result  of 
an  automobile  accident. 

Weddings.  R.  E.  Mullarky  of  Seattle  was  married  to  Miss 
Katherine  Leach  at  Fairchild,  Connecticut,  October  30. 
W.  F.  Cunningham  of  Seattle  and  Miss  Grace  Stocking,  his 
office  nurse  for  many  years,  were  married  in  October.  They 
immediately  left  on  a round  the  world  cruise  which  will 
take  them  through  Australia  and  New  Zealand,  then  through 
the  Mediterranean  to  continental  Europe. 


IDAHO 

Hospital  Construction  Under  Way.  New  clinic  build- 
ing at  the  State  Hospital  South,  at  Blackfoot,  has  been 
started.  The  new  building  will  be  sixty-four  by  one  hundred 
forty-two  feet,  exclusive  of  six  sun  porches. 

Clinic  Building.  A new  office  building  is  under  con- 
struction at  Boise  for  William  A.  Koelsch  and  associates. 
Estimated  cost  is  about  $40,000. 

Changes  in  State  Health  Department.  State  director 
of  health  James  W.  Hawkins  has  announced  appointment 
of  H.  L.  McMartin  as  head  of  the  division  of  maternal  and 
child  welfare.  His  headquarters  will  be  in  Boise.  He  will 
be  succeeded  in  the  Twin  Falls  district  unit  by  R.  B.  Stump. 

Elks  Entertain.  Doctors  and  lawyers  of  Boise  were 
entertained  November  10  by  the  Elks.  Nearly  five  hundred 
were  in  attendance  at  this  affair,  which  is  an  annual  event. 

State  Hospital  Damaged.  Fire  of  undetermined  cause 
did  approximately  $2,000  damage  to  laundry  of  the  state 
hospital  at  Orofino,  October  14. 


Locations.  Wallace  H.  Pierce,  graduate  of  Rush  Medical 
College,  has  returned  to  his  native  Cottonwood,  where  he 
will  practice  with  Wesley  F.  Orr. 

Don  Warden,  formerly  of  Lewistown  and  Butte,  Mon- 
tana, has  moved  to  Lewiston,  where  he  will  be  associated 
with  John  F.  Gist. 

-■Mdon  Tall  has  opened  offices  in  Rigby. 

Stephen  E.  McKenna  has  joined  the  staff  of  the  Nampa 
Clinic.  He  was  graduated  from  University  of  California 
and  had  hospital  training  in  Santa  Ana  and  Los  Angeles. 

Location.  Charles  H.  Sprague,  brother  of  F.  M.  Sprague 
of  Boise,  has  opened  an  office  in  the  Eastman  Building  in 
that  city.  He  intends  to  limit  his  practice  to  internal  medi- 
cine. For  the  past  twelve  years  he  has  been  director  of 
hospitals  for  the  city  of  Des  Moines,  Iowa. 


OBITUARIES 

Dr.  F.  M.  Carter  of  Newport,  Oregon,  died  October  16, 
aged  89.  He  was  born  in  Missouri  in  1849.  He  was  brought 
to  the  West  at  an  early  age  and  received  his  early  education 
at  Wilbur  Academy,  where  he  was  a classmate  of  Joaquin 
Miller.  He  received  his  medical  education  at  Willamette 
University,  where  he  graduated  in  1872.  He  was  interested  in 
politics  and  belonged  to  a number  of  Republican  clubs.  In 
1874  he  was  appointed  physician  to  the  Siletz  Indian  Re.s- 
ervation  and  served  in  this  capacity  for  thirteen  years,  fol- 
lowing which  he  was  named  superintendent  of  Indian 
schools  and  served  four  more  years.  He  then  entered  pri- 
vate practice. 


Dr.  Goff  MacKinnon,  of  Seattle,  Washington,  died  sud- 
denly of  a heart  attack  while  making  rounds  at  Swedish 
Hospital,  October  31.  He  was  47  years  of  age.  He  was 
born  in  Missouri  and  came  to  Seattle  at  the  age  of  ten. 
He  graduated  from  University  of  Washington  with  a bache- 
lor’s degree  and  received  his  medical  education  at  Univer- 
sity of  Pennsylvania,  where  he  graduated  in  1916.  After 
training  in  ear,  nose  and  throat  work,  he  came  to  Seattle 
in  1919  and  was  associated  in  practice  with  his  father,  the 
late  Dr.  John  A.  MacKinnon.  After  his  father’s  death  in 
1924,  he  became  associated  with  a clinic,  but  for  the  past 
two  years  had  officed  in  the  Medical  and  Dental  Building. 


Dr.  Charles  Wallace  Thomas  of  Milton,  Oregon,  died 
suddenly  October  2S.  Death  was  due  to  a heart  attack. 
He  was  born  at  Cedar  Rapids,  Iowa,  in  1867  and  at  the  age 
of  four  years  was  brought  to  the  Walla  Walla  valley  by  his 
parents,  who  crossed  the  plains  with  pioneers  of  the  day. 
He  received  his  arts  education  at  Whitman  College,  Walla 
Walla,  and  later  graduated  from  Jefferson  Medical  College, 
Philadelphia,  in  1892.  He  returned  to  the  Walla  Walla  val- 
ley in  1894  and  two  years  later  moved  to  Milton,  where  lie 
has  practiced  constantly  since.  At  the  time  of  his  death  he 
was  president  of  Umatilla  County  Medical  Society.  He  had 
been  health  officer  for  Milton  for  the  past  twenty  years. 
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REPORTS  OF  SOCIETY  MEETINGS 

OREGON  STATE  MEDICAL  SOCIETY 

MINUTES  OF  THE  SIXTY-THIRD  ANNUAL  MEET- 
ING OF  OREGON  STATE  MEDICAL  SOCIETY  HELD 
AT  MARION  HOTEL,  SALEM,  OREGON, 
OCTOBER  20-23,  1937 
HOUSE  OF  DELEGATES 
First  Session 
Wednesday,  October  20 

The  opening  session  of  the  House  of  Delegates  was  called 
to  order  by  President  Charles  S.  Sears  at  9:30  a.m.,  in  the 
Sample  Room  at  Marion  Hotel, 

President  Sears  announced  the  appointment  of  the  Com- 
mittee on  Credentials  as  follows:  Morris  L.  Bridgeman, 
chairman;  J.  C.  Hayes,  and  R.  M.  Waltz. 

On  roll-call,  the  following  members  of  the  Council  were 
present : 

Charles  E.  Sears,  president;  Charles  T.  Sweeney,  presi- 
dent-elect; J.  C.  Vandevert,  first  vice-president;  W.  W. 
Baum,  second  vice-president;  Richard  B.  Adams,  third 
vice-president;  Morris  L.  Bridgeman,  secretary;  Councilors, 
Guy  L.  Boyden,  Blair  Holcomb,  O.  C.  Hagmeier,  Charles 
E.  Hunt,  J.  C.  Hayes,  Joseph  P.  Brennan,  and  Leslie  S. 
Kent;  John  H.  Fitzgibbon,  delegate  to  the  American  Medi- 
cal Association. 

The  following  delegates  were  present: 

E.  H.  Kelley  of  Corvallis,  Benton  County  Medical  So- 
ciety; C.  J.  Rademacher  of  Bend,  Central  Oregon  Medical 
Society;  L.  M.  Bain  of  Albany,  Central  Willamette  Medical 
Society;  E.  A.  Woods  of  Ashland,  Jackson  County  Medical 
Society;  L.  D.  Goss  of  Klamath  Falls,  Klamath  and  Lake 
Medical  Society;  E.  L.  Zimmerman  and  G.  S.  Beardsley  of 
Eugene,  Lane  County  Medical  Society;  F.  Bertram  Zener, 
John  H.  Labadie,  H.  vH.  Thatcher,  C.  O.  Sturdevant,  Roy 
S.  Stearns,  William  C.  Panton,  Merle  M.  Moore,  A.  B. 
Dykman,  Leon  A.  Goldsmith,  George  E.  Henton  and  How- 
ard C.  Stearns  of  Portland,  and  R.  A.  Bissett  of  Tigard, 
Multnomah  County  Medical  Society;  R.  M.  Waltz  and  V. 
E.  Hockett  of  Salem,  Polk-Yamhill-Marion  Medical  So- 
ciety; Byron  G.  Bailey  of  Grants  Pass,  Southern  Oregon 
Medical  Society;  R.  E.  Ringo  of  Tillamook,  Tillamook 
County  Medical  Society.  The  executive  secretary  was  also 
present. 

Morris  L.  Bridgeman,  chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regularly 
elected  delegates  from  certain  component  societies,  certain 
members  were  present  and  eligible  to  be  seated.  On  motion 
duly  made  and  seconded,  Paul  H.  Starr  of  Clatskanie,  Co- 
lumbia County  Medical  Society;  J.  D.  Rankin  of  Coquille, 
Coos  and  Curry  County  Medical  Society,  and  Thomas  E. 
Griffith  of  The  Dalles,  Mid-Columbia  Medical  Society, 
were  seated  by  vote  of  the  House. 

President  Sears  announced  the  appointment  of  the  fol- 
lowing committees: 

Resolutions:  Thomas  E.  Griffith,  chairman;  L.  M.  Bain, 
J.  D.  Rankin. 

New  Business:  C.  0.  Sturdevant,  chairman;  W.  W.  Baum, 
G.  S.  Beardsley. 

On  motion  duly  made  and  seconded,  it  was  voted  to  dis- 
pense with  the  reading  of  the  minutes  of  the  last  annual 
session,  the  same  having  been  printed  in  the  December, 
1936,  issue  of  Northwest  Medicine. 

letter  from  the  Illinois  State  Medical  Society  requesting 
action  in  opposition  to  Senate  Joint  Resolution  188,  now 
pending  in  the  U.  S.  Senate,  providing  for  the  regimentation 
of  the  medical  profession  for  the  care  of  the  so-called  im- 
poverished, was  read.  Dr.  Fitzgibbon  stated  that  this  com- 
munication was  very  important  and  that  he  would  discuss 


it  in  his  report.  He  also  stated  that  Dr.  Fenton,  trustee  of 
the  American  Medical  Association,  would  have  information 
concerning  the  resolution  and  the  purposes  behind  it. 

Dr.  Fitzgibbon  moved  that,  inasmuch  as  certain  confi- 
dential matters  would  be  presented  to  the  House  for  con- 
sideration, a special  Reference  Committee  on  Executive 
Session  be  appointed  by  the  President  to  handle  such  mat- 
ters and  bring  in  a report  at  a later  session.  This  motion 
was  duly  seconded  and  carried. 

President  Sears  announced  the  appointment  of  the  Ref- 
erence Committee  on  Executive  Session  as  follows:  Charles 
E.  Hunt,  chairman;  C.  J.  Rademacher,  Guy  L.  Boyden. 

President  Sears  referred  the  letter  and  resolution  from 
the  Illinois  State  Medical  Society  to  the  special  Committee 
on  Executive  Session. 

President  Sears  stated  that  this  all-day  session  was  an 
innovation  inaugurated  because  many  of  the  up-state  mem- 
bers had  requested  that  more  time  be  provided  for  the  dis- 
cussion of  issues  presented  to  the  House  of  Delegates. 

COMMITTEE  REPORTS 
Report'  of  Secretary 

The  following  report  presents  an  outline  of  the  chief 
activities  of  the  Society  since  the  last  annual  session  and  a 
summary  of  the  actions  of  the  Council  and  its  Executive 
Committee  during  this  period. 

By  vote  of  the  Council,  the  rebate  of  $S  on  the  dues 
of  active  members,  which  had  been  voted  annually  by  the 
council  during  the  years  1933  to  1936  inclusive,  was  dis- 
continued. Notwithstanding  this  action,  the  membership  of 


the  Society  is  greater 

than  it 

has  ever  been 

. The  present 

status  of  our  membership  is 

indicated  in 

the  following 

table: 

Owing  prior 

to  1936 

Paid 

Paid 

but  paying 

1936 

1937 

Totals 

.\ctive  33 

90 

S30 

6S3 

Junior  1 

9 

37 

47 

Associate  1 

11 

12 

Life 

16 

Honorary 

17 

Non-Resident  2 

2 

6 

10 

Total  37 

101 

584^ 

7SS 

It  is  particularly  noteworthy  that  expulsions  and  resig- 
nations of  some  members  of  certain  component  societies 
have  been  offset  many  times  by  the  election  of  new  mem- 
bers. 

The  Council  and  its  Executive  Committee  have  per- 
formed their  functions  conscientiously  and  efficiently  and 
have  acted  in  the  interests  of  scientific  medicine  and  the 
public  health  in  connection  with  many  subjects  presented 
to  them  during  the  course  of  the  year.  The  Council  held 
monthly  meetings  except  during  the  summer  vacation.  The 
Executive  Committee  held  semiweekly,  weekly  or  biweekly 
meetings  as  required  during  the  interim  between  Council 
meetings. 

In  conformity  to  the  established  policy  of  informing 
the  members  of  the  component  societies  concerning  the 
problems  and  activities  of  the  state  society,  the  Council 
held  two  meetings  outside  of  Portland.  One  of  these  was 
held  at  Roseburg,  to  which  the  members  of  Southern  Ore- 
gon Medical  Society,  assembled  in  annual  meeting,  were 
invited.  The  second  of  these  meetings  was  held  at  Bend 
and  members  of  the  Central  Oregon  Medical  Society  were 
invited  to  attend.  Supplementing  these  meetings  outside  of 
Portland,  representatives  of  the  Council  were  assigned  to 
discuss  current  problems  and  policies  before  Coos  and  Cur- 
ry Medical  Society,  Yamhill  County  Medical  Society,  and 
Clackamas  County  Medical  Society.  The  Council,  therefore, 
during  the  past  two  years,  has  contacted  by  one  or  the 
other  of  these  methods  practically  all  the  component  socie- 
ties. It  is  believed  that  these  efforts  have  been  helpful  in 
informing  the  medical  profession  throughout  the  state  con- 
cerning the  major  problems  now  confronting  them  and  the 
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policies  developed  by  the  Society  in  dealing  with  these 
problems. 

The  following  summary  provides  information  concerning 
the  principal  actions  of  the  Council  since  the  last  annual 
session; 

ACTIONS  OF  THE  COUNCIL 

1.  Authorized  the  obtaining  of  an  opinion  from  Attorney 
Estes  Snedecor  as  to  whether  an  employer,  without  qualify- 
ing under  the  state  law  regulating  hospital  associations,  may 
lawfully  arrange  with  his  employees  to  make  monthly  de- 
ductions from  their  wages  for  the  purpose  of  providing  a 
fund  from  which  the  employer  may  pay  hospital,  profes- 
sional and  other  services  rendered  to  sick  and  injured  em- 
ployees. 

2.  Voted  to  send  a group  of  representatives  to  the  meet- 
ing of  Clackamas  County  Medical  Society  on  November 
12,  1936,  to  discuss  the  Principles  of  Medical  Ethics,  par- 
ticularly in  their  application  to  contract  practice  and  the 
policies  concerning  contract  practice  recently  adopted  by 
the  Council  and  affirmed  by  the  House  of  Delegates  at  The 
Dalles  Session. 

3.  Authorized  the  sending  of  a letter  to  each  member  of 
the  Oregon  delegation  in  Congress,  calling  their  attention  to 
the  undesirability  of  any  compulsory  system  of  sickness 
insurance. 

4.  Appointed  a committee  consisting  of  Robert  L.  Benson, 
Karl  H.  Martzloff,  Louis  P.  Gambee  and  Frank  R.  Mount, 
to  cooperate  with  the  State  Relief  Committee  in  a study 
and  analysis  of  the  problems  of  providing  medical,  dental 
and  nursing  services  and  hospitalization  to  indigent  persons 
and  to  submit  a report  of  findings  and  recommendations  as 
to  policies  and  procedures  for  providing  such  services. 

5.  Authorized  the  drafting  of  bills  for  introduction  in  the 
State  Legislature  providing  for  amendments  to  strengthen 
the  Medical  Practice  Act  and  the  Doctors  Title  Act,  as  well 
as  a bill  providing  that  it  shall  be  a misdemeanor  for  any 
person  to  make  false  representations  concerning  his  indi- 
gency for  the  purpose  of  obtaining  charity  care  of  any  kind. 

6.  Submitted  to  the  Committee  on  Publication,  for  its 
consideration  in  connection  with  the  appointment  of  the 
associate  editors  of  Northwest  Medicine,  the  names  of 
the  following  members:  Frank  R.  Mount,  Blair  Holcomb, 
Banner  R.  Brooke,  Howard  P.  Lewis,  B.  O.  Woods,  Martin 

Howard,  and  F.  Bertram  Zener  of  Portland;  Charles  E. 
Hunt  of  Eugene;  E.  H.  McLean  of  Oregon  City;  and  E. 
D.  Lamb  of  Klamath  Falls. 

7.  Recommended  that  the  Committee  on  the  Revision  of 
Constitution  and  By-Laws  consider  the  consummation  of 
such  changes  as  will  provide  in  Oregon  State  Medical  So- 
ciety and  each  component  society  a special  membership  for 
senior  medical  students  and  internes. 

8.  Authorized  the  purchase  of  2,000  copies  of  the  pam- 
phlet, “On  the  Witness  Stand,”  recently  published  by  the 
Public  Relations  Bureau  of  the  Medical  Society  of  the  State 
of  New  York,  which  exposes  the  fallacies  of  compulsory 
sickness  insurance. 

9.  Appointed,  at  the  request  of  Dr.  Thomas  Parran, 
Surgeon-General  in  charge  of  the  U.  S.  Public  Health 
Service,  a committee  to  advise  with  the  State  Health  Officer 
and  him  concerning  the  projected  syphilis  control  program 
of  the  federal  and  state  governments. 

10.  Recommended  that  a committee  be  appointed  to  con- 
fer with  Governor  Charles  H.  Martin  concerning  appoint- 
ments to  fill  existing  vacancies  in  the  State  Board  of  Health. 

11.  .Authorized  the  employment  of  Mr.  W.  S.  Kirkpatrick 
of  Portland,  public  relations  counsel,  to  make  a preliminary 
survey  concerning  a public  relations  program  at  a cost  not 
to  exceed  $50. 

12.  Voted  to  extend  cooperation  to  the  Oregon  Rural 
Rehabilitation  Division  of  the  Resettlement  Administration 
in  providing  medical  service  to  its  clients  under  a plan 
similar  to  that  followed  in  providing  medical  care  to  clients 
of  the  State  Emergency  Relief  .Administration,  with  com- 
pensation to  physicians  on  a “medical  act”  basis  under  the 
minimum  fee  schedule  of  the  Society,  less  a discount  of  50 
per  cent;  provided  that  the  discount  from  the  minimum 
fee  schedule  may  be  greater  than  50  per  cent  in  cases  where 
the  attending  physician  believes  such  adjustment  necessarj' ; 
and,  further,  that  the  Executive  Committee  be  authorized 
to  make  such  further  adjustments  as  it  deems  proper  in  the 


course  of  negotiations  with  officials  of  the  Oregon  Rural 
Rehabilitation  Division. 

13.  Voted  to  disapprove  a bill,  proposed  by  a committee 
of  clinical  pathologists  headed  by  Dr.  H.  H.  Foskett,  to. 
provide  for  state  regulation  of  clinical  laboratories  and  that 
this  committee  be  requested  to  formulate,  in  the  near 
future,  a proposal  for  this  purpose  for  the  consideration  of 
the  Council. 

14.  Voted  to  discontinue  the  rebate  of  $5  on  the  annual 
dues  of  active  members  made  during  1933,  1934,  1935  and 
1936. 

15.  Voted  that  the  1937  annual  session  be  held  at  Salem. 

16.  .Accepted,  with  extreme  regrets,  the  resignation  of 
President  Thomas  Wynne  Watts. 

17.  Following  the  resignation  of  Thomas  Wynne  Watts 
as  President,  elected  Charles  E.  Sears  as  president,  J.  C. 
Vandevert  as  first  vice-president,  W.  W.  Baum  as  second 
vice-president,  and  Richard  B.  Adams  as  third  vice-presi- 
dent. 

18.  .Adopted  a recommendation  recognizing  the  desir- 
ability of  favoring  a widespread  distribution  of  Hygeia 
as  one  of  the  methods  of  obtaining  the  general  dissemina- 
tion of  information  concerning  scientific  medicine  and  medi- 
cal problems. 

19.  .Authorized  the  expenditure  of  a sum  not  to  exceed 
$75,  for  Hygeia  subscriptions  to  schools,  institutions  and 
public  officials  for  this  year;  that  this  money  be  used  to 
carry  out  an  experimental  program  in  some  county  to  be 
selected  by  the  Executive  Committee  and  representatives 
of  the  Woman’s  Auxiliary;  and  that  the  method  of  carry- 
ing out  this  experimental  program  be  left  to  the  discretion 
of  the  Executive  Committee  and  representatives  of  the 
Woman’s  Auxiliary. 

20.  .Authorized  the  purchase  of  a steel  file  for  the  Society 
office. 

21.  Appointed  the  following  committee  on  syphilis  con- 
trol to  cooperate  with  the  U.  S.  Public  Health  Service  and 
the  State  Board  of  Health  in  the  development  of  the  Ore- 
gon program  in  this  field:  Morris  L.  Bridgeman,  Earl  M. 
Anderson,  W.  Ronald  Frazier,  H.  Welland  Howard,  Lyle 
B.  Kingerj’,  Merl  L.  Margason,  Howard  C.  Stearns,  C.  0. 
Sturdevant,  and  Charles  P.  Wilson.  .Also  recommended 
that  each  county  and  district  medical  society  be  requested 
to  appoint  a member  to  act  with  this  basic  committee. 

22.  Submitted  to  Governor  Charles  H.  Martin  the  names 
of  E.  D.  Johnson  of  Klamath  Falls,  E.  D.  Lamb  of  Klam- 
ath Falls,  and  J.  C.  Hayes  of  Medford,  for  his  consideration 
in  filling  the  then  existing  vacancy  on  the  State  Board  of 
Medical  Examiners. 

23.  .Authorized  the  addressing  of  a letter  to  all  the  com- 
ponent societies,  calling  their  attention  to  the  provisions  of 
The  Principles  of  Medical  Ethics  and  the  various  pro- 
nouncements of  the  House  of  Delegates  of  American  Medi- 
cal .Association  and  the  House  of  Delegates  of  Oregon 
State  Medical  Society  concerning  contract  practice  and  re- 
lated subjects,  and  soliciting  their  cooperation  in  procuring 
among  their  membership  the  observance  of  the  principles 
set  forth  therein. 

24.  Voted  to  extend  its  appreciation  to  the  Committee 
on  Public  Policy  and  to  the  physician-members  of  the 
State  Legislature  for  their  effective  work  in  dealing  with 
medical  legislation  at  the  1937  session. 

25.  .Adopted  a resolution  expressing  its  appreciation  of 
the  services  rendered  to  scientific  medicine  and  the  public 
health  by  our  late  president,  Thomas  Wynne  Watts,  and 
expressing  its  profound  sorrow  at  his  passing. 

26.  .Adopted  a resolution  expressing  its  appreciation  of 
the  labors  of  Harold  B.  Myers  in  behalf  of  scientific  medi- 
cine and  in  the  training  of  many  high  type  physicians  and 
expressing  its  deep  sorrow  on  his  death. 

27.  Voted  to  request  the  support  of  the  Oregon  delega- 
tion in  Congress  in  adding  an  amendment  to  H.  5030,  now 
pending,  to  add  to  the  pension  list  acting  and  contract 
surgeons  who  served  in  the  Spanish-.American  War. 

28.  Voted  to  take  no  official  action  on  the  request  of 
President  Dexter  M.  Keezer  of  Reed  College  that  a list 
of  physicians  be  recommended  for  consideration  by  the 
College  for  an  honorary  degree. 

29.  .Approved  alternative  plans  for  the  medical  care  of 
clients  of  the  Resettlement  .Administration,  submitted  by 
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the  special  Committee  on  the  Study  of  Medical  Care  for 
Relief  Clients. 

30.  Voted  that  a letter  be  addressed  to  Mr.  Ralf  Couch, 
Secretary  of  University  of  Oregon  Medical  School,  in- 
quiring as  to  whether  any  arrangement  exists  whereby  the 
services  of  the  faculty  of  the  Medical  School  are  available 
to  the  University  faculty  at  Eugene  on  a basis  of  fees 
below  the  customary  charges  made  to  individuals  with 
comparable  incomes. 

31.  Authorized  the  making  of  a request  to  Senator 
Charles  L.  McNary  that  he  ask  for  an  investigation  of  the 
activities  of  the  Home  Owners  Loan  Corporation  in  con- 
nection with  the  organization  of  medical  cooperatives 
among  federal  employees  in  Washington,  D.  C. 

32.  .\pproved  a proposal  by  the  Woman’s  .Auxiliary  for 
placing  Hygeia  in  public  schools,  libraries,  etc.,  in  Wallowa 
County  at  an  estimated  cost  of  $60. 

33.  Voted  to  request  that  the  State  Industrial  Accident 
Commission  increase  the  fee  of  $1  now  being  allowed  for 
diathermy  treatments. 

34.  Authorized  the  employment  of  Attorney  Estes  Snede- 
cor  to  assist  in  filing  with  the  Commissioner  of  Internal 
Revenue  a claim  for  exemption  from  Title  VIII  of  the 
Social  Security  Act. 

35.  .Authorized  the  expenditure  of  $300  to  cover  the 
expense  of  guest  speakers  at  the  annual  session. 

36.  Voted  that  a committee  be  appointed  to  study  the 
problems  of  contract  practice  in  all  local  communities  in 
which  such  problems  exist  and  to  make  a report  to  the 
Council  containing  specific  recommendations  to  guide  the 
State  Medical  Society  and  the  component  medical  societies 
in  dealing  with  these  problems  not  later  than  October  1. 

37.  Adopted  a form  to  be  submitted  by  all  members  who 
have  made  or  contemplated  making  contracts  for  the  ren- 
dering of  medical  service. 

38.  Voted  to  exercise,  under  appropriate  conditions,  origi- 
nal jurisdiction  in  unethical  situations  brought  to  its  at- 
tention. 

39.  Voted  to  create  a Grievance  Committee  to  investi- 
gate and  present  information  concerning  unethical  prac- 
tices which  transcend  the  boundaries  of  any  particular 
component  medical  society  and  are  such  that  they  cannot 
be  efficiently  handled  by  the  component  medical  societies. 

40.  .Authorized  the  remodeling  of  the  Society  headquar- 
ters to  provide  a room  for  the  Woman’s  Auxiliary  and 
authorized  the  equipping  of  this  room  to  facilitate  the 
clerical  work  and  public  relations  activities  of  the  Auxiliary. 

This  summary  is  designed  to  provide  pertinent  informa- 
tion concerning  the  wide  range  of  problems  confronting 
the  Council  and  its  Executive  Committee  and  the  well-con- 
sidered action  taken  in  dealing  with  each. 

Your  secretary  wishes  to  take  this  occasion  to  indicate 
his  sincere  appreciation  of  the  helpfulness  shown  by  our 
officers,  councilors,  committeemen,  and  executive  secretary, 
as  well  as  the  membership  as  a whole. 

Morris  L.  Bridgeman, 

Secretary 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Report  of  Treasurer 

Your  Treasurer  submits  the  following  report  based  on 
information  contained  in  the  detailed  report  covering  our 
most  recent  six-months  accounting  period  ending  June  30, 
1937.  The  report  of  this  semiannual  audit  made  by  Mr. 
C.  T.  Kronenberg,  certified  public  accountant,  will  be  sub- 
mitted with  this  report. 

GENERAL  EUND 

Receipts  from  members  dues  for  this  six-months  period 
exceeded  the  receipts  during  any  similar  period  in  the  his- 
tory of  the  society.  A total  of  $10,492.27  was  received  dur- 
ing this  period.  It  was  expected  that  receipts  for  the  first 
six  months  of  the  year  would  exceed  the  total  receipts  of 
$8,848.08  for  the  similar  period  of  1936,  because  the  re- 
bate of  $5  on  the  annual  dues  of  active  members  was  dis- 
continued. Nevertheless,  receipts  for  the  first  six  months  of 
this  year  also  exceeded  the  total  receipts  of  $8,222.39  for 
the  similar  period  of  1932,  the  last  year  during  which  the 
full  annual  dues  of  $20  were  collected  from  active  members. 

The  current  cash  balance  in  the  General  Fund  on  June 


30,  1937  was  $5,905.56,  plus  a savings  account  of  $781.35, 
or  a total  of  $6,686.91.  Bills  payable,  including  expense 
items  and  turnovers  of  local  society  dues,  totalled  $879.15, 
leaving  a net  cash  balance  of  $5,807.76.  This  net  cash  bal- 
ance exceeds  by  $1,675.75  the  net  cash  balance  of  $4,132.01 
of  a year  ago. 

MEDICAL  DEFENSE  FUND 

The  allotment  to  this  fund  of  $3  per  year  from  the  an- 
nual dues  of  each  active  member  was  discontinued  in  1933. 
This  fund  now  grows  only  from  interest  earned  on  monies 
in  savings  accounts  and  securities.  No  disbursements  have 
been  made  from  this  fund  for  several  years,  because  our 
members  are  now  able  to  obtain  physicians  liability  insur- 
ance at  reasonable  rates.  During  the  six-months  period 
ending  June  30,  1937,  $347.10  was  earned  on  invested  se- 
curities and  savings  accounts.  There  were  no  disbursements 
during  the  period.  The  cash  balance  in  the  savings  ac- 
count at  the  close  of  the  period  was  $1,506.44,  as  against 
a cash  balance  of  $814.88  a year  ago. 

INVESTED  FUNDS 

The  invested  funds  of  the  General  Fund  June  30,  1937, 
consisted  of  securities  costing  $5,558.72.  The  market  value 
of  these  securities  was  $5,702.50,  or  $143.78  in  excess  of 
cost. 

The  invested  funds  of  the  Medical  Defense  Fund  on  that 
date  consisted  of  securities  costing  $19,762.10.  These  securi- 
ties had  a market  value  of  $18,759.05,  or  $1,002.90  below 
cost. 

The  securities  owned  by  the  Society  are  in  good  condi- 
tion with  the  exception  of  $2,000  of  Chile  bonds,  the  in- 
terest on  which  has  been  in  default  for  some  years.  Except 
for  those  bonds  and  $1,000  of  Interstate  Public  Service 
bonds,  all  securities  are  not  worth  more  than  cost  and  on 
the  average  are  producing  a higher  yield  for  the  same  se- 
curity of  principal  than  could  be  had  from  present  avail- 
able investments. 

.A  series  of  6 per  cent  .Argentine  bonds  due  in  1960,  of 
which  the  Medical  Defense  Fund  held  $3,000,  were  called 
at  par  on  September  1,  1937.  The  calling  of  these  bonds 
will  necessitate  the  reinvestment  of  this  amount.  By  a rul- 
ing of  the  Council,  the  Treasurer  may  now  only  invest 
Society  funds  in  bonds  of  the  federal  government. 

From  this  report  it  will  be  seen  that  the  finances  of  the 
Society  are  on  a firm  basis.  A sound  balance  exists  between 
current  receipts  and  expenditures.  In  other  words,  we  have 
kept  and  are  keeping  our  budget  more  than  balanced  and 
for  the  most  part  have  invested  our  surplus  funds  in  se- 
curities which  are  safe  and  yet  5deld  a reasonable  return. 

W.  F.  HdLLENBECK, 

Treasurer 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Delegate  to  the  American  Medical  Association 

John  H.  Fitzgibbon  presented  a detailed  verbal  report  of 
the  actions  of  the  House  of  Delegates  of  the  American 
Medical  .Association  at  the  1937  session  at  .Atlantic  City. 
He  expressed  his  appreciation  of  the  efforts  of  Karl  H. 
Martzloff,  who  assisted  him  in  presenting  the  viewpoint  of 
our  society  to  the  committees  of  the  House  of  Delegates. 

On  motion  of  Dr.  Holcomb,  and  duly  seconded,  it  was 
voted  that  the  House  go  on  record  as  expressing  its  appre- 
ciation of  Dr.  Fitzgibbon’s  effective  work  as  delegate  to 
the  .American  Medical  .Association  and  of  the  credit  re- 
flected upon  the  Society  by  his  valuable  service  on  im- 
portant committees. 

President  Sears  called  attention  to  the  fact  that  Dr. 
Fitzgibbon  had  not  sought  election  to  his  position  as  dele- 
gate to  the  .American  Medical  .Association  and  that  it  had 
been  necessary  to  draft  him  for  the  position  at  the  1935 
session.  He  further  stated  that  he  had  heard  numerous 
favorable  comments  from  physicians  in  many  states  con- 
cerning Dr.  Fitzgibbon’s  activities  as  a delegate. 

.At  12:15  p.m.,  it  was  voted  to  adjourn  until  2:00  p.m. 
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The  House  of  Delegates  was  called  to  order  by  Presi- 
dent Charles  E.  Sears  at  2:00  p.m.,  in  the  Sample  Room 
at  the  Marion  Hotel. 

On  roll-call,  the  following  members  of  the  Council  were 
present: 

Charles  E.  Sears,  president ; Charles  T.  Sweeney,  presi- 
dent-elect; J.  C.  Yandevert,  first  vice-president;  W.  W. 
Baum,  second  vice-president;  Richard  B.  Adams,  third 
vice-president ; Morris  L.  Bridgeman,  secretary ; Councilors 
Guy  L.  Boyden,  Blair  Holcomb,  O.  C.  Hagmeier,  Charles 
E.  Hunt,  J.  C.  Hayes,  E.  D.  Lamb,  Joseph  P.  Brennan, 
and  Leslie  S.  Kent;  Ralph  Fenton,  trustee  of  the  .Ameri- 
can Medical  .Association;  John  H.  Fitzgibbon,  delegate  to 
the  .American  Medical  Association. 

The  following  delegates  were  present: 

E.  H.  Kelley  of  Corvallis,  Benton  County  Medical  So- 
ciety; C.  J.  Rademacher  of  Bend,  Central  Oregon  Medical 
Society;  L.  M.  Bain  of  .Albany,  Central  Willamette  Medi- 
cal Society;  R.  J.  Pilkington  of  .Astoria,  Clatsop  County 
Medical  Society;  Paul  H.  Starr  of  Clatskanie,  Columbia 
County  Medical  Society;  J.  D.  Rankin  of  Coquille,  Coos 
and  Curry  Medical  Society;  E.  .A.  Woods  of  Ashland, 
Jackson  County  Medical  Society;  L.  D.  Goss  of  Klamath 
Falls,  Klamath  and  Lake  Medical  Society;  E.  L.  Zimmer- 
man and  G.  S.  Beardsley  of  Eugene,  Lane  County  Medi- 
cal Society;  Thomas  E.  Griffith,  of  The  Dalles,  Mid-Colum- 
bian Medical  Society;  F.  Bertram  Zener,  John  H.  Labadie, 
H.  vH.  Thatcher,  C.  O.  Sturdevant,  Roy  S.  Stearns,  Wil- 
liam C.  Panton,  Merle  M.  Moore,  A.  B.  Dykman,  Leon  .A. 
Goldsmith,  Charles  P.  Wilson,  and  Howard  C.  Stearns  of 
Portland,  Multnomah  County  Medical  Society;  Byron  G. 
Bailey  of  Grants  Pass,  Southern  Oregon  Medical  Society; 
R.  E.  Ringo  of  Tillamook,  Tillamook  County  Medical 
Society.  The  executive  secretary  was  also  present. 

Morris  L.  Bridgeman,  chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regularly 
elected  delegate  of  Clackamas  County  Medical  Society,  E. 
H.  McLean  of  Oregon  City  was  present  and  eligible  to  be 
seated.  On  motion  duly  made  and  seconded.  Dr.  McLean 
was  seated  by  vote  of  the  House. 

.Committee  on  Scientific  Work 

The  Committee  on  Scientific  Work  has  had  as  its  major 
object  the  planning  of  the  scientific  program  and  exhibit 
for  the  63rd  .Annual  Session. 

The  program  was  planned  with  the  general  practitioner 
in  mind.  It  was  felt  that  all  papers  submitted  and  finally  ap- 
proved should  be  of  value  and  interest  to  the  general  man. 
.A  large  number  of  papers  were  submitted  so  that  two  sec- 
tions on  the  first  morning  were  necessary.  This  allows  the 
men  attending  to  choose  as  they  wish. 

It  was  thought  that  as  nearly  as  possible,  the  meeting 
should  be  kept  centralized  and  that  no  clinics  or  meetings 
should  be  held  during  the  noon  hour,  as  this  usually  dis- 
rupts the  general  session.  For  those  who  wished,  clinics  at 
the  various  Salem  institutions  were  scheduled,  and  those 
who  desired  could  attend. 

Three  outside  speakers  were  obtained,  namely:  Lester 
Reynold  Dragstedt,  Fuller  Albright,  and  William  Waldo 
Bauer;  two  at  the  expense  allowed  by  the  Council.  The 
expenses  of  one  of  the  men,  L.  R.  Dragstedt,  is  to  be  split 
with  the  Portland  Academy  of  Medicine.  W.  W.  Bauer 
was  sent  by  the  American  Medical  .Association  at  the  re- 
quest of  the  Council  of  our  Society. 

It  was  hoped  that  more  scientific  exhibits  could  be  se- 
cured. This  is  a field  that  can  be  developed.  More  exhibits, 
especially  from  outside  of  Portland,  should  be  encouraged. 
We  were  indeed  happy  to  receive  one  on  the  “History  of 
Blood  Transfusion,”  by  Harry  J.  .Alvis  of  McMinnville. 

During  the  year,  many  of  the  local  societies  have  con- 
tacted the  committee  for  speakers  and  these  have  been  fur- 
nished. It  is  hoped  that  the  local  societies  will  feel  free  to 
call  on  the  committee  for  speakers  in  the  future. 

If  there  is  any  complaint  by  our  committee,  it  is  that  we 


are  sorry  that  more  papers  outside  of  Portland  are  not 
submitted.  We  suggest  that  next  year  each  secretary  of 
every  local  society  take  it  upon  himself  to  see  that  at  least 
one  paper  is  offered  from  that  society. 

It  is  needless  to  say  that  the  Committee  as  a whole 
would  have  been  lost  without  the  coordination  of  Mr. 
Clyde  C.  Foley.  He  was  always  vvilling  and  worked  out  the 
details  of  the  program  arrangement  and  management  of  the 
scientific  sessions.  Thanks  are  hereby  offered  him,  for  it 
meant  meeting  with  one  or  more  of  us  on  several  evenings 
and  usually  daily  during  the  final  three  months. 

As  chairman  of  the  Committee,  I wish  to  thank  Louis 
Gambee  and  Kenneth  Power.  Both  men  were  willing  at  all 
times  to  help,  and  their  advice  was  valuable  in  planning 
the  program. 

Morris  L.  Bridgeman, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Committee  on  Public  Policy 

The  principal  work  of  this  committee  during  the  past 
year  was  in  connection  with  legislation  in  the  1937  State 
Legislature  affecting  scientific  medicine  and  the  public 
health.  Our  society  sponsored  only  a few  measures,  but  our 
committee  was  kept  busy  throughout  the  session  combat- 
ting bills  sponsored  by  other  groups,  the  passage  of  which 
would  have  been  damaging  to  the  medical  profession  and 
the  public. 

Our  committee  was  successful  in  obtaining  the  passage 
of  the  only  three  measures  sponsored  by  our  Society: 
House  Bill  236  which  provides  that  it  shall  be  a misde- 
meanor for  any  person  to  falsify  his  financial  status  in 
order  to  procure  charity  or  to  secure  services,  commodities 
or  supplies  from  a clinic,  charitable  institution  or  person; 
House  Bill  246  which  strengthens  the  Medical  Practice  Act 
in  a number  of  important  particulars;  and  House  Bill  272 
which  strengthens  the  Doctors’  Title  Act  by  requiring  a 
practitioner  or  a group  of  practitioners  who  practice  under 
an  assumed  name  to  designate  in  all  advertising  the  particu- 
lar branch  of  the  healing  art  in  which  each  is  licensed. 

The  National  Hospital  Association  was  very  active  in 
seeking  to  obtain  the  passage  of  House  Bills  281,  282,  and 
283.  The  general  purpose  of  these  bills  was  to  entrench 
the  large  hospital  associations.  This  association  also  spon- 
sored House  Bill  3S2,  to  prevent  the  hospitals  from  exer- 
cising control  over  the  ethical  standards  of  their  staffs.  This 
bill  was  designed  to  render  ineffective  the  resolution  re- 
lating to  the  approval  of  hospitals  for  interneships  and  resi- 
dencies which  was  adopted  at  the  1936  Session  of  the 
■American  Medical  Association. 

One  of  the  most  vicious  bills  with  which  the  committee 
had  to  contend  was  Senate  Bill  301  which  proposed  to 
make  proof  of  injury  from  roentgen  ray,  radium,  artificial 
heat,  and  all  other  electrical  and  mechanical  devices  and 
apparatus  prima  facie  evidence  of  negligence  by  the  oper- 
ator. This  bill,  which  was  defeated,  was  apparently  intro- 
duced at  the  instance  of  a group  of  attorneys  who  engage 
in  personal  injury  litigation. 

The  cults  were  active  in  seeking  to  break  down  the 
Basic  Science  Law.  They  had  two  bills  introduced  (House 
Bill  243  and  Senate  Bill  323)  providing  for  the  “piece-meal” 
passage  of  the  basic  science  examinations.  Both  these  bills 
were  defeated. 

An  interesting  sidelight  was  that  the  cult  lobby  was 
headed  by  “Dr.”  Ralph  Shadduck,  who  has  been  head  of 
the  Townsend  movement  in  Oregon.  Shadduck  is  a naturo- 
path. He  was  apparently  confident  that,  with  the  large 
number  of  his  Townsend-endorsed  candidates  in  the  legis- 
lature, he  could  control  legislation  relating  to  the  healing 
art. 

On  the  whole,  the  session  brought  forth  fewer  dangerous 
measures  than  we  anticipated,  as  there  had  been  rumors 
that  several  bills  providing  for  compulsory  sickness  insur- 
ance would  be  presented.  This  issue  was  not  brought  be- 
fore the  session  in  any  form. 

The  physician  - members  of  the  legislature  performed 
valiant  service  in  safeguarding  the  public  health  and  scien- 
tific medicine.  All  five  of  these:  A.  K.  Higgs  of  Multno- 
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mah,  C.  T.  Hockett  of  Wallowa,  J.  F.  Hosch  of  Deschutes, 
and  A.  O.  Waller  of  Lane  in  the  House,  and  J.  A.  Besi 
of  Umatilla  in  the  Senate,  cooperated  with  our  Society 
to  the  fullest  extent.  Dr.  Higgs  was  chairman  of  the  House 
Committee  on  Medicine,  Pharmacy,  and  Dentistry.  Dr. 
Waller  was  vice-chairman  and  Drs.  Hockett  and  Hosch 
were  members  of  this  committee.  Dr.  Best  was  the  only 
physician  in  the  Senate,  but  he  occupied  the  key  position 
of  chairman  of  the  Committee  on  Medicine,  Pharmacy,  and 
Dentistry. 

■\  comolete  tabulation  of  all  bills  in  the  1937  session  of 
the  State  Legislature  affecting  scientific  medicine  and  the 
public  health,  together  with  comment  concerning  the  final 
disposition  of  each,  is  appended  to  this  report.  (These  bills 
are  on  file  in  the  Executive  Secretary’s  office,  where  they 
may  be  inspected  as  desired.) 

William  T.  Johnson, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

CommiM'ee  on  Medical  Education  and  Hospitals 

Our  committee  has  undertaken  no  major  activities  during 
the  past  year. 

The  committee  has  been  in  frequent  communication  with 
the  Council  on  Medical  Education  and  Hospitals  concern- 
ing the  eligibility  for  inclusion  in  the  Hospital  Register  of 
the  American  Medical  Association  of  certain  newly  estab- 
lished hospitals  in  various  parts  of  the  state. 

Our  committee  has  been  informed  that  the  hospitals  of 
the  state  are  requiring  that  all  individuals  and  organiza- 
tions shall  pay  a uniform  rate  for  the  various  types  of 
accommodations.  If  this  regulation  is  strictly  enforced,  it 
will  eliminate  the  long  standing  abuse  by  which  certain 
contract  organizations  obtained  below-cost  rates  for  hos- 
pital services  at  the  expense  of  above-cost  rates  for  the 
patients  of  private  physicians. 

W.  F.  Hollenbeck, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Committee  on  Public  Education 

In  the  report  of  the  committee  presented  a year  ago,  it 
was  pointed  out  that  both  the  greatest  obligation  and  op- 
portunity of  the  medical  profession  for  contributing  to  and 
directing  the  education  of  the  lay  public  is  presented  by 
our  public  schools.  A preliminary  survey  established  the 
fact  that  the  schoolmen  of  the  state  are  eager  to  extend 
the  program  of  Health  Education  throughout  the  entire 
school  system  and  recognize  the  need  for  active  coopera- 
tion of  the  medical  profession  of  the  state.  In  joint  meet- 
ings of  representatives  of  school  administrators  and  this 
committee  it  was  unanimously  agreed  that,  while  special, 
nonmedical  teachers  are  necessary  and  special  active  health 
work  is  required  in  the  schools,  it  is  of  paramount  impor- 
tance to  establish  the  basic  principle  that  diagnosis  and 
treatment  of  disease  are  and  shall  remain  the  concern  of 
the  private  practitioner  and  that  the  health  program  of  the 
schools  shall  not  substitute  for  but  shall  supplement  the 
work  of  the  private  practitioner. 

A beginning  was  made  in  agreeing  upon  a proper  program 
of  health  practices  in  the  schools  but  it  was  felt  that 
more  specific  recommendations  should  follow.  Thus  it  was 
agreed  that  tuberculin  testing  was  of  great  value  in  the 
schools  but  hardly  more  than  this  bare  recommendation 
was  made. 

After  further  consideration  the  following  recommenda- 
tions are  made: 

1.  Tuberculin  tests  should  be  administered  to  all  high 
school  students  whose  parents  give  consent.  It  is  more 
important  to  see  that  the  tests  administered  to  high  school 
students  are  properly  interpreted  and  that  the  follow-up  is 
complete  than  to  have  a larger  number  of  tests  made  by 
including  the  preschool  and  grade-school  child.  The  ques- 
tion of  including  in  the  tuberculin-testing  program  the  child 
below  the  high  school  level  may  be  left  to  the  local  school 
and  medical  authorities. 

2.  Each  child,  except  those  whose  parents  are  indigent. 


should  pay  a nominal  fee  which  should  be  kept  as  low  as 
possible  in  order  that  it  be  as  inclusive  as  possible. 

3.  In  order  to  obtain  uniformity  of  interpretation  tuber- 
culin tests  are  to  be  administered  and  interpreted  by  a 
physician  who  may  be  a regular  school  physician  or  a 
physician  selected  by  agreement  between  a committee  from 
the  local  medical  society  and  the  schools  and  (or)  the  local 
Public  Health  Association.  The  physician  is,  of  course,  to 
be  paid  for  his  services. 

4.  In  order  to  obtain  uniformity  of  interpretation  each 
child  who  reacts  positively  is  to  be  sent  to  a roentgenolo- 
gist selected  by  agreement  between  a committee  from  the 
local  medical  society  and  the  schools  and  (or)  the  local 
Public  Health  Association.  Arrangement  may  be  made  for 
the  children  to  visit  the  roentgenologist  in  groups  and  a 
special  rate  for  the  radiographs  should  be  determined  upon 
in  advance.  Funds  for  paying  for  the  radiographs  and  their 
interpretation  are  to  be  obtained  from  the  fee  charged  the 
children,  supplemented  by  an  appropriation  from  the  schools 
or  from  the  local  Public  Health  Association. 

5.  Each  child  is  required  to  designate  his  family  physi- 
cian and  this  information  is  to  be  entered  in  the  record. 

6.  Detailed  histories  on  all  positive  reactors  should  be 
obtained  through  the  cooperation  of  the  school  and  county 
public  health  nurses. 

7.  The  history  and  radiograph,  with  the  interpretation 
for  each  child  who  reacts  positively,  is  to  be  sent  to  the 
family  physician.  The  parents  are  to  be  informed  that  the 
tuberculin  test  is  positive  and  that  the  case  is  referred 
to  the  family  physician  for  an  evaluation  of  the  findings 
and  the  outlining  of  the  course  of  future  care. 

In  the  future  more  effort  should  be  made  by  the  state 
society  to  encourage  the  formation  of  committees  and 
groups  in  the  local  (city  and  county)  medical  societies  that 
will  function  actively  with  the  schools  in  the  proper  de- 
velopment of  a well-rounded  practical  school  health  pro- 
gram. Such  active  cooperation  will  at  the  same  time  do 
much  to  maintain  the  prestige  of  the  private  practitioner 
of  medicine  and  through  the  schools  serve  the  public  wel- 
fare. The  schools  should  not  be  allowed  to  usurp  the  place 
of  the  private  practitioner.  Rather  the  public  schools  offer 
the  medical  profession  an  opportunity  for  active  partici- 
pation in  the  proper  health  education  of  future  citizens. 

Fred  N.  Miller, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Committee  on  Clinic  and  Institutianal  Medical  Care 

y 

For  the  past  six  years,  your  committee  has  submitted 
rather  lengthy  reports  dealing  with  the  problems  arising 
from  the  apparent  encroachments  of  political  and  non- 
political lay  organizations  on  the  field  of  private  prac- 
tice. These  reports  have  dealt  largely  with  those  public 
health  problems  having  to  do  with  child  health ; namely, 
infant  welfare  clinics,  immunizations,  tuberculin  testing 
and  preschool  examinations. 

We  have  suggested  plans  which,  with  modifications  suited 
to  the  individual  needs  of  rural  and  urban  communities, 
would  have  enabled  the  medical  societies  to  have  taken 
the  lead  and  in  cooperation  with  local  public  health  or- 
ganizations to  have  adequately  provided  those  public  health 
facilities  mentioned.  We  suggested  the  appointment  of  pub- 
lic health  committees  in  each  county,  the  chairman  of  each 
to  serve  as  member  of  our  state  committee.  Such  a com- 
mittee could  have  outlined  plans  adaptable  to  the  vary- 
ing conditions  of  density  of  population  and  the  need  for 
public  health  services. 

On  each  occasion  we  have  listened  patiently  and  after  a 
few  platitudes,  such  as  “nice  going,”  the  reports  have  had 
all  the  practical  value  of  a loud  cry  in  the  wilderness. 

This  year,  we  do  not  say,  “Will  you  please  become  in- 
terested?” We  say,  “You  must  be  interested!”  The  corner- 
stone has  been  laid  for  the  structure  of  socialized  medicine 
in  the  form  of  the  provisions  of  the  Social  Security  Act 
dealing  with  maternal  and  child  health.  Whether  the  physi- 
cians whom  you  represent  are  to  become  the  architects  of 
the  building  or  merely  the  brick-layers  is  for  you  to  de- 
cide. 
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The  director  of  this  division  in  Oregon  is  a young  man, 
well-trained  in  the  fields  of  public  health  and  pediatrics. 
He  has  practiced  as  a private  physician  and  is,  we  feel, 
deeply  sympathetic  with  the  problem  of  the  private  prac- 
titioner. Nonetheless,  he  represents  a federal  department 
which  recognizes  that  improvements  can  be  made  in  the 
public  health  facilities  in  all  parts  of  the  country,  all  the 
way  from  areas  in  which  the  people,  so  far  as  child  health 
and  maternal  care  are  concerned,  are  almost  primitive,  to 
other  districts  where  only  improvement  in  the  organization 
and  efficiency  of  existing  facilities  are  necessary.  An  effort 
is  being  made  to  have  complete  county  health  units  estab- 
lished in  each  county,  with  a full-time  physician  in  charge 
of  each  and  adequate  nursing  personnel. 

The  director  of  the  division  in  question,  G.  D.  Carlyle 
Thompson,  extends  to  every  component  society  the  oppor- 
tunity to  write  its  own  program  for  adequate  public  health 
service.  Since  this  might  be  construed  as  the  beginning  of 
social  or  government  medicine,  if  every  component  society 
does  not  appoint  a live  public  health  committee  to  coop- 
erate with  Dr.  Thompson,  they  must  not  complain  when 
such  a program  is  written  for  them.  .\s  we  begin,  so  we 
will  end.  We  will  either  recognize  the  need  for  improve- 
ment in  public  health  facilities  and  take  the  lead  in  bring- 
ing such  improvement  about  or  else  it  will  be  done  for  us. 

Such  committees  should  be  appointed  at  once  and  should 
be  requested  to  contact  Dr.  Thompson.  The  chairman  of 
each  of  these  county  committees  should  be  members  of  our 
state  committee.  A.  joint  meeting  of  this  enlarged  state 
committee  should  have  a meeting  in  the  very  near  future 
so  that  we  may  all  think  basically  along  the  same  lines 
and  present  a united  progressive  front. 

S.  G.  Henricke, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Committee  on  Maternal  Welfare 

This  committee  has  been  functioning  through  the  year, 
cooperating  with  the  -American  Committee  on  Maternal 
Welfare.  This  year  we  have  been  able  to  secure  for  the 
meeting  of  the  Oregon  State  Medical  Society  a film  entitled, 
“Birth  of  a Baby,”  which  should  be  of  considerable  educa- 
tional value,  particularly  if  later  shown  to  the  laymen. 
The  picture  will  be  exhibited  at  the  Capitol  Theatre  on  two 
occasions  during  the  present  meeting. 

In  addition  to  this,  early  in  the  year  your  committee 
requested  the  secretaries  of  all  county  societies  to  carry 
out  a program  which  has  as  its  objective  the  reduction  of 
maternal  morbidity  and  mortality.  We  have  requested  that 
at  least  one  meeting  a year  be  devoted  to  the  discussion 
of  obstetrics  and  obstetric  problems.  The  following  letter 
was  sent  to  each: 

“The  Maternal  Welfare  Committee  of  Oregon  State  Medi- 
cal Society  asks  your  cooperation  in  carrying  out  a pro- 
gram which  has  for  its  object  the  reduction  of  maternal 
morbidity  and  mortality.  The  maternal  mortality  of  this 
state  is  higher  than  it  should  be  and  we  feel  that  it  could 
be  considerably  reduced  if  we  would  make  proper  efforts 
in  this  direction. 

“May  we  suggest  that  you,  as  Secretary  of  your  Society, 
arrange  to  have: 

“1.  At  least  one  meeting  devoted  each  year  to  obstetric 
papers,  a symposium.  It  would  be  well  to  have  the  major 
causes  of  maternal  mortality  discussed  at  such  meetings, 
these  being  infection,  toxemia  and  hemorrhage. 

“2.  To  encourage  the  reporting  of  obstetric  cases  with 
the  request  for  general  discussion  and  perhaps  criticism  of 
the  method  of  conduct. 

“3.  To  arrange  and  encourage  post  graduate  instruction  in 
obstetrics  at  some  center  in  your  district. 

“The  above  program  could  perhaps  be  best  carried  out  in 
your  society  by  appointing  a maternal  mortality  and  mor- 
bidity committee  to  carry  out  these  suggestions.  The  Ma- 
ternal Welfare  Committee  of  the  State  Society  has  a num- 
ber of  obstetricians  available  who  are  prepared  to  present 
important  phases  of  obstetrics  to  you  at  any  time  you  so 
desire.  Please  give  us  your  fullest  cooperation  in  this  en- 
deavor. 
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“Will  you  please  inform  me  as  to  the  steps  you  take  and 
the  meetings  or  clinics  held?” 

There  has  been  a cooperative  response  from  the  secretaries 
of  a number  of  the  county  societies  and  we  feel  that  during 
the  coming  year  there  will  be  a number  of  such  meetings 
held. 

Summing  up  the  Maternal  Welfare  situation,  we  are  of 
the  opinion  that  a continued  campaign  of  education  of 
patients  as  to  the  value  of  prenatal  care  and  the  physicians 
throughout  the  state  of  the  necessity  of  proper  obstetric 
management  is  much  needed.  We  are  receiving  a great 
deal  of  help  and  cooperation  from  the  State  Board  of 
Health. 

Raymond  E.  Watkins, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Committee  on  Cancer  Control 

Charles  E.  Sears,  chairman,  made  a verbal  report,  point- 
ing out  that  no  new  committee  had  been  appointed,  owing 
to  the  fact  that  there  were  certain  differences  of  opinion 
concerning  policy  between  the  Society  and  the  American 
Society  for  the  Control  of  Cancer  and  that  it  had,  there- 
fore, been  deemed  desirable  not  to  undertake  any  public 
educational  activities  during  the  year.  He  outlined  the  pro- 
gram of  the  American  Society  for  the  Control  of  Cancer, 
including  the  organization  of  the  so-called  Woman’s  Field 
-\rmy  among  the  club  women  of  each  state.  Dr.  Sears 
recommended  that  this  program  should  be  accepted  with 
the  qualifications  already  outlined  by  the  Council. 

Dr.  Sweeney  stated  that  he  had  already  been  approached 
by  representatives  of  the  American  Society  for  the  Con- 
trol of  Cancer  with  a view  to  obtaining  approval  of  its 
program.  He  stated  that  movements  of  this  type  often 
represented  zeal  without  knowledge  and  that  Oregon  State 
Medical  Society  must  control  such  movements.  He  stated 
that  he  desired  to  receive  assistance  from  the  members 
in  dealing  with  this  problem. 

Dr.  Sears  stated  that  speakers  representing  the  Society 
would  be  needed  to  present  the  subject  of  cancer  before 
lay  groups  and  that  this  problem  should  be  handled  in  such 
a manner  as  to  avoid  criticism. 

Commit-tee  on  Syphilis  Control 

This  committee  was  appointed  by  the  Council,  in  ac- 
cordance with  the  request  of  Dr.  Thomas  Parran,  Surgeon- 
General  of  the  U.  S.  Public  Health  Service,  to  cooperate 
with  the  U.  S.  Public  Health  Service  and  the  State  Health 
Department  in  the  development  of  the  Oregon  program  in 
this  field. 

The  committee  recommends: 

1.  That  the  present  system  of  reporting  by  number  be 
given  a fair  trial,  and  the  lapsed  cases  be  reported  by  name 
only  when  the  physician  in  charge  feels  that  it  is  necessary 
because  the  case  he  has  been  treating  is  a public  health 
menace. 

2.  That  the  laboratory  facilities  of  the  State  Board  of 
Health  for  diagnosis  of  syphilis  should  be  available  only  to 
the  indigent  as  required  by  law.  The  present  status  shall 
be  followed  because  we  feel  that  in  border  line  cases  the 
clinical  laboratories  will  cooperate  with  the  physician  in 
adjusting  the  cost. 

3.  That  antisyphilitic  drugs  be  distributed  free  to  physi- 
cians for  the  treatment  of  those  who  are  unable  to  pay. 

4.  That  free  treatment  be  provided  for  the  indigent 
throughout  the  state.  That  physicians  be  encouraged  to 
treat  those  unable  to  pay  the  full  fee  at  a reduced  rate. 

5.  That  some  method  be  provided  whereby  a practitioner 
outside  of  Portland,  and  in  a county  which  does  not  have 
a county  health  officer  or  a public  health  officer,  could  be 
paid  for  his  services  in  treating  indigent  cases. 

6.  That  epidemiologic  means  for  control  of  syphilis  on 
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a state-wide  basis  in  cooperation  with  the  medical  profes- 
sion be  encouraged. 

7.  That  minimum  standards  of  treatment  for  early  syphi- 
lis be  established  throughout  the  state. 

8.  That  special  provisions  should  be  available  for  hos- 
pitalization of  infectious  cases  which  cannot  be  suitably 
isolated  otherwise. 

9.  That  every  pregnant  woman  should  have  serology 
done  during  the  first  three  months  of  pregnancy.  If  a posi- 
tive serology  is  secured,  treatment  should  be  enforceable. 

10.  That  an  informative  and  educational  program  should 
be  provided  for  both  the  physician  and  the  public. 

11.  That  organizations  handling  large  groups  of  wage 
earners  should  have  some  method  to  educate  their  groups 
in  regard  to  prophylaxis,  and  if  possible,  make  methods 
of  prophylaxis  available  to  them. 

12.  That  the  State  Board  of  Health  employ  a venereal 
disease  officer  who  shall  devote  his  whole  time  to  the  con- 
trol of  venereal  disease.  This  officer  should  be  chosen  by 
the  State  Health  Officer  in  cooperation  with  the  council 
of  the  State  Medical  Society. 

Morris  L.  Bridgeman, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Liaison  Committee  to  the  Woman's  Auxiliary 

The  chairman  of  the  committee  has  been  contacted  from 
time  to  time  by  the  officers  of  the  Woman’s  Auxiliary  con- 
cerning matters  of  policy,  particularly  in  connection  with 
projects  involving  cooperation  with  lay  woman’s  organiza- 
tions. The  efforts  of  the  Auxiliary  in  behalf  of  scientific 
medicine  and  the  public  health  are  to  be  commended.  Par- 
ticularly noteworthy  is  the  circumspection  of  the  officers 
in  avoiding  activities  which  might  involve  the  Society  in 
controversial  subjects. 

During  the  past  year,  the  Council  approved  a plan  by 
which  a room  in  the  Society  headquarters  was  made  avail- 
able for  the  e.xclusive  use  of  the  .Auxiliary.  This  room  has 
been  adequately  equipped  for  the  everincreasing  clerical 
work  and  public  relations  activities  of  the  Auxiliary. 

Of  special  interest  was  the  study  made  by  Mrs.  A.  J. 
McLean,  Hygeia  chairman,  in  which  she  analyzed  the  dis- 
tribution of  Hygeia  in  the  schools  and  among  the  public 
officials  of  the  state.  Following  this  study,  the  Council,  as 
an  experiment,  authorized  the  giving  of  Hygeia  during  the 
coming  year  to  all  the  public  schools  and  libraries,  as  well 
as  certain  public  officials,  in  one  of  the  sparsely  settled 
counties  of  Eastern  Oregon.  Based  upon  the  results  of  this 
experiment,  it  is  possible  that  this  method  of  long-time 
public  education  will  be  extended  on  a state-wide  basis. 

Charles  E.  Sears, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

CommiMee  on  Veterans  Affairs 

This  committee  has  continued  to  follow  out  the  policy 
adopted  at  its  inception  of  maintaining  liaison  between 
medical  and  veteran  organizations  and  of  rendering  at  all 
times  the  information  and  assistance  necessary  for  the  con- 
duct of  medical  care  of  the  service  connected  and  needy 
veteran.  The  harmonious  conduct  of  this  activity  has 
brought  the  medical  and  veterans  organizations  closer  to- 
gether and  we  are  at  this  time  in  closer  relationship  on  all 
medical  matters  than  at  any  time  during  the  history  of  the 
veteran  organizations. 

The  National  Rehabilitation  Committee  of  the  American 
Legion  has  continually  called  upon  the  American  Hospital 
Association  and  various  medical  components  for  medical 
advice  and  consultation. 

There  has  been  no  change  in  the  medical  care  of  the 
veteran  since  the  enactment  of  Public  No.  141  which  de- 
fines medical  care  to  service  connected  cases  and  to  non- 
service connected  cases  involving  sickness  or  injury,  the  lat- 
ter only  when  the  veteran  is  unable  to  pay.  These  are  cases 
which  would  otherwise  be  thrown  back  upon  the  cities 
and  counties  to  be  cared  for  along  with  the  nonveteran  in- 
digent. 


The  Veteran  Facility  of  Portland  is  still  functioning  at  a 
peak  load,  with  an  average  of  322  patients  who  are  eligible 
for  care  under  the  above-mentioned  regulations. 

The  recent  adjusted  compensation  award  has  not  less- 
ened the  veteran  hospital  load  to  any  appreciable  degree. 

The  Veteran  Facility  at  Roseburg  is  still  functioning  as 
a soldiers  home  and  receives  patients  for  hospitalization 
and  domiciliary  care.  There  has  been  a concerted  effort  by 
the  veterans  organizations  to  transfer  its  activities  to  that 
of  a nervous  hospital,  but  to  date  has  not  been  accom- 
plished. 

A Disaster  Relief  Committee  is  functioning  which  makes 
it  mandatory  upon  each  post  to  carry  out  in  detail  the 
function  of  relief.  This  action  has  created  overnight  a state- 
wide Disaster  Relief  Committee,  and  a demand  for  medical 
advice  and  assistance  in  each  Legion  post.  We  recommend 
that  this  society  continue  to  be  of  assistance  in  this  worthy 
cause.  The  Disaster  Relief  Committee  did  great  work  in  the 
Bandon  fire  area  and  members  of  this  committee  have 
given  valuable  assistance  in  the  relief  work. 

The  Veterans  have  impending  legislation  for  medical 
care  to  dependent  widows  and  orphans  of  service  connect- 
ed veterans,  to  those  who  would  otherwise  become  federal, 
city,  county  or  state  relief. 

I wish  to  thank  Paul  I.  Carter  and  his  staff  for  valuable 
assistance  during  my  term  as  your  chairman.  I feel  that 
he  understands  our  problems  and  has  been  very  ready  to 
cooperate  with  our  society.  It  would,  therefore,  seem  only 
proper  that  we  offer  our  assistance  in  reciprocity.  I also 
wish  at  this  time  to  extend  thanks  to  the  members  of  the 
committee  for  their  valuable  support  in  maintaining  such 
harmonious  relations  with  the  veteran  organizations  and  to 
recommend  that  those  that  are  eligible  join  their  ranks,  so 
th.at  we  can  rightly  guide  them  in  their  humanitarian  en- 
deavors. 

.Archie  C.  Van  Cleve, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Ralph  A.  Fenton,  trustee  of  the  .American  Medical  .As- 
sociation, discussed  a number  of  matters  of  national  con- 
cern with  which  the  Association  has  been  recently  dealing. 
He  stated  that  it  was  the  unanimous  opinion  of  the  Board 
of  Trustees  that  Dr.  Fitzgibbon  was  one  of  the  most  able 
men  in  the  House  of  Delegates. 

President  Sears  introduced  W.  W.  Bauer,  Director  of  the 
Bureau  of  Health  and  Public  Instruction  e(T  the  American 
Medical  Association.  Dr.  Bauer  spoke  briefly,  stating  that 
the  members  of  the  Association’s  staff  welcomed  the  oppor- 
tunity for  close  contact  with  the  constituent  state  societies 
and  that  they  wished  to  be  of  the  utmost  possible  service. 

CommiH-ee  on  Study  of  Contract  Practice 

Richard  B.  .A.dams,  secretary  of  the  committee,  presented 
a preliminary  report  of  the  findings  of  the  committee  to 
date.  Drs.  Lamb,  Hayes,  Henton,  Adams  and  Baum  of  the 
committee  discussed  various  phases  of  contract  practice. 
Dr.  Lamb  declared  that  the  State  Workmen’s  Compensa- 
tion Law  should  be  amended  to  provide  for  a physician- 
member  of  the  State  Industrial  .Occident  Commission. 

President  Sears  stated  that  the  Society  owed  this  commit- 
tee a vote  of  thanks  for  their  efforts.  He  suggested  that 
each  delegate  consider  the  material  presented  in  this  pre- 
liminary report  before  it  is  acted  upon  during  the  next  few 
days. 

The  report  was  referred  to  the  Reference  Committee  on 
Executive  Session. 

President  Sears  announced  that  the  next  meeting  of  the 
House  would  be  held  in  the  Mirror  Room. 

At  5 p.m.  it  was  voted  to  adjourn  until  7;30  a.m.,  on 
Thursday. 


444 


SOCIETY  MEETINGS 


Vol.  36,  No.  12 


Third  Session 
Thursday,  October  21 

The  House  of  Delegates  was  called  to  order  by  President 
Charles  E.  Sears  at  7:30  a.m.,  in  the  Mirror  Room  at 
Marion  Hotel. 

On  roll-call,  the  following  members  of  the  Council  were 
present: 

Charles  E.  Sears,  president;  G.  A.  Massey,  past-presi- 
dent; Charles  T.  Sweeney,  president-elect;  J.  C.  Vandevert, 
first  vice-president;  W.  W.  Baum,  second  vice-president; 
Richard  B.  Adams,  third  vice-president;  Morris  L.  Bridge- 
man,  secretary;  Councilors  O.  C.  Hagmeier,  Charles  E. 
Hunt,  J.  C.  Hayes,  E.  D.  Lamb,  Joseph  P.  Brennan,  and 
Leslie  S.  Kent;  John  H.  Fitzgibbon,  delegate  to  the  Amer- 
ican Medical  Association. 

The  following  delegates  were  present: 

E.  H.  Kelley  of  Corvallis,  Benton  County  Medical  So- 
ciety; C.  J.  Rademacher  of  Bend,  Central  Oregon  Medical 
Society;  R.  J.  Pilkington  of  Astoria,  Clatsop  County  Medi- 
cal Society;  Paul  H.  Starr  of  Clatskanie,  Columbia  County 
Medical  Society;  J.  D.  Rankin  of  Coquille,  Coos  and  Curry 
Medical  Society;  E.  A.  Woods  of  Ashland,  Jackson  Coun- 
ty Medical  Society;  L.  D.  Goss  of  Klamath  Falls,  Klamath 
and  Lake  Medical  Society;  E.  L.  Zimmerman  and  George  I. 
Hurley  of  Eugene,  Lane  County  Medical  Society ; Thomas 

E.  Griffith  of  The  Dalles,  Mid-Columbia  Medical  Society; 

F.  Bertram  Zener,  Roy  S.  Stearns,  William  C.  Panton, 
Charles  P.  Wilson,  Earl  D.  DuBois,  George  E.  Henton, 
Frank  R.  Mount,  Roger  H.  Keane  of  Portland,  and  R.  A. 
Bissett  of  Tigard,  Multnomah  County  Medical  Society. 
R.  M.  Waltz  of  Salem,  Polk-Yamhill-Marion  Medical  So- 
ciety; Byron  G.  Bailey  of  Grants  Pass,  Southern  Oregon 
Medical  Society ; R.  E.  Ringo  of  Tillamook,  Tillamook 
County  Medical  Society. 

Morris  L.  Bridgeman,  chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regularly 
elected  delegates  from  certain  component  societies,  certain 
members  were  present  and  eligible  to  be  seated.  On  motion 
duly  made  and  seconded,  A.  W.  Tiedeman  of  Baker,  Baker 
County  Medical  Society,  and  William  T.  Johnson  of  Cor- 
vallis, Central  Willamette  Medical  Society,  were  seated  by 
vote  of  the  House. 

Several  members  of  the  Society  and  guests  were  also 
present,  including  W.  W.  Bauer  of  the  American  Medical 
-Association  and  Clarence  A.  Smith,  editor  of  Northwest 
Medicine.  The  executive  secretary  was  also  present. 

President  Sears  announced  that  the  local  press  were  seek- 
ing news  of  the  actions  taken  by  the  House  of  Delegates 
and  that  he  wished  to  appoint  Dr.  Fitzgibbon  to  give  out 
such  information  in  order  that  the  newspapers  might  ob- 
tain the  facts  accurately. 

President  Sears  announced  that  it  was  the  duty  of  the 
House  to  select  the  Committee  on  Nominations.  Thomas  E. 
Griffith,  F.  Bertram  Zener,  and  Charles  E.  Hunt  were  nom- 
inated. Upon  motion  duly  made  and  seconded,  it  was  voted 
that  the  nominations  be  closed,  the  rules  suspended,  and 
the  secretary  instructed  to  cast  a unanimous  ballot  for 
Drs.  Griffith,  Zener  and  Hunt,  and  they  were  declared 
elected. 

Dr.  Fitzgibbon  pointed  out  the  desirability  of  obtaining 
publicity  concerning  medical  organization  activities  in  the 
Pacific  Northwest  which  would  reach  the  officers,  trustees, 
and  delegates  of  the  American  Medical  Association.  He  sug- 
gested that  the  Oregon,  Washington  and  Idaho  state  socie- 
ties could  underwrite  the  sending  of  the  official  journal  to 
these  individuals,  as  many  state  societies  do.  Dr.  Fitzgibbon 
stated  that  one  man  should  be  appointed  in  each  state  to 
supply  organization  news.  He  also  stated  that  there  was 
very  little  news  in  the  Journal  of  the  American  Medical 
Association  concerning  medical  activities  in  the  Pacific 


Northwest.  Dr.  Fitzgibbon  stated  that  our  problems  are 
a part  of  the  national  picture  and  that  proposed  solutions 
must  be  coordinated  in  order  to  be  successful.  He  stated 
that  publicity  is  one  method  of  solving  these  problems. 

President  Sears  called  upon  Clarence  A.  Smith,  editor  of 
Northwest  Medicine,  who  discussed  the  organization  sec- 
tion provided  in  1935  for  news  of  the  activities  of  the 
Oregon,  Washington  and  Idaho  state  societies.  He  also 
pointed  out  that  the  proceedings  of  the  House  of  Delegates 
are  published  in  the  journal.  He  stated  that  the  journal 
would  be  glad  to  cooperate  in  sending  copies  to  the  officers, 
trustees  and  delegates  of  the  .American  Medical  Association, 
but  that  the  cost  of  doing  so  would  be  a factor.  He  prom- 
ised to  investigate  the  matter  and  to  discuss  it  with  Olin 
West,  secretary  of  the  American  Medical  Association  at 
the  Conference  of  Secretaries  and  Editors  next  month. 

It  was  moved  and  seconded  that  the  executive  secretary 
be  authorized  to  send  news  of  Society  activities  to  the 
Journal  of  the  American  Medical  Association  and  to  call 
upon  members  of  the  Society  for  assistance,  as  needed.  A 
motion  to  amend  the  original  motion  by  substituting  the 
word,  “secretary”  for  “executive  secretary”  was  made.  This 
amendment  was  accepted  by  the  maker  of  the  motion  and 
his  second  and  the  motion  as  amended  was  carried. 

President  Sears  appointed  Dr.  Fitzgibbon  to  discuss  with 
the  -American  Medical  Association  and  the  Washington 
and  Idaho  state  societies  his  proposal  that  Northwest 
Medicine  be  sent  to  the  officers,  trustees  and  delegates  of 
the  -American  Medical  Association. 

Dr.  Adams  stated  that  Dr.  Fitzgibbon  would  be  quoted 
in  the  newspapers  in  connection  with  his  duties  of  giving 
out  information  to  the  local  newspapers  concerning  the 
actions  taken  by  the  House  and  suggested  that  the  execu- 
tive secretary  give  out  this  information.  It  was  concluded 
that  the  executive  secretary  should  release  such  informa- 
tion under  the  direction  of  and  following  the  approval  of 
a committee  consisting  of  the  secretary  and  Dr.  Fitzgibbon. 

President  Sears  called  on  Dr.  Bauer  who  outlined  the 
principles  underlying  the  proper  relationship  between  local 
and  state  medical  societies  and  the  press. 

At  the  request  of  President  Sears,  Dr.  Bauer  outlined 
the  policies  of  the  -American  Medical  -Association  concerning 
contract  practice. 

Committee  on  Medical  Defense 

The  committee  has  pursued  its  customary  duties  of 
analyzing  claims  and  suits  of  alleged  malpractice  made 
against  our  members  and  assisting  the  insurance  carriers  in 
the  defense  of  cases  in  which  it  was  clear  that  no  mal- 
practice existed. 

The  following  tabulation  indicates  the  disposition  of 
claims  and  suits  brought  to  the  attention  of  the  committee 
during  the  period  October  1,  1936,  to  October  1,  1937: 
Claims  — No  Suit  Filed 


Closed  without  payment 11 

Settled  for  nominal  amount 1 

Pending  2 

Suits 

Non-suits  for  physician-defendant 3 

Jury  verdicts  for  physician-defendant 4 

Pending  S 


The  committee  is  pleased  to  report  that  the  incidence  of 
claims  and  suits  seems  to  be  diminishing  and  that  certain 
communities  of  the  state,  which  in  the  past  have  been 
sources  of  an  unusual  number  of  claims  and  suits,  appear  to 
have  eliminated  the  professional  discord  that  brought  about 
previous  difficulties. 

Frank  E.  Butler, 
Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 
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Committee  on  Publication 

Inasmuch  as  no  formal  meeting  of  the  Board  of  Trustees 
or  Associate  Editors  has  been  called  for  Northwest  Medi- 
cine for  the  current  year,  the  report  of  this  Committee  will 
be  brief.  Dr.  Smith  reports  that  the  reason  for  not  calling 
a meeting  has  been  failure  to  obtain  the  promise  of  a 
quorum  at  either  of  the  State  meetings. 

The  majority  of  your  Committee  believes  that  North- 
west Medicine  is  being  creditably  conducted  and  is  in  the 
main  living  up  to  all  its  potentialities.  Conscientious  effort 
seems  to  be  made  in  relation  to  the  interests  of  the  Oregon 
State  Medical  Society.  Reports  concerning  Oregon  dealings 
have  been  published  in  toto  and  a considerable  amount  of 
space  has  been  given  to  Oregon  essayists.  The  financial 
condition  of  the  journal  as  indicated  by  the  yearly  audit 
is  satisfactory,  the  journal  being  on  a better  financial  foot- 
ing than  it  has  for  several  years. 

Correspondence  between  the  chairman  of  the  Oregon 
Committee  and  the  Editor,  Dr.  Clarence  Smith,  in  relation 
to  the  advisability  of  preparing  an  incumbent  for  the  posi- 
tion of  editor  should  anything  happen  to  invalid  the  pres- 
ent editor  has  brought  the  statement  that  two  men,  one 
of  them  very  able,  are  being  prepared  for  this  position.  It 
is  the  feeling  of  this  Committee,  gathered  from  informal 
discussion,  that  such  an  individual  should  be  clearly  desig- 
nated and  be  acceptable  both  to  the  Washington  and  Ore- 
gon group  in  order  to  avoid  complication,  should  the  occa- 
sion arise  for  an  immediate  change  of  office.  This  matter 
has  been  repeatedly  brought  to  the  attention  of  the  Editor- 
in-Chief  and  we  believe  should  be  a subject  of  definite 
action  by  the  entire  organization. 

Criticism  in  relation  to  the  high  price  of  reprints  has 
been  answered  by  the  editor.  He  points  out  that  it  is 
impossible  under  existing  circumstances  to  obtain  lower 
P^'^ces.  Goodrich  C.  Schauffler, 

Chairman 

This  report  was  referred  jointly  to  the  Committees  on 
Resolutions  and  New  Business. 

Reference  Committee  Executive  Session 

Your  committee  begs  leave  to  report  as  follows: 

1.  The  committee  has  given  careful  consideration  to  the 
request  of  the  Illinois  State  Medical  Society  that  our 
society  take  action  in  opposition  to  Senate  Joint  Resolu- 
tion 188,  introduced  by  Senator  James  Hamilton  Lewis  of 
Illinois  and  now  pending  in  the  Senate.  Our  committee 
recommends  that  the  request  of  the  Illinois  State  Medical 
Society  be  complied  with  and  recommends  the  adoption  of 
the  following  resolution: 

Whereas,  Senate  Joint  Resolution  188,  by  Senator  James 
Hamilton  Lewis  of  Illinois,  proposes  to  make  every  licensed 
physician  and  surgeon  a civil  officer  of  the  federal  gov- 
ernment and  subject  to  punishment  in  the  federal  courts 
on  grounds  stated  in  the  Resolution;  and 

Whereas,  the  requirement  imposed  by  the  Joint  Resolu- 
tion that  every  licensed  physician  shall  render  medical 
service  to  any  and  all  impoverished  individuals  applying 
for  such  service  would  compel  physicians  to  establish 
complex  procedures  to  ascertain  what  individuals  might 
qualify  as  “impoverished”  or  otherwise  to  make  possible 
dishonesty  and  political  wire  pulling  by  applicants  for 
medical  service;  and 

Whereas,  this  proposal  would  require  the  Social  Security 
Board  to  establish  an  elaborate  and  expensive  nationwide 
investigating  and  accounting  system,  the  cost  of  which 
would  be  indirectly  added  to  the  nation’s  bill  for  medical 
service;  and 

Whereas,  the  medical  profession  has  always  been  willing 
to  give  of  its  utmost  for  the  care  of  those  unable  to  pay 
and  there  is  ample  evidence  that  the  needy  throughout 
the  United  States  are  being  given  a high  quality  of  medical 
care;  and 


Whereas,  the  members  of  the  medical  profession,  locally 
and  in  the  various  states,  are  ready  and  willing  to  consider 
with  various  agencies  methods  of  meeting  the  problems  of 
providing  medical  service  for  all  requiring  such  service  and 
not  able  to  meet  its  entire  cost ; and 

Whereas,  these  are  problems  for  local  and  state  considera- 
tion and  are  not  problems  suitable  for  action  on  a national 
scale  by  the  federal  government ; therefore  be  it 

Resolved,  that  Senate  Joint  Resolution  188  is  detrimental 
to  the  best  interests  of  the  public  and  the  indigent  sick, 
would  stimulate  political  chicanery  and  would  create  a 
gigantic,  expensive  and  unworkable  system  of  dealing  with 
what  is  primarily  a local  and  state  problem,  and  therefore 
should  be  defeated;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent  to  the 
President  of  the  United  States  and  to  each  Senator  and 
Representative  in  Congress  from  Oregon. 

2.  The  committee  has  carefully  examined  the  report  of 
the  Committee  on  the  Study  of  Contract  Practice.  We  are 
impressed  with  the  magnitude  and  importance  of  the  prob- 
lem under  study  by  the  committee.  We  are  impressed  with 
the  large  amount  of  valuable  work  the  committee  has 
done  in  the  short  time  it  has  been  in  existence.  We,  there- 
fore, feel  that  the  committee  deserves  the  sincere  thanks 
and  appreciation  of  the  House  of  Delegates  for  its  efforts 
to  date. 

It  would  appear  to  our  committee  that  the  title  of  this 
committee  does  not  describe  adequately  the  scope  of  the 
studies  being  made.  We,  therefore,  recommend  that  the 
title  of  this  committee  be  changed  to  the  Committee  on 
Medical  Economics  and  that  the  committee  be  continued 
as  a special  committee  to  report  periodically  to  the  Council 
and  subject  to  such  changes  in  scope  of  activities  and 
personnel,  from  time  to  time,  as  may  be  deemed  proper  by 
the  Council. 

3.  The  committee  is  convinced  that  the  problems  now 
under  consideration  by  the  House  of  Delegates  are  so  in- 
volved that  one  session  per  year  is  insufficient  to  keep  the 
membership  properly  informed.  For  this  reason,  your  com- 
mittee recommends  that  a midyear  meeting  of  the  House 
of  Delegates  be  held,  the  dates  to  be  fixed  by  the  Council. 

Charles  E.  Hunt, 
Chairman 

On  motion  duly  made  and  seconded,  it  was  voted  that 
item  1 of  this  report  be  adopted  and  that  it  be  released 
to  the  press. 

On  motion  duly  made  and  seconded,  it  was  voted  that 
item  2 of  this  report  be  adopted. 

On  motion  duly  made  and  seconded,  it  was  voted  that 
item  3 of  this  report  be  adopted  and  that  it  be  released 
to  the  press. 

On  motion  duly  made  and  seconded,  it  was  voted  that 
the  report  of  the  Reference  Committee  on  Executive  Session 
be  adopted  as  a whole. 

At  9:00  a.m.  it  was  voted  to  adjourn  until  7:30  a.m.  on 
Friday. 


Fourth  Session 
Friday,  October  22 

The  House  of  Delegates  was  called  to  order  by  President 
Charles  E.  Sears  at  7:30  a.m.  in  the  Mirror  Room  at 
Marion  Hotel. 

On  roll-call,  the  following  members  of  the  Council  were 
present: 

Charles  E.  Sears,  president;  G.  .4.  Massey,  past-president; 
Charles  T.  Sweeney,  president-elect;  J.  C.  Vandevert,  first 
vice-president ; W.  W.  Baum,  second  vice-president ; Rich- 
ard B.  Adams,  third  vice-president;  Morris  L.  Bridgeman, 
secretary ; Councilors  Karl  H.  Martzloff,  O.  C.  Hagmeier, 
Charles  E.  Hunt,  J.  C.  Hayes,  Joseph  P.  Brennan  and 
Leslie  S.  Kent. 

The  following  delegates  were  present: 

A.  W.  Tiedeman  of  Baker,  Baker  County  Medical  So- 
ciety ; E.  H.  Kelley  of  Corvallis,  Benton  County  Medical 
Society;  C.  J.  Rademacher  of  Bend,  Central  Oregon  Medi- 
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cal  Society ; L.  M.  Bain  of  .'\lbany,  Central  Willamette 
Medical  Society;  R.  J.  Pilkington  of  Astoria,  Clatsop  Coun- 
ty Medical  Society;  J.  D.  Rankin  of  Coquille,  Coos  and 
Curry  Medical  Society;  L.  D.  Goss  of  Klamath  Falls, 
Klamath  and  Lake  Medical  Society ; G.  S.  Beardsley  of 
Eugene,'  Lane  County  Medical  Society;  Thomas  E.  Grif- 
fith of  The  Dalles,  Mid-Columbia  Medical  Society;  F. 
Bertram  Zener,  Roy  S.  Stearns,  Noble  Wiley  Jones,  Charles 
P.  Wilson,  William  C.  Panton,  Merle  M.  Moore,  C.  O. 
Sturdevant,  George  E.  Henton,  Frank  R.  Mount  and  Roger 
H.  Keane  of  Portland,  Multnomah  County  Medical  So- 
ciety; R.  M.  Waltz  of  Salem,  Polk-Yamhill-Marion  Medical 
Society ; Byron  G.  Bailey  of  Grants  Pass,  Southern  Oregon 
Medical  Society ; R.  E.  Rengo  of  Tillamook,  Tillamook 
County  Medical  Society. 

Morris  L.  Bridgeman,  chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regularly 
elected  delegates  from  certain  component  societies,  certain 
members  were  present  and  eligible  to  be  seated.  On  motion 
duly  made  and  seconded,  W.  H.  MacDougall  of  Oswego, 
Clackamas  County  Medical  Society,  and  W.  G.  Homan  of 
Burns,  Eastern  Oregon  District  Medical  Society,  were 
seated  by  vote  of  the  House. 

Several  members  of  the  Society  were  also  present.  Clar- 
ence A.  Smith,  editor  of  Northwest  Medicine,  was  also 
present.  The  executive  secretary  was  also  present. 

President  Sears  expressed  the  appreciation  of  the  Council 
and  himself  to  the  delegates  for  attending  the  sessions  day 
after  day. 

Dr.  Griffith  stated  that  a gross  violation  of  the  medical 
practice  act  existed  in  his  district,  in  which  the  first  aid 
man  of  a commercial  hospital  association  was  dispensing 
medicine  and  suturing  wounds.  There  was  discussion  by 
various  members  of  the  House  concerning  the  difficulties 
encountered  by  the  State  Board  of  Medical  Examiners  in 
attempting  to  enforce  the  medical  practice  act.  On  motion 
duly  made  and  seconded,  it  was  voted  that  the  Council 
be  authorized  to  employ  a special  investigator  and  legal 
counsel  to  apprehend  and  prosecute  any  persons  who  may 
be  practicing  medicine  and  surgery  without  a license. 

The  following  communication  was  read: 

Salem,  Oregon, 
October  22,  1937. 

To  the  House  of  Delegates  of  the 
63rd  -Annual  Session  of  the 
Oregon  State  Medical  Society: 

Chapter  One  of  By-Laws  shall  be  amended  by  adding  a 
new  section  to  be  known  as  Section  10. 

Section  10.  No  member  of  this  society  may  be  a party 
to  an  unethical  contract  to  furnish  medical  and/or  surgical 
services  to  any  person,  persons,  employee,  or  group  of 
employees.  G.  A.  Massey, 

L.  D.  Goss. 

There  was  discussion  by  various  members  of  the  House 
concerning  the  definition  of  ethical  contract  practice. 

On  motion  duly  made  and  seconded,  it  was  voted  that, 
when  the  House  adjourns,  it  adjourn  to  meet  at  7:45  a.m., 
on  Saturday. 

A telegram  from  Mrs.  John  Degges,  manager  of  the 
Hotel  Gearhart,  inviting  the  Society  to  hold  its  1938  ses- 
sion there,  was  read.  On  motion  duly  made  and  seconded, 
it  was  voted  that  this  communication  be  referred  to  the 
Council. 

A letter  from  the  Oregon  Social  Hygiene  Society  re- 
questing a contribution  toward  the  purchase  of  bill-board 
posters  urging  blood  examinations  of  expectant  mothers 
was  read.  On  motion  duly  made  and  seconded,  it  was 
voted  that  this  communication  be  referred  to  the  Council. 


Committee  on  New  Business 

1.  Your  committee  recommends  the  adoption  of  the 
reports  of  the  Secretary,  the  Treasurer,  the  Delegate  to  the 
American  Medical  Association,  and  the  Committees  on  Sci- 
entific Work,  Publication,  Medical  Defense,  Medical  Edu- 
cation and  Hospitals,  Public  Education,  State  Industrial 
Affairs,  Clinic  and  Institutional  Medical  Care,  Military 
Affairs,  Liaison  Committee  to  the  Woman’s  Auxiliary, 
Maternal  Welfare,  and  Veterans’  Affairs.  Your  committee 
is  impressed  with  the  high  quality  of  the  work  evidenced 
by  these  reports  and  recommends  the  adoption  of  the 
recommendations  contained  therein. 

2.  Your  committee  especially  commends  the  work  of  the 
Committee  on  Public  Policy  and  the  physician-members 
of  the  State  Legislature  in  dealing  with  legislation  affect- 
ing scientific  medicine  and  the  public  health  during  the 
1937  session. 

3.  Your  committee  particularly  calls  attention  to  the 
recommendations  of  the  Committee  on  Public  Education 
concerning  the  administration  of  tuberculin  tests  to  high 
school  students  and  to  the  desirability  of  having  each  local 
medical  society  maintain  an  active  committee  to  cooperate 
with  the  schools  in  the  development  of  a well-rounded, 
practical  school  health  program. 

4.  Your  committee  calls  attention  to  the  recommenda- 
tion, which  has  been  repeatedly  made  by  the  Committee 
on  Veterans’  Affairs,  urging  that  our  members  affiliate 
with  veterans’  organizations  and  assist  them  in  promoting 
a better  understanding  between  these  organizations  and  our 
Society,  particularly  in  relation  to  the  medical  care  of  sick 
and  injured  veterans. 

5.  Your  committee  wishes  to  emphasize  one  particular 
feature  of  the  report  of  the  Committee  on  Clinic  and  In- 
stitutional Medical  Care;  namely,  that  which  urges  each 
local  medical  society  to  appoint  a public  health  committee 
to  deal  with  developments  in  public  health  service  which 
should  have  the  guidance  and  cooperation  of  the  local  medi- 
cal profession,  especially  those  which  will  develop  by 
authorization  granted  under  federal  and  state  social  security 
legislation. 

6.  Our  committee  calls  special  attention  to  the  recom- 
mendation of  the  Committee  on  Military  Affairs  concern- 
ing the  desirability  of  cooperating  with  the  Military  Af- 
fairs Committee  of  the  Portland  Chamber  of  Commerce 
in  attempting  to  obtain  a Marine  Corps  Reserve  Unit 
for  Oregon. 

7.  Our  committee  especially  commends  the  work  of  the 
Committee  on  Maternal  Welfare  in  bringing  to  this  ses- 
sion the  public  educational  film,  “The  Birth  of  a Baby,” 
and  in  urging  the  continued  interest  of  the  local  medical 
societies  in  a sustained  campaign  directed  to  both  physi- 
cians and  the  public  concerning  the  necessity  of  proper 
prenatal  care  and  obstetrical  management. 

8.  Our  committee  also  calls  particular  attention  to  the 
wise  recommendations  of  the  Committee  on  Syphilis  Con- 
trol for  the  improved  control  of  this  disease. 

C.  O.  Sturdevant, 

Chairman 

On  motion  duly  made  and  seconded  it  was  voted  that 
this  report  be  adopted. 

Committee  on  Resolutions 

Your  committee  recommends  the  adoption  of  the  fol- 
lowing resolutions: 

1.  Resolved,  that  the  Committee  on  the  Revision  of  Con- 
stitution and  By-Laws  be  requested  to  make  a study  with 
a view  to  increasing  the  number  of  councilor  districts  in 
order  to  provide  representation  on  the  Council  to  a larger 
number  of  the  sections  of  the  state. 

2.  Resolved,  that  a mid-year  session  of  the  House  of 
Delegates  be  held  in  order  to  permit  the  more  effective 
consideration  of  the  numerous  problems  now  confronting 
the  Society. 

3.  Resolved,  that  Oregon  State  Medical  Society  com- 
mend the  efficiency  and  results  obtained  by  our  retiring 
president,  Charles  E.  Sears,  in  the  face  of  the  handicaps 
resulting  from  his  being  placed  in  office  in  the  middle  of 
the  year  following  the  death  of  Dr.  Watts. 

4.  Resolved,  that  Oregon  State  Medical  Society  express 
its  commendation  of  W.  F.  Hollenbeck,  our  treasurer,  for 
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the  careful  manner  in  which  he  has  handled  the  Society’s 
funds  and  felicitate  him  upon  the  favorable  report  of  the 
Society’s  financial  condition. 

5.  Resolved,  that  Oregon  State  Medical  Society  e.xpress 
its  appreciation  to  Morris  L.  Bridgeman,  our  secretary, 
for  the  competent  manner  in  which  he  has  administered  the 
affairs  of  the  Society  during  the  past  year. 

6.  Resolved,  that  the  Committee  on  State  Industrial  Af- 
fairs be  commended  for  the  development  of  the  spirit  of 
friendliness  and  cooperation  which  has  characterized  the 
relations  between  the  medical  profession  and  the  State  In- 
dustrial Accident  Commission  during  recent  years. 

7.  Whereas,  our  executive  secretary,  Clyde  C.  Foley,  has 
demonstrated  so  efficiently  his  ability  and  insight  into  the 
executive  functions  of  our  society;  therefore  be  it 

Resolved,  that  Oregon  State  Medical  Society  express  its 
acknowledgment  of  his  services  by  extending  their  appre- 
ciation of  his  efforts. 

8.  Resolved,  that  Oregon  State  Medical  Society  express 
its  appreciation  of  the  efforts  of  John  H.  Fitzgibbon,  our 
delegate  to  the  American  Medical  Association,  and  of  the 
credit  reflected  upon  our  Society  through  the  recognition 
accorded  his  character  and  ability  by  the  House  of  Dele- 
gates, as  evidenced  by  his  appointment  to  important  com- 
mittees. 

9.  Resolved,  that  Oregon  State  Medical  Society  acknowl- 
edge the  great  contribution  made  to  its  development  by 
Thomas  Wynne  Watts,  our  late  president,  and  express 
its  extreme  sorrow  concerning  his  untimely  death  during 
the  past  year. 

10.  Resolved,  that  Oregon  State  Medical  Society  express 
its  appreciation  to  W.  W.  Bauer,  director  of  the  Bureau  of 
Health  and  Public  Instruction,  for  his  visit,  his  timely  pub- 
lic educational  messages,  and  his  helpful  message  on  the 
education  of  the  public  by  medical  societies. 

^*11.  Resolved,  that  Oregon  State  Medical  Society  express 
its  thanks  to  our  guest  speakers,  Lester  R.  Dragstedt  and 
Fuller  Albright,  for  their  interesting  and  instructive  sci- 
entific papers. 

12.  Resolved,  that  Oregon  State  Medical  Society  acknowl- 
edge the  continued  efforts  of  the  Woman’s  Auxiliary  in  ad- 
vancing public  understanding  of  scientific  medicine,  particu- 
larly through  the  more  widespread  distribution  of  Hygeia. 

13.  Resolved,  that  Oregon  State  Medical  Society  express 
its  thanks  to  the  secretary  and  the  Committee  on  Scientific 
Work  for  their  efforts  in  preparing  the  unusual  program 
of  papers  and  exhibits  which  has  resulted  in  one  of  the 
largest  attendances  in  the  history  of  the  Society. 

14.  Resolved,  that  Oregon  State  Medical  Society  com- 
mend the  interest  and  efforts  of  our  members  who  ap- 
peared on  the  program  as  essayists  and  exhibitors. 

15.  Resolved,  that  Oregon  State  Medical  Society  express 
its  sincere  appreciation  to  the  Polk-Yamhill-Marion  Medi- 
cal Society,  to  its  Committee  on  Arrangements  and  its 
Woman’s  Auxiliary  for  the  splendid  arrangements  made 
for  the  comfort  and  convenience  of  our  Society  and  its 
Woman’s  Auxiliary;  to  The  Capital- Journal  and  The 
Statesman  for  their  cooperation  and  courtesy  in  handling 
the  news  of  the  meeting;  to  the  management  and  em- 
ployees of  the  Marion  Hotel  in  providing  housing  and 
service  for  our  meetings  and  exhibits;  to  the  management 
of  Station  KLSM;  and  to  the  many  citizens  who  assisted 
in  making  this  session  so  successful. 

Thomas  E.  Griffith, 

Chairman 

On  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  adopted. 

President  Sears  relinquished  the  chair  to  Dr.  Baum,  sec- 
ond vice-president. 

CommiH'ee  on  Nominations 

Your  Committee  on  Nominations  has  labored  conscien- 
tiously with  its  task  of  selecting  the  names  of  candidates 
for  the  various  offices  vacant  in  the  Society.  With  no 
thought  of  conferring  honors  on  its  members,  save  that 
crowning  reward  of  “Work  well  done,”  it  has  been  acti- 
vated in  proposing  the  names  of  those  who  will  most  effi- 
ciently serve  the  Society. 


We  wish  to  call  attention  to  the  progress  made  by  the 
Society  during  the  past  year  and  to  our  desire  to  main- 
tain that  pleasant  state  in  the  further  solution  of  our 
ever  increasing  problems. 

Your  committee  feels  that  too  much  credit  cannot  be 
accorded  our  president,  Charles  E.  Sears,  who,  as  vice- 
president,  was  elected  by  the  Council  of  the  Society  to 
fill  the  unexpired  term  of  our  late  lamented  President 
Watts.  In  this  period,  with  little  opportunity  to  develop 
a program,  he  has  formulated  the  constructive  policies  so 
necessary  in  our  organization. 

Your  committee  presents  the  following  recommendations 
for  the  various  offices  to  be  filled: 

President-elect Charles  E.  Sears,  Portland 

First  Vice-President W.  W.  Baum,  Salem 

Second  Vice-President Richard  B.  Adams,  Portland 

Third  Vice-President Dean  P.  Crowell,  North  Bend 

Treasurer W.  F.  Hollenbeck,  Portland 

Secretary Morris  L.  Bridgeman,  Portland 

Councilors  for  three-year  term  ending  in  1940: 

First  District — Guy  L.  Boyden,  Portland;  Karl  H.  Martz- 
loff,  Portland. 

Seventh  District — C.  T.  Hockett,  Enterprise. 

Delegate  to  the  American  Medical  Association — John  H. 
Fitzgibbon,  Portland. 

Alternate  Delegate  to  the  American  Medical  Association 
— Karl  H.  Martzloff,  Portland. 

On  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  for  submission  to  the  Society. 

Dr.  Griffith,  chairman  of  the  Committee  on  Nominations, 
reported  that  the  committee  had  voted  to  nominate  E.  H. 
McLean  of  Oregon  City  for  member  of  the  Committee  on 
Publication  for  the  three-year  term  ending  in  1940.  On  mo- 
tion duly  made  and  seconded,  it  was  voted  that  the  nom- 
inations be  closed,  the  rules  suspended,  and  the  secretary 
instructed  to  cast  a unanimous  ballot  for  Dr.  McLean, 
and  he  was  declared  elected. 

Dr.  Baum  made  an  announcement  concerning  the  ban- 
quet at  6:30  p.m.,  and  the  dance  immediately  following 
the  banquet. 

At  9:00  a.m.,  it  was  voted  to  adjourn  until  7:45  a.m., 
on  Saturday. 


Fifth  Session 
Saturday,  October  23 

The  House  of  Delegates  was  called  to  order  by  Presi- 
dent Charles  E.  Sears  at  7:45  a.m.,  in  the  Mirror  Room 
at  Marion  Hotel. 

On  roll  call,  the  following  members  of  the  Council  were 
present: 

Charles  E.  Sears,  president;  G.  A.  Massey,  past  presi- 
dent; Charles  T.  Sweeney,  president-elect;  J.  C.  Vande- 
vert,  first  vice-president ; W.  W.  Baum,  second  vice-presi- 
dent; Richard  B.  Adams,  third  vice-president;  Morris  L. 
Bridgeman,  secretary;  Councilors  Blair  Holcomb,  Karl  H. 
Martzloff,  O.  C.  Hagmeier,  Charles  E.  Hunt,  and  J.  C. 
Hayes;  John  H.  Fitzgibbon,  delegate  to  the  American  Med- 
ical Association. 

The  following  delegates  were  present: 

A.  W.  Tiedeman  of  Baker,  Baker  County  Medical  So- 
ciety; R.  J.  Pilkington  of  Astoria,  Clatsop  County  Medical 
Society;  W.  G.  Homan  of  Burns,  Eastern  Oregon  District 
Medical  Society ; Thomas  E.  Griffith  of  The  Dalles,  Mid- 
Columbia  Medical  Society ; F.  Bertram  Zener,  Charles  P. 
Wilson,  C.  O.  Sturdevant,  and  George  E.  Henton  of  Port- 
land, Multnomah  County  Medical  Society;  R.  M.  Waltz 
of  Salem,  Polk-Yamhill-Marion  Medical  Society. 

Morris  L.  Bridgeman,  chairman  of  the  Committee  on 
Credentials,  reported  that,  in  the  absence  of  the  regularly 
elected  delegates  from  certain  component  societies,  cer- 
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tain  members  were  present  and  eligible  to  be  seated.  On 
motion  duly  made  and  seconded,  Dean  P.  Crowell  of 
North  Bend,  Coos  and  Curry  Medical  Society,  and  David 
Robinson  of  Tillamook,  Tillamook  County  Medical  So- 
ciety, were  seated  by  vote  of  the  House. 

Several  members  of  the  Society  and  the  executive  secre- 
tary were  also  present. 

Dr.  Massey  opened  the  discussion  on  the  amendment 
to  the  By-Laws  prohibiting  unethical  contract  practice  by 
members  of  the  Society  introduced  on  Friday  by  Dr.  Goss 
and  himself.  There  was  discussion  by  various  members  of 
the  House  concerning  the  proposed  amendment.  Upon 
motion  duly  made  and  seconded,  it  was  voted  that  the 
proposed  amendment  be  referred  to  a special  committee  for 
study  and  amplification,  and  that  this  committee  present 
a report  at  the  mid-year  meeting  of  the  House. 

Committee  on  New  Business 

Your  committee  recommends  that  the  Council  instruct 
the  Committee  on  Public  Policy  to  investigate  the  desira- 
bility of  seeking  an  amendment  to  the  Workmen’s  Com- 
pensation Law  to  provide  that  there  shall  be  added  to  the 
personnel  of  the  State  Industrial  Accident  Commission  a 
physician ; the  purpose  of  this  proposal  is  to  provide  in 
the  personnel  of  the  Commission,  which  deals  so  largely 
with  medical  problems,  a member  who,  by  his  training  as  a 
physician,  will  assist  the  Commission  in  handling  these 
problems  and  in  dealing  with  the  medical  profession. 

C.  O.  Sturdevant, 

Chairman 

On  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  referred  to  the  Council. 

At  9 a.m.,  the  House  adjourned  sine  die. 


GENERAL  BUSINESS  SESSIONS  OF  THE  SOCIETY 
Saturday,  October  23 

The  business  session  of  the  Society  was  called  to  order 
by  President  Charles  E.  Sears  at  9:30  a.m.,  in  the  Mirror 
Room  at  the  Marion  Hotel. 

Report  of  the  House  of  Delegates 

The  secretary  presented  the  following  report  of  the 
actions  of  the  House  of  Delegates: 

GENERAL  ACTIONS 

1.  Expressed  its  appreciation  of  the  valuable  work  per- 
formed to  date  by  the  Committee  on  the  Study  of  Contract 
Practice  and  voted  to  continue  this  committee  under  the 
title  of  the  Committee  on  Medical  Economies. 

2.  Voted  that  a mid-year  meeting  of  the  House  of  Dele- 
gates be  held,  the  dates  to  be  fixed  by  the  Council. 

3.  Voted  to  authorize  the  Council  to  employ  a special 
investigator  and  legal  counsel  to  apprehend  and  prosecute 
any  persons  who  may  be  practicing  medicine  or  surgery 
without  a license. 

4.  Voted  to  commend  the  work  of  the  Committee  on 
Public  Policy  and  the  physician-members  of  the  State 
Legislature  in  dealing  with  legislation  affecting  scientific 
medicine  and  the  public  health  during  the  1937  session. 

5.  Voted  to  approve  the  administration  of  tuberculin 
tests  to  high  school  students  and  to  recommend  that  each 
local  medical  society  maintain  an  active  committee  to  co- 
operate with  the  schools  in  the  development  of  a well- 
rounded,  practical  school  health  program. 

6.  Voted  to  recommend,  as  has  been  done  several  times 
previously,  that  our  members  affiliate  with  veterans’  or- 
ganizations and  assist  them  in  promoting  a better  under- 
standing between  these  organizations  and  our  society,  par- 
ticularly in  relation  to  the  medical  care  of  sick  and  indi- 
gent veterans. 

7.  Voted  to  recommend  that  each  local  medical  society 
appoint  a public  health  committee  to  deal  with  develop- 
ments in  public  health  service  which  should  have  the 
guidance  and  cooperation  of  the  local  medical  profession, 
especially  those  which  will  develop  by  authorization 


granted  under  federal  and  state  social  security  legislation. 

8.  Voted  to  recommend  that  the  Committee  on  Military 
■Affairs  cooperate  with  the  Military  Affairs  Committee  of 
the  Portland  Chamber  of  Commerce  in  attempting  to  ob- 
tain a Reserve  Unit  of  the  Marine  Corps  for  Oregon. 

9.  Voted  to  commend  the  work  of  the  Committee  on 
Maternal  Welfare  in  bringing  to  this  session  the  public 
educational  film,  “The  Birth  of  a Baby,”  and  to  urge  the 
continued  interest  of  the  local  medical  societies  in  a sus- 
tained campaign  directed  to  both  physicians  and  the  public 
concerning  the  necessity  of  proper  prenatal  care  and  ob- 
stetrical management. 

10.  .Adopted  the  recommendations  of  the  Committee  on 
Syphilis  Control  for  the  improved  control  of  this  disease. 

11.  Voted  to  declare  Senate  Joint  Resolution  188,  now 
pending  in  the  U.  S.  Senate,  providing  for  the  federal 
regimentation  of  the  medical  profession  for  the  care  of 
the  so-called  impoverished,  as  detrimental  to  the  best  in 
terests  of  the  public  and  the  indigent  sick,  and  declaring 
problems  of  providing  medical  service  to  all  requiring  such 
service  and  not  able  to  meet  its  entire  cost  to  be  problems 
for  local  and  state  consideration  unsuitable  for  action  on 
a national  scale  by  the  federal  government. 

Resolutions  Adopted 

Fifteen  resolutions  which  had  been  adopted  by  the 
House  of  Delegates  were  read  (page  446  of  this  issue). 

Elections  by  the  House  of  Delegates 
Members  of  Committee  on  Publication  for  three-year 
term  ending  in  1940,  E.  H.  McLean,  Oregon  City. 

Morris  L.  Bridgeman, 

Secretary 

On  motion  duly  made  and  seconded,  it  was  voted  that 
this  report  be  accepted  and  that  the  actions  of  the  House 
of  Delegates  contained  therein  be  approved. 

Election  of  Officers 

The  recommendations  of  the  House  of  Delegates  for 
the  various  offices  of  the  Society  were  read  as  appear  on 
page  447  of  this  issue. 

President  Sears  called  for  further  nominations  for  each 
of  the  above  offices.  None  being  made,  on  motion  duly 
made  and  seconded,  it  was  voted  that  the  rules  be  sus- 
pended and  the  secretary  be  instructed  to  cast  a unanimous, 
ballot  for  each  nominee  as  presented  in  the  report.  Then 
each  was  declared  elected. 

Committee  on  Necrology 

The  secretary  read  the  names  of  the  following  physicians 
who  died  during  the  past  year: 

*L.  .A.  Bollman,  of  Dallas,  died  Oct.  2,  1936 
♦Russell  C.  Keizer,  of  North  Bend,  died  Nov.  4,  1936 
James  H.  Thompson,  of  Enterprise,  died  Nov.  20,  1936 
♦Daniel  O.  Webster,  of  Portland,  died  Nov.  29,  1936 
John  S.  Worchester,  of  Portland,  died  Dec.  6,  1936 
*L.  L.  Hoy,  of  Tillamook,  died  Dec.  25,  1936 
♦Edward  O.  Parker,  of  Pendleton,  died  Jan.  21,  1937 
♦Harold  Bunce  Myers,  of  Portland,  died  March  16,  1937 
♦Thomas  Wynne  Watts,  of  Portland,  died  March  26,  1937 
.Alvin  B.  Stone,  of  The  Dalles,  died  March  20,  1937 
♦J.  L.  Elwood,  of  Maupin,  died  April  6,  1937 
Everett  Mingus,  of  Marshfield,  died  April  22,  1937 
James  Erman  Bridgewater,  .Albany,  died  April  28,  1937 
♦Joseph  Malcolm  Short,  of  Portland,  died  April  30,  1937 
♦IsADORE  Henry  Cramer,  of  Portland,  died  May  2,  1937  j 
OsMAR  K.  Wolf,  of  Marshfield,  died  May  9,  1937  ( 

Lola  A.  Johnson,  of  Portland,  died  May  27,  1937  ^ 

Junius  B.  Wright,  of  Portland,  died  June  20,  1937  j 

♦Frank  S.  Post,  of  Portland,  died  July  12,  1937  | 

♦Francis  G.  Swedenburg,  of  Ashland,  died  July  31,  1937 
W.  G.  Cole,  of  Cornelius,  died  Aug.  3,  1937  ' 

*Member  Oregon  State  Medical  Society  ' 

.A.  C.  Kinney,  chairman  of  the  Committee  on  Necrology,  ; 
spoke  briefly  calling  attention  to  the  short  longevity  of  .j 
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physicians  as  compared  with  that  of  the  laity.  The  mem- 
bers then  rose  and  paid  silent  tribute  to  the  memory  of  the 
physicians  who  died  during  the  past  year. 

Statement  of  Retiring  President 

Retiring  President  Charles  E.  Sears  spoke  briefly,  ex- 
pressing his  appreciation  of  the  cooperation  given  him  dur- 
ing his  abbreviated  term  as  president. 

He  then  called  upon  Charles  T.  Sweeney,  President-elect. 
Dr.  Sweeney  made  a brief  statement,  thanking  the  mem- 
bers for  the  honor  conferred  upon  him  and  pledging  his 
utmost  efforts  in  behalf  of  the  Society. 

The  business  session  of  the  Society  was  declared  ad- 
journed at  9:30  a.m. 


MULTNOM.4H  COUNTY  MEDIC.\L  SOCIETY 
Pres.,  R.  L.  Benson;  Secty.,  P.  H.  Lewis 
■A.  meeting  of  Multnomah  County  Medical  Society  was 
held  in  Portland,  November  17. 

A.  J.  McLean  presented  an  excellent  paper,  “Brain  Tu- 
mors Never  Die:  A Satiric  Parade.”  Apparently  some  of 
the  membership  realized  something  exceptional  was  in  store 
for  attendance  hit  a new  high. 

CENTRAL  WILLAMETTE  MEDICAL  SOCIETY 
Pres.,  H.  R.  Kauffman;  Secty.,  L.  M.  Bain 
Central  Willamette  Medical  Society  held  a meeting  at 
■Albany,  Thursday  evening  November  4,  at  Hotel  Albany. 

There  was  a good  attendance  from  this  district  and  the 
paper  of  the  evening  was  given  by  Morris  L.  Bridgeman, 
pediatrician  of  Portland,  on  the  subject,  “Practical  Knowl- 
edge of  Pediatrics.” 

The  next  meeting  will  be  held  at  Eugene,  December  2,  at 
which  time  the  annual  election  will  take  place. 


WASHINGTON 

COWLITZ  COUNTY  MEDICAL  SOCIETA' 

Pres.,  P.  H.  Henderson;  Secty.,  J.  S.  McCarthy 

A regular  meeting  of  the  Cowlitz  County  Medical  Society 
was  held  at  Longview,  October  10.  This  was  a dinner  meet- 
ing held  at  the  Hotel  Monticello.  The  meeting  was  called  to 
order  by  A.  F.  Birbeck,  acting  president. 

H.  L.  Leavitt  and  R.  H.  Highmiller,  medical  advisors  of 
the  Department  of  Labor  and  Industries,  were  present  and 
gave  an  exceptionally  interesting  program  on  the  rules  gov- 
erning the  Department  relative  to  the  care  of  the  injured 
workmen. 

C.  B.  Menkel  was  voted  in  for  membership. 

KING  COUNTY  MEDICAL  SOCIETY 
Pres.,  V.  W.  Spickard;  Secty.,  W.  B.  Seelye 

King  County  Medical  Society  held  a meeting  in  the  audi- 
torium of  the  Medical  and  Dental  Building,  Seattle,  No- 
vember IS,  at  8:15  p.m..  President  V.  W.  Spickard  presid- 
ing. Minutes  of  the  last  regular  and  special  meetings  were 
read  and  approved. 

J.  Foster  Dean  announced  a bridge  party  for  November 
16  at  D.  A.  R.  hall.  Dr.  Spickard  read  a telegram  from  Olin 
West  stating  that  the  proposals  set  up  in  a letter  from  the 
•American  Foundation  would  be  considered  at  a meeting  of 
the  Board  of  Trustees  in  Chicago  during  the  week  of  No- 
vember IS. 

Frederick  Lemere  read  a paper,  “Insulin  Shock  Therapy 
of  Dementia  Precox.”  He  described  the  technic  of  the 


originator,  stating  that  the  patient  should  be  in  a psycho- 
pathic hospital.  Shocks  are  produced  daily  by  giving  insulin 
at  6:30  a.m.  From  seven  to  forty  shocks  are  given,  the  num- 
ber depending  on  one’s  own  experience  with  previous  cases. 
In  chronic  cases  there  was  a twenty  per  cent  remission  com- 
pared with  ten  per  cent  of  the  usual  expectancy.  In  cases 
under  one  and  one-half  years  duration  the  remission  was 
seventy-five  per  cent  as  compared  with  the  usual  thirty  per 
cent. 

The  treatment  is  indicated  for  the  schizophrenic  patient 
in  whom  the  symptoms  are  acute  and  there  are  many  de- 
lusions and  hallucinations.  The  paper  was  discussed  by  Drs. 
Hoedemaker  and  Hackfield. 


PIERCE  COUNTY  MEDICAL  SOCIETY 
Pres.,  .A.  H.  Buis;  Secty.,  W.  B.  Penney 
The  regular  meeting  of  Pierce  County  Medical  Society 
was  held  in  Medical  Arts  Building,  Tacoma,  November  9, 
1937,  with  A.  H.  Buis  in  the  chair.  Minutes  of  the  previous 
meeting  were  read  and  approved. 

Applications  of  Joel  J.  McCook  and  Hugh  A.  Rasmussen 
were  read  and  referred  to  the  Board  of  Trustees. 

A symposium  on  urology  was  presented,  including  a paper 
on  “Carcinoma  of  the  Prostate”  by  H.  S.  Argue;  “Movable 
Kidney”  by  C.  S.  Pascoe;  “Pediatric  Urology”  by  C.  F. 
Engels;  “Bladder  Tumors”  by  Clyde  Magill  and  “A  Re- 
view' of  Prostatic  Surgery”  by  G.  A.  Moosey.  Discussion 
was  by  H.  T.  Clay,  H.  J.  Whitacre,  S.  F.  Herrmann,  L.  J. 
Hunt,  S.  M.  MacLean  and  G.  G.  R.  Kunz. 


SKAGIT  COUNTY^  MEDICAL  SOCIETY 
Pres.,  S.  W'.  Holton ; Secty.,  W.  V.  King 
A meeting  of  Skagit  County  Medical  Society  and  .Auxili- 
ary was  held  at  Northern  State  Hospital,  Sedro  Woolley, 
November  24.  M.  T.  Mac.Avelia  presided.  Following  the 
dinner,  the  auxiliary  retired  to  the  home  of  Mrs.  James 
Doughty  for  business  meeting  and  bridge.  The  society 
meeting  was  addressed  by  R.  D.  Forbes  ancFJohn  Duncan 
of  Seattle. 


SNOHOMISH  COUNTY  MEDICAL  SOCIETY 
Pres.,  .A.  B.  Murphy;  Secty.,  W.  J.  Wagner 

Snohomish  County  Medical  Society  held  a meeting  in  the 
Library  of  the  Medical-Dental  Bldg.,  Everett,  Thursday, 
Nov.  5,  1937,  at  8:00  p.m. 

Drs.  Leavitt  and  Highmiller  visited  w’ith  the  society  and 
discussed  relations  of  the  physicians  with  the  Department 
of  Labor  and  Industries. 

The  following  officers  W'ere  elected  for  1938:  H.  W. 
Johnson,  President;  L.  S.  Trask,  Vice-President;  W.  J. 
Wagner,  Secretary-Treasurer. 

-A  report  of  the  newly  formed  Physicians  Corporation  w’as 
made,  showing  exceptionally  good  progress  in  the  elimina- 
tion of  all  private  industrial  contracts.  The  medical  society 
is  practically  100  per  cent  organized  for  the  management 
of  industrial  contracts. 


THURSTON-MASON  COUNTIES  MEDICAL  SOCIETY 
Pres.,  F.  H.  Hartung;  Secty.,  J.  J.  Marren 
■Regular  meeting  of  the  Thurston-Mason  Counties  Medi- 
cal Society  was  held  at  Hotel  Olympian,  Olympia,  October 
26.  Frederick  Lemere  of  Seattle  discussed  the  insulin  shock 
treatment  of  schizophrenia. 
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IDAHO 

NORTH  IDAHO  DISTRICT  MEDICAL  SOCIETY 
Pres.,  W.  O.  Clark;  Secty.,  J.  E.  Baldeck 
October  meeting  of  North  Idaho  District  Medical  Society 
followed  dinner  at  the  Lewis  Clark  Hotel,  Lewiston,  October 
20.  Twenty-three  members  were  present,  to  hear  discussion 
on  “The  Value  of  Gastroscopy”  by  Ralph  Loe  of  Seattle,  and 
“The  Management  of  .Adhesions”  by  Bernard  Mullen,  also 
of  Seattle. 

SOUTH  SIDE  MEDICAL  SOCIETA' 

Pres.,  F.  E.  Barrett;  Secty.,  C.  D.  Beymer 
Regular  meeting  of  the  South  Side  Medical  Society  was 
held  at  Burley,  October  22.  Dinner  was  held  at  the  National 
Hotel  and  was  presided  over  by  C.  R.  Scott  of  Twin  Falls. 
F.  E.  Goeltz  of  Salt  Lake  City  addressed  the  meeting  on 
“Treatment  of  Urinary  Infections.”  Discussion  was  opened 
by  Charles  Beymer  of  Twin  Falls.  W.  F.  Passer,  also  of  Twin 
Falls,  reported  action  of  the  house  of  delegates  at  the  meet- 
ing of  the  State  Association  in  Boise.  Films  on  thyroid  and 
gastric  surgery  were  exhibited  by  Charles  Beymer.  The  No- 
vember meeting  will  be  at  Twin  Falls. 


POC.ATELLO  MEDICAL  SOCIETY 
Pres.,  H.  J.  Hartvigsen;  Secty.,  D.  C.  McDougall 
Pocatello  Medical  Society  held  a meeting  at  Pocatello 
November  4.  C.  W.  Pond  gave  an  illustrated  talk  on  “Blood 
Dyscrasias  in  Relation  to  Infections  and  Hemorrhage.” 
Differential  white  and  total  white  blood  counts  are  prog- 
nostically  significant  in  patients  suffering  from  infections. 
.A  high  white  count  with  a proportionately  high  neutrophilic 
count  signifies  good  resistance  and  usually  favors  a good 
outcome.  On  the  other  hand,  a very  high  neutrophilic  count 
and  a relatively  low  total  white,  approaching  the  normal 
level,  indicate  low  resistance  on  the  part  of  the  patient  and 
point  toward  a fatal  outcome,  unless  the  total  count  in- 
creases as  the  neutrophilic  count  rises. 

A proposal  was  made  by  Dr.  Cromwell,  Medical  Head 
of  the  State  Hospital,  Blackfoot,  for  the  Pocatello  Medical 
Society  to  appoint  a staff  of  physicians  for  the  purpose  of 
rendering  service  to  the  inmates  of  that  institution.  It  was 
brought  out  that  facilities  will  soon  be  made  available  for 
all  types  of  special  medical  and  surgical  care.  Considerable 
discussion  was  held  with  regard  to  utilizing  the  Blackfoot 
State  Hospital  for  a special  nursing  school  in  psychiatry, 
to  be  attended  by  the  various  senior  nursing  students  of 
the  Idaho  Nursing  Schools. 
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PRINCIPLES  AND  PROPOS.ALS 

Portland,  Ore. 

November  IS,  1937 

.At  a meeting  of  the  Council  of  Oregon  State  Medical 
Society,  held  November  13,  the  following  Resolution  was 
adopted: 

Whereas,  Oregon  State  Medical  Society  and  various  com- 
ponent societies  have  been  contacted  by  a “Committee  of 
Physicians”  headed  by  Drs.  Russell  L.  Cecil,  Milton  C. 
Winternitz,  John  P.  Peters,  Hugh  Cabot  and  others,  who 
have  submitted  for  consideration  a set  of  principles  and 
proposals;  and 

Whereas,  these  principles  and  proposals  are  practically 
identical  with  those  introduced  by  the  New  York  delega- 
tion in  the  1937  meeting  of  the  House  of  Delegates  of 
.American  Medical  Association,  at  Atlantic  City;  and 

Whereas,  these  principles  and  proposals  were  carefully 
considered  after  several  open  hearings  by  the  Reference 
Committee  on  Executive  Session  of  the  House  of  Delegates, 
whose  report  on  this  subject  was  unanimously  adopted  by 
the  House  of  Delegates;  and 

Whereas,  the  House  of  Delegates  of  American  Medical 
-Association  reaffirmed  its  willingness,  on  receipt  of  direct 
request,  to  cooperate  with  any  governmental  or  other  quali- 
fied agency  contemplating  the  development  and  operation 
of  plans  for  medical  care;  and 

Whereas,  the  Council  of  Oregon  State  Medical  Society 
believes  that  the  interests  of  the  public  can  be  best  pre- 
served through  such  cooperative  action  between  the  repre- 
sentatives of  the  entire  medical  profession  and  interested 
agencies ; and 

Whereas,  the  effort  of  the  “Committee  of  Physicians,” 
seeking  independent  support  for  principles  and  proposals 
already  acted  upon  by  representatives  of  the  entire  profes- 
sion, can  only  tend  to  confuse  the  issue  and  mislead  the 
uninformed;  therefore,  be  it 

Resolved,  that  the  Council  of  Oregon  State  Medical  So- 
ciety in  regular  session  at  Portland,  Oregon,  November  13, 
1937,  condemns  such  an  attempt  by  a self-selected  minority 
group  to  divide  the  profession  on  an  issue  of  national  im- 
portance. The  Council  further  suggests  that  members  of 
component  societies  inform  themselves  regarding  this  matter 
and  take  suitable  action. 


EXPLOITATIOxN  IN  NEWSPAPER 

Self-laudation  is  contrary  to  good  taste.  The  Council  of 
Multnomah  County  Society  points  to  the  flagrant  disregard 
of  the  Principles  of  Medical  Ethics  by  some  members  in 
connection  with  the  publication  of  medical  articles  in  news- 
papers. In  a resolution  it  emphasizes  that  “it  is  unethical 
for  any  member  willingly  to  permit  his  name  to  be  con- 
nected with  any  medical  or  surgical  article  or  interview, 
of  an  educational  nature  or  otherwise,  that  may  appear 
in  the  lay  press  and  possibly  be  construed  as  an  act  of 
self-exploitation,  and  that  with  the  exception  of  those  ar- 
ticles that  shall  be  issued  by  public  health  officers  or  men 
who  do  not  participate  in  the  emoluments  of  private  prac- 
tice, all  educational  articles  pertaining  to  medical  or  surgical 
subjects  shall  appear  under  the  auspices  of  the  Society  or 
other  recognized  professional  societies.” 

BIRTH  OF  A BABY 

One  hundred  persons  sent  opinions  regarding  the  public 
showing  of  this  film  which  many  physicians  saw  at  the 
recent  state  meeting  at  Salem.  One  physician  and  one  gradu- 
ate nurse  felt  that  it  should  not  be  shown.  Four  physicians, 
three  physicians’  wives,  and  one  graduate  nurse  suggested 
restrictions  as  to  age  groups.  Generally  the  reaction  to  pub- 
lic showing  was  favorable,  although  a definite  recommenda- 
tion as  to  age  groups  is  awaited  from  the  Committee  on 
Maternal  Welfare. 

WOMAN’S  AUXILIARY 

The  Woman’s  Auxiliary  to  Oregon  State  Medical  Society 
has  contacted  each  of  the  Parent-Teachers  -Associations  and 
the  Federated  Woman’s  Clubs  in  the  state,  offering  its 
assistance  in  any  proposed  health  program.  Literature  pub- 
lished by  -American  Medical  Association  and  other  autfientic 
sources  on  most  any  medical  subject  of  lay  interest  has 
been  made  available.  Speakers  from  the  local  medical  society 
will  be  available  for  short  talks  on  subjects  relating  to  pub- 
lic health.  C.  O.  Sturtevant, 

Corresponding  Secretary 


December,  1937 
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WOMAN’S  AUXILIARY  TO  WASHINGTON  STATE 
MEDICAL  SOCIETY 

Spokane,  W'ash.,  Nov.  27,  1937. 

It  is  interesting  to  observe  the  unification  of  the  various 
medical  au.xiliary  groups  throughout  the  state.  This  is  in- 
duced by  a central  aim,  so  succintly  e.xpressed  by  national 
president,  Mrs.  Augustus  Kech,  “to  become  better  wives 
for  better  doctors,”  and  to  aid  the  doctors  in  the  preven- 
tion of  state  or  socialized  medicine. 

We  are  receiving  interesting  reports 'ef  auxiliary  work 
from  many  of  the  county  chairmen  of  Press  and  Publicity. 
Mrs.  H.  E.  Rhodehamel  of  Spokane,  State  Auxiliary  Legis- 
lative Chairman,  has  outlined  a very  excellent  educational 
program  for  the  legislative  committees  of  county  auxil- 


iaries. She  writes  of  the  need  for  doctors’  wives  to  fully 
understand  the  legislative  campaign  so  that  they  may  be 
ready  to  assist. 

“ . . . When  the  doctors  realize  that  their  wives  are  thor- 
oughly posted  on  current  legislation  pertaining  to  medical 
practice  and  public  health  and  stand  ready  when  they  call 
on  us  to  help  disseminate  this  information  to  the  public, 
they  will  be  grateful  for  our  cooperation.  The  medical  pro- 
fession is  well  organized  and  is  working  hard  to  maintain 
the  highest  standards  of  scientific  medicine  and  public  wel- 
fare. They  have  the  facts  to  present.  Our  work  begins 
where  their  work  leaves  off.” 

Mrs.  Kenneth  S.  Whyte, 
Publicity  Chairman 


BOOK  REVIEWS 

Post- Gr.^du ATE  Surgery.  Edited  by  Rodney  Maingot, 
F.R.C.S.  (Eng.)  Volume  III.  With  1015  Figures  in  the 
Text.  2009  pp.  $45  for  Three  Volumes.  D.  Appleton-Century 
Co.,  Inc.,  New  York,  1937. 

This  volume  contains  numerous  sections,  each  written  by 
an  English  surgeon  of  renown.  The  book  has  many  pictures 
and  diagrams  emphasizing  various  surgical  conditions,  their 
pathology  and  the  technic  of  treatments.  .As  the  title  im- 
plies, this  volume  is  not  intended  for  a beginner.  It  is  as- 
sumed that  the  reader  knows  something  of  the  cause  and 
details  of  treatment  of  the  condition  he  is  studying.  The 
book  largely  deals  with  the  carrying  out  of  these  principles. 
•As  example,  the  section  on  hernia  is  about  one  hundred 
pages  long.  The  first  quarter  deals  with  the  principles  in- 
volved in  the  cause  of  hernia.  Most  of  the  technic  has  to  do 
with  how  to  prevent  a hernia  reentering  the  inguinal  canal 
and  there  is  comparatively  little  about  reconstruction  of  the 
canal  except  to  condemn  the  Bassini  operation  as  old  fash- 
ioned. The  interesting  statement  is  made  that  the  author 
knows  one  hundred  surgeons  whom  he  would  not  hesitate 
to  have  operate  on  his  gallbladder,  but  he  knows  only  one 
whom  he  would  willingly  let  explore  his  inguinal  canal. 

The  section  on  the  lymphatic  system  is  quite  long  and  in- 
teresting. The  section  on  orthopedics  is  also  long  and  it  is 
stated  they  will  eventually  devote  an  entire  volume  to  its 
study.  The  -American  reader  will  be  interested  to  find  articles 
on  extraction  of  teeth.  He  will  also  find  other  subjects  in 
which  instruction  at  his  medical  school  was  scant  or  wholly 
lacking.  The  reviewer  has  found  the  book  instructive,  well 
written,  and  easy  to  read.  Metheny. 


General  Hygiene  and  Preventive  Medicine.  A Text- 
book for  College  Students,  Medical  Students,  Nurses,  Pub- 
lic Health  Workers  and  Social  Workers.  By  John  Weinzirl, 
M.S.,  Ph.D.,  D.P.H.  Late  Professor  of  Bacteriology  and 
Director  of  the  Alice  McDermott  Foundation  of  the  Uni- 
versity of  Washington,  etc.  Edited  by  .Adolph  Weinzirl, 
B.S.,  M.D.,  C.P.H.  Health  Officer,  Portland,  Ore.,  etc.  424 
pp.  $4.  Lea  & Febiger,  Philadelphia,  1937. 

Of  interest  in  the  volume  is  the  emphasis  given  “method” 
as  a teaching  medium,  thus  affording  a stimulation  to  the 
student  to  apply  himself  to  an  approach  of  the  problem 
through  a process  of  deduction,  rather  than  one  of  applica- 
tion of  didactic  arbitrary  instruction.  The  range  of  diseases 
and  their  grouping  for  the  purposes  of  this  text  are  charac- 


teristic of  the  one  whose  pedagogic  experience  has  ranged 
over  a period  of  years.  After  pausing  to  study  the  table  of 
contents  the  reader  can  scarcely  help  being  intrigued  nor 
made  sufficiently  curious  to  open  the  text  in  a few  places  to 
see  how  the  subject  is  handled.  The  eight  “method”  classifi- 
cations are  subdivided  into  submethod  classifications. 

Chapters  XIV  and  XVI  deal  respectively  with  isolation 
and  epidemiology  as  a method  of  controlling  disease.  Chap- 
ters XXV  and  XXVI  consider  public  health  legislation  and 
public  health  organization  as  methods  of  controlling  dis- 
ease. These  chapters  carry  interesting  information  and  may 
offer  a new  appraisal  of  methods  to  the  busy  practitioner. 

In  conclusion,  of  outstanding  importance  to  the  physician, 
is  that  this  book  easily  presents  a broad  view  relative  to 
preventive  medicine  and  infers  that  he  may  well  give  more 
attention  to  preventive  medical  situations  in  his  private 
practice,  some  of  which  may  ordinarily  have  escaped  him. 
If  physicians  are  to  accept  the  challenge  to  take  a more  active 
interest  in  public  health,  they  may  well  spend  a few  hours 
toward  orientation  by  reading  at  least  parts  of  this  book. 

Evans. 


The  Diagnosis  of  Nervous  Diseases.  By  Sir  James 
Purves-Stewart,  K.C.M.G.,  C.B.,  M.D.,  Edin.,  F.R.C.P., 
Consulting  Physician  to  Westminster  Hospital  and  West 
End  Hospital  for  Nervous  Diseases,  etc.,  London.  Eighth 
Edition.  842  pp.,  $10.00.  William  Wood  & Co.,  Baltimore, 
1937. 

This  textbook  differs  from  most  in  that  the  subject  matter 
is  dealt  with  by  symptoms  rather  than  disease  entities.  For 
example,  there  are  chapters  on  headache,  incoordination, 
vertigo,  posture  and  so  on,  in  which  the  differential  diag- 
nosis of  each  symptom  is  given  in  detail.  This  naturally 
leads  to  a great  deal  of  repetition.  .As  an  illustration,  mul- 
tiple sclerosis  is  described  in  at  least  ten  different  chapters. 

The  book  could  not  be  recommended  as  an  isolated  ref- 
erence book  for  the  general  practitioner,  inasmuch  as  there 
is  almost.no  discussion  of  etiology,  pathology  or  treatment, 
and  the  different  neurologic  disorders  are  not  completely 
described  in  any  one  section  of  the  book.  However,  as  a 
supplement  to  the  more  usual  type  of  neurologic  text  this 
book  is  invaluable.  The  wide  experience  of  the  author,  his 
illustration  of  material  with  amusing  anecdotes  and  the 
excellent  figures,  all  help  to  make  the  book  interesting 
reading,  although  a little  tedious  and  rambling  in  its  or- 
ganization. Lemere 
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Management  of  Fractures,  Dislocations  and  Sprains. 
By  John  Albert  Key,  B.S.,  M.D.,  Clinical  Professor  of 
Orthopedic  Surgery,  Washington  University  School  of 
Medicine,  St.  Louis,  etc.,  and  H.  Earle  Conwell,  M.D., 
F.A.C.S.,  Consulting  Orthopedic  Surgeon  to  the  Tennessee 
Coal,  Iron  and  Railroad  Company,  etc.  Second  Edition. 
1246  pp.,  $12.50.  The  C.  V.  Mosby  Company,  St.  Louis, 
Mo.,  1937. 

This  textbook  can  be  highly  recommended  as  one  of  the 
most  modern  and  complete  on  the  subject.  The  opinions 
expressed  give  the  reader  the  advantage  of  the  opinion  of  a 
traumatic  as  well  as  that  of  the  trained  orthopedic  surgeon. 
This  book  deals  fully  with  repair  of  fractures,  general  prin- 
ciples of  treatment,  first  aid,  various  complications  of  frac- 
tures, pathologic  fractures,  compound  fractures,  dislocations, 
the  relationship  of  compensation  laws  to  fracture  cases  and 
the  medicolegal  aspect  of  fracture  cases.  It  will  be  noted 
that  steps  have  been  taken  to  dispel  the  old  teaching  that 
radiographic  examination  must  be  made,  regardless  of  neces- 
sity, in  order  to  protect  the  practitioner.  These  authors 
point  out  in  a timely  manner  that  the  judgment  of  the 
physician  should  not  be  forced  entirely  by  the  prospects  of 
medicolegal  complications.  Diagnosis  and  treatment  of 
specific  fractures  are  considered  in  detail,  giving  the  stand- 
ard methods  of  treatment  entertained  in  this  country,  and 
complete  consideration  of  the  description  of  each  class  of 
fracture.  Leavitt 


The  Postmortem  Examination.  By  Sidney  Farber, 
M.D.,  Associate  in  Pathology,  Harvard  Medical  School, 
etc.  201  pp.,  $3.50.  Charles  C.  Thomas,  Springfield,  111.,  and 
Baltimore,  1937. 

The  “Historical  Introduction”  is,  perhaps,  the  most  inter- 
esting part  of  this  book,  and  emphasizes  particularly  the 
work  of  Rokitansky  of  Vienna,  and  Virchow  of  Berlin,  in 
developing  the  two  technics  for  making  postmortem  exam- 
inations that  are  in  general  use  today.  Under  “General 
Considerations”  is  given  an  interesting  review  of  the  neces- 
sary forms  for  autopsy  permission,  and  also  the  opinions 
of  certain  racial  leaders  as  to  the  desirability  of  permitting 
an  autopsy  to  be  performed. 

The  book  goes  into  considerable  detail  of  actual  autopsy 
technic  and  various  types  of  cases.  At  the  end  is  given  a 
copy  of  the  report  of  the  New  York  Committee  on  rules 
governing  pathologists  and  undertakers.  This  includes  the 
contract  which  has  been  drawn  up  between  them  and  states 
definitely  the  rights  of  both  parties  in  regard  to  autopsies. 

The  book  closes  with  a detailed  autopsy  report  which  is 
taken  from  one  of  Virchow’s  own  cases  and  shows  the  de- 
tailed nature  of  the  examination  as  made  by  the  “Old 
Master.”  This  volume  will  be  found  very  useful  to  the 
casual  pathologist  and  the  young  pathologist  who  is  in  the 
process  of  developing  his  postmortem  technic. 

Wilson 


External  Diseases  of  the  Eye.  By  Donald  T.  Atkinson, 
M.D.,  F.A.C.S.,  Consulting  Ophthalmologist  to  the  Santa 
Rosa  Infirmary  and  the  Nix  Hospital,  San  Antonio,  Texas, 
etc.  Illustrated  with  494  Engravings.  Second  Edition,  Thor- 
oughly Revised.  718  pp.,  $8.00.  Lea  & Febiger,  Philadel- 
phia, 1937. 

This  rather  extensive,  very  readable  and  quite  exhaustive 
volume  is  well  arranged  and  exceedingly  well  illustrated 
but  the  title  is  somewhat  misleading  in  that  the  author 
incorporates  much  material  that  pertains  to  internal  or 


intraocular  conditions  such  as  glaucoma,  iritis,  affections  of 
the  ciliary  body,  sinusitis  and  others  in  quite  a detailed 
manner.  It  is  a valuable  text  for  the  student  and  eye  phys- 
ician. It  takes  up  the  various  tissues  and  external  organs  of 
the  visual  system  in  a systematic  and  comprehensive  way 
and  the  more  or  less  new  and  detailed  information  on  such 
conditions  as  yaws,  leprosy  and  fungus  infections  is  worthy 
of  very  favorable  comment.  The  historical  references  in  the 
first  chapter  are  interesting  and  instructive.  The  chapters 
on  hygiene  of  the  eyes,  history  making  and  case  records, 
and  remedies  used  in  the  treatment  of  external  diseases  of 
the  eye  are  valuable  contributions.  The  book  as  a whole  is 
a worthy  asset  to  any  private  or  general  medical  library. 

McCoy 


Materia  Medica,  Pharmacology,  Therapeutics  and 
Prescription  Writing.  By  Walter  Arthur  Bastedo,  Ph.M., 
M.D.,  Sc.D.,  F.A.C.P.,  Consulting  Physician,  St.  Luke’s 
Hospital,  New  York,  etc.  Fourth  Edition,  Reset.  778  pages 
with  81  Illustrations.  Cloth,  $6.50  net.  W.  B.  Saunders 
Company,  Philadelphia  and  London,  1937. 

This  is  primarily  a book  for  the  clinician,  well  indexed 
for  easy  reference.  The  subject  matter  is  logically  arranged, 
therapeutically  allied  drugs  being  discussed  together.  For 
example,  one  section  is  devoted  to  remedies  whose  chief 
action  is  upon  the  circulation.  Included  is  a concise  review 
of  the  physiology  of  circulation,  then  a discussion  of  the 
chemistry,  pharmacology  and  therapeutic  effect  of  various 
drugs  as  general  circulation  stimulants,  measures  to  in- 
crease or  decrease  blood  volume,  cardiac  depressants,  arterial 
dilators  and  remedies  affecting  blood  elements.  An  instruc- 
tive picture  in  this  section  shows  various  droppers  used  for 
the  outmoded  drop  administration  of  digitalis.  There  is  a 
range  of  from  98  to  330  drops  in  the  actual  delivery  of  60 
minims. 

Notable  are  the  pages  on  the  barbiturates,  sulphanila- 
mide,  cyclopropane  anesthetic  and  the  hormones,  including 
protamine  insulin  and  the  antihormones.  The  book  closes 
with  a chapter  on  prescription  writing.  It  is  well  planned 
as  an  up-to-date  desk  book  for  the  busy  practitioner. 

Lincoln 


A Practical  Treatise  on  Diseases  of  the  Skin.  For  the 
Use  of  Students  and  Practitioners.  By  Oliver  S.  Ormsby, 
M.D.,  Clinical  Professor  and  Chairman  of  the  Department 
of  Dermatology,  Rush  Medical  College  of  the  University  of 
Chicago,  etc.  With  Revision  of  the  Histopathology  and 
Mycology.  By  Clark  Wylie  Finnerud,  B.S.,  M.D.,  Assistant 
Clinical  Professor  of  Dermatology,  Rush  Medical  College 
of  the  University  of  Chicago,  etc.  Fifth  Edition,  Thoroughly 
Revised.  Illustrated  with  658  Engravings  and  3 Colored 
Plates.  1334  pp,  $12.00.  Lea  & Febiger,  Philadelphia,  1937. 

Important  advances  have  been  made  in  dermatology  dur- 
ing the  three  years  since  the  previous  edition.  This  is  a care^ 
fully  revised  work  including  twenty  new  diseases,  the  rewrit- 
ing of  twelve  familiar  ones  and  an  additional  forty  illus- 
trations. Of  particular  interest  are  chapters  on  dermatitis 
venanata,  embracing  its  inclusive  meaning;  dermatitis  medi- 
camentosa, listing  some  of  the  newer  drug  allergens;  animal 
and  bird  scabies ; trichophytosis ; atopic  eczema ; and  on 
general  etiology  with  special  reference  to  elimination  diets, 
the  role  of  scratch  tests  and  the  more  successful  patch  tests. 
There  is  still  a tendency  to  overburden  with  nomenclature. 
Treatment  is  occasionally  unspecific  and  confusing;  and  at 
times,  as  in  the  chapter  on  burns,  antiquated.  Chapters  on 
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roentgenology  and  radium  are  too  elementary.  From  a 
standpoint,  however,  of  inclusiveness,  etiology  and  diag- 
nosis, this  work  remains  unsurpassed.  If  one’s  library  is 
to  include  but  a single  volume  on  dermatology,  let  it  be 
Ormsby.  Bruenner. 


Emotional  Adjustment  in  M.arriage.  By  Le  Mon 
Clark,  M.S.,  M.D.,  Assistant  in  Obstetrics  and  Gynecology, 
University  of  Illinois  College  of  Medicine.  261  pp.,  $3.00. 
The  C.  V.  Mosby  Company,  St.  Louis,  1937. 

Many  books  have  been  published  of  late  pertaining  to  the 
premarital  and  marital  state.  Some  of  these  one  would 
hesitate  to  recommend  for  obtaining  information  concerning 
the  sexual  conditions  and  their  management.  The  author  of 
this  book  states  that  his  method  is  to  give  the  parent-group 
necessary  information  as  a basis  for  a rational  method  of 
dealing  with  the  problem  of  sex  education  for  children.  It 
is  hoped  this  book  will  answer  questions  arising  in  the 
patient’s  mind,  thus  facilitating  the  physician’s  efforts  to 
locate  and  correct  the  difficulties.  Some  of  the  chapter 
headings  are  “The  Incidence  of  Sex  Desire,”  “Love  as  a 
Human  Attribute,”  “The  Honeymoon”  and  “After  the 
Honeymoon.”  There  is  a discussion  of  birth  control  in 
principle  and  its  practice.  As  is  the  case  in  this  class  of 
books,  this  is  intended  for  laymen  instruction  but  should 
be  recommended  with  discretion  and  not  for  indiscriminate 
reading. 


Physical  Therapy  in  Arthritis.  By  Frank  Hammond 
Krusen,  M.D.,  Associate  Professor  of  Physical  Medicine, 
The  Mayo  Foundation,  University  of  Minnesota,  etc.  Fore- 
word by  Melvin  S.  Henderson,  M.D.  With  21  Illustrations, 
180  pp.,  $2.25.  Paul  B.  Hoeber,  Inc.,  Medical  Book  Depart- 
ment of  Harper  & Brothers,  New  York,  1937. 

If  one  questions  the  useful  application  of  physical  therapy 
in  arthritis,  he  will  be  disabused  of  this  opinion  by  reading 
this  book.  The  author’s  attempt  is  to  show  that  the  major- 
ity of  such  measures  can  be  applied  in  the  patient’s  own 
home.  The  fundamental  agents  are  heat,  cold,  massage, 
manipulation,  exercise  and  rest.  No  attempt  is  made,  how- 
ever, to  belittle  such  well-known  agencies  as  diathermy, 
ultraviolet,  infrared  and  sinusoidal  current.  The  usefulness 
of  all  of  these  is  known  to  every  physical  therapist.  The 
suggestions  offered  in  this  book  are  readily  applied  and 
their  results  easily  obtainable. 


The  Diary  of  a Surgeon  in  the  Year  17S1-17S2.  By- 
John  Knyveton,  Licentiate  of  the  Society  of  Apothecaries, 
etc.  Edited  and  Transcribed  by  Ernest  Gray.  322  pp.,  $2.50. 
D.  Appleton-Century  Company,  Inc.,  New  York,  London, 
1937. 

If  one  is  interested  in  a fascinating  tale  of  medical  prac- 
tice about  two  centuries  ago  as  it  was  conducted  in  London, 
he  will  find  this  book  worth  reading.  Part  One  describes 
the  daily  routine  of  Dr.  Knyveton  as  his  practice  was  con- 
ducted in  London.  Part  Two  describes  his  adventures  at 
sea  while  serving  as  naval  surgeon  fighting  against  Spain 
and  France.  Some  of  the  illustrations  suggest  the  experi- 
ences of  his  day,  such  as  an  early  blood  transfusion,  ban- 
daging methods  in  the  Eighteenth  century,  transplanting  of 
teeth,  a naval  engagement  of  the  British  Fleet.  In  a certain 
sense  this  is  not  history,  but  it  gives  a vivid  historical 
presentation  of  medical  and  surgical  practice  of  that  dayi., 


Manual  of  Clinical  and  Laboratory  Technic.  By 
Hiram  B.  Weiss,  A.B.,  M.D.,  F.A.C.P.,  Associate  Professor 
of  Medicine,  College  of  Medicine,  University  of  Cincinnati, 
etc.,  and  Raphael  Isaacs,  A.M.,  M.D.,  F.A.C.P.,  Associate 
Professor  of  Medicine,  Assistant  Director  of  the  Thomas 
Henry  Simpson  Memorial  Institute  for  Medical  Research, 
University  of  Michigan,  Ann  Arbor,  Mich.  Fifth  Edition, 
Reset.  141  pp.  Cloth,  $1.50  net.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1937. 

This  booklet  is  prepared  for  ready  reference  and  a con- 
venient summary  of  written  laboratory  procedures.  It  is 
not  intended  as  a substitute  for  standard  textbooks.  If  one 
wishes  a handy  reference  book  available  this  will  answer 
some  questions  and  be  suggestive  for  further  study. 
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They  are  representatives  of  the  General 
Electric  X-Ray  Corporation  in  your  vi- 
cinity. They  live  here,  work  here  — always 
within  call  when  you  need  their  help. 

Time  was  when  dealers  and  agents  sold 
and  serviced  G-E  equipment,  theoreticaUy 
assumed  full  responsibility  for  it.  But  to  you, 
that  was  not  always  satisfactory.  You  didn’t 
want  responsibility  divided  between  agent 
and  manufacturer.  We  wanted  to  know,  be- 
yond question,  that  your  e(juipment  was 
performing  properly,  that  you  were  given 
satisfactory  service,  and  that  adequate  facil- 
ities were  easily  accessible  to  you. 

The  answer  was  the  establishment  of  direct 
factory  branches,  and  the  selection  and  train- 
ing of  a large  group  of  men  who  could  be,  to 
your  satisfaction,  the  General  Electric  X-Ray 
Corporation  in  your  vicinity.  They  were  care- 
fully selected,  painstakingly  trained  to  be 
able  to  help  you  in  a highly  specialized  field. 
They  know  G-E  x-ray  and  electro -medical 
e(juipment,  and  they  can  help  you  select  the 
proper  type  and  assist  you  in  getting  from 
it  the  ultimate  in  direct  benefits. 

If  you  don’t  already  know  the  G-E  man  in 
your  locality,  we  hope  you’ll  get  acquainted. 
He’ll  prove  to  be  a worthy  friend. 
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X-RAY  CORPORATION 
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HEAD  COLDS 


when  you  prescribe  a liquid 
vasoconstrictor,  consider 
three  points: 
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PROLONGED  EFFECTIVENESS 

'Benzedrine  Solution’  produces  a 
shrinkage  which  lasts  18  per  cent 
longer  than  that  produced  by 
ephedrine. 
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MINIMUM  SECONDARY 
REACTIONS 

On  continued  use  'Benzedrine 
Solution’  produces  practically  no 
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REAL  ECONOMY 

’Benzedrine  Solution'  is  one  of  the 
least  expensive  liquid  vaso- 
constrictors. 
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